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RECOGNITION  AND  MANAGEMENT  OF  LABOR 
INJURIES.* 

BY 
ARTHUR  J.  SKEEL,  M.  D., 

Cleveland,  Ohio. 

During  the  last  decade  there  has  been  a  gradually  growing  recog- 
nition of  the  fact  that  obstetrics  is  a  surgical  specialty.  In  accord 
with  this  rather  reluctant  and  surely  very  tardy  acknowledgment, 
obstetric  leaders  have  been  actively  voicing  the  need  for  more  careful 
obstetric  training  and  more  rigid  technic. 

The  results  of  this  effort  are  only  beginning  to  be  felt,  and  at  times 
it  has  seemed  that  the  mass  of  the  profession  is  indifferent  to  obstet- 
ric advances.  Lack  of  training  on  the  part  of  the  older  practitioners 
undoubtedly  accounts  for  some  of  this  rather  discouraging  inertia, 
but  the  writer  believes  that  lack  of  opportunity  to  carry  out  modern 
procedures  is  responsible  for  a  great  deal  of  the  indifference  to  correct 
obstetric  technic. 

Modern  surgery  would  surely  be  impossible  without  the  hospital. 
Modern  technic  in  obstetrics  is  equally  impossible  in  the  average 
home.  We  must  have  vastly  increased  hospital  facilities  and  give 
the  doctor  access  to  them  if  we  expect  to  increase  his  interest  in  that 
technic  which  only  the  hospital  renders  possible. 

At  the  present  time,  when  so  many  doctors  are  called  away,  and  so 
few  are  left  to  take  care  of  the  community,  hospitalization  is  still 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 

Note. — The  Editor  accepts  no  responsibility  for  the  views  and  statements 
of  authors  as  published  in  their  "Original  Communications." 
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more  necessary.  Bringing  the  patient  to  the  doctor,  economizes 
his  time,  increases  his  efficiency,  and  permits  the  patient  to  receive 
more  attention.  All  of  the  author's  work  is  done  at  the  hospital; 
therefore,  the  data  and  conclusions  can  only  apply  to  such  surround- 
ings as  make  complete  work  possible. 

It  is  not  necessary  before  this  Association  to  emphasize  the  fact 
that  the  end  results  of  pregnancy  and  labor  are  still  unsatisfactory. 
Most  of  you  spend  a  large  portion  of  your  time  attempting  to  correct 
these  conditions. 

Many  labor  injuries  remain  uncorrected  at  the  time  of  delivery, 
because  they  are  not  discovered  at  that  time.  In  fact,  our  whole 
obstetric  teaching,  based  on  the  fear  of  infection,  is  such  as  to  dis- 
courage careful  investigation  of  the  genital  tract  immediately  after 
labor.  The  student  is  taught  the  utmost  precision  of  detail  in  mak- 
ing examinations  during  labor,  and  is  solemnly  assured  that  after 
the  delivery  of  the  child,  this  tract  is  so  liable  to  infection  that  it  must 
not  be  invaded  exceptf  or  most  urgent  cause.  This  "  noli  me  tangere" 
idea  of  the  genital  tract  after  the  termination  of  the  second  stage  of 
labor  has  been  so  emphasized  that  many  conscientious  men  fear 
to  conduct  a  detailed  examination  for  birth  damage. 

While  recognizing  the  danger  of  lax  methods  in  this  respect, 
the  writer  feels  that  proper  technic  renders  this  procedure  safe, 
and  that  in  most  cases  it  is  highly  desirable.  In  the  past,  when 
repeated  vaginal  examinations  were  made  during  labor,  no  doubt  the 
vagina  was  more  or  less  contaminated,  and  post-delivery  examina- 
tions served  to  carrry  this  contamination  higher  up  the  genital  tract. 
Rectal  examination  during  labor  does  away  completely  with  this 
particular  danger. 

Most  labors  can  be  conducted  safely  with  the  knowledge  gained 
by  abdominal  examination,  supplemented  by  the  gloved  rectal  touch. 
Presentation,  degree  of  cervical  dilatation,  and  station  of  the  pre- 
senting part  can  usually  be  determined  accurately  per  rectum. 

If  the  labor  has  been  thus  conducted,  the  vagina  should  be  rela- 
tively free  from  pathogenic  bacteria  at  the  end  of  a  labor  of  reason- 
able duration.  This,  of  course,  does  not  hold  true  when  the  amniotic 
sac  has  been  ruptured  for  a  long  time,  or  when  other  "unusual  oppor- 
tunities for  infection  are  present. 

In  operative  deliveries,  of  course,  the  chance  for  contamination 
is  greater,  but  the  need  for  careful  examination  for  injuries  is  also 
greater.  After  some  experience  with  complete  after-delivery  exami- 
nations, one  becomes  quite  skilful  in  predicting  whether  serious 
injury  has  occurred  in  the  higher  parts  of  the  genital  canal. 
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Considerable  study  was  given  to  the  technic  of  this  examination. 
At  present  we  are  proceeding  as  foEows: 

In  the  first  place,  keeping  vaginal  manipulations  to  an  irreducible 
minimum  is  considered  part  of  the  technic  of  safe  postpartum  in- 
vestigation. After  delivery  of  the  placenta,  the  patient  is  put  in 
the  lithotomy  position,  the  labia  carefully  cleansed,  and  gas  anal- 
gesia is  resumed.  The  anus  is  covered  with  either  dental  rubber 
dam  or  sterile  towels  held  in  position  by  adhesive  plaster  fastened 
to  the  thighs.  Fresh  gloves  are  put  on  and  the  examination  is 
begun  by  inspection  of  the  cervix.  Either  a  drop  light  or  a  good 
head  light  is  essential  to  a  satisfactory  inspection.  After  the  patient 
is  cleansed,  retractors  are  introduced.  The  author  uses  a  special 
retractor  made  wider  in  proportion  to  its  length  than  the  standard 
shape.  An  assistant  makes  pressure  on  the  fundus,  bringing  the 
anterior  lip  of  the  cervix  to  the  vulva.  For  grasping  the  cervix, 
volseUa  are  unsatisfactory,  therefore  cervix  holders  of  the  old  sponge 
holder  tjq^e  are  used.  The  rim  of  the  cervix  is  readily  inspected 
by  bringing  successive  portions  into  view,  using  two  holders  in  hand 
over  hand  fashion  for  bringing  down  the  concealed  posterior  lip. 
Sometimes  before  delivery  of  the  placenta  one  may  inspect  the 
entire  cervix  at  a  glance,  the  whole  cervical  rim  fitting  about  the 
placenta  as  it  does  over  a  distended  Voorhees  bag. 

One  sometimes  finds  the  cervix  absolutely  intact,  without  even 
the  traditional  nick.  Often  only  minor  lacerations  are  found. 
These  are  always  ignored.  Usually,  as  gynecologists  well  know, 
the  laceration  will  be  found  at  the  extreme  right  or  left  side  of  the 
cervical  rim,  sometimes  extending  into  the  base  of  the  broad  liga- 
ments. Tears  of  this  depth  invariably  involve  the  vaginal  vault, 
usually  extending  up  and  down  the  right  or  left  anterior  sulcus. 

Occasionally  these  deep  tears  bleed,  but  more  frequently  not. 
The  old  rule  to  inspect  the  cervix  only  if  bleeding  occurs,  certainly 
does  not  detect  the  majority  of  extensive  lacerations.  Sometimes 
there  will  be  found  a  transverse  tear  or  cut  of  the  anterior  lip  parallel 
to  the  rim  of  the  cervix,  due  to  pinching  oi  this  part  between  the 
head  and  the  pubis.  The  part  is  usually  black  or  extremely  swollen, 
demonstrating  the  effect  of  time  in  producing  the  lesion. 

Inspection  of  the  inner  surface  of  the  cervLx  sometimes  reveals 
lacerations  of  the  uterine  mucosa,  and  even  into  the  muscular 
wall,  apparently  produced  by  the  rubbing  action  of  the  head  as  it 
moved  downward,  distinctly  different  from  the  tears  due  to  disten- 
tion of  the  cervical  rim,  the  latter  being  always  radial  in  direction. 

Injuries  of  the  upper  end  of  the  vagina  are  of  two  t^-pes:  First, 


4     skeel:  recognition  and  management  of  labor  injuries 

those  due  to  extension  of  deep  cervical  lacerations  involving  the 
broad  ligament  base  and  extending  a  variable  distance  downward 
from  the  cervicovaginal  junction.  They  do  not,  so  far  as  my 
observation  goes,  ever  involve  the  posterior  vaginal  wall,  but  extend 
onto  the  lateral  wall,  and  frequently  to  the  anterior  vaginal  surface, 
sometimes  terminating  beneath  the  pubic  arch.  These  would  never 
be  detected  by  the  usual  method  of  inspection  by  separating  the  labia 
and  looking  at  the  perineum.  They  are  readily  recognized  as  old 
friends  of  the  gynecologist,  who  not  only  discovers  their  scars  in  the 
vaginal  vault  but  frequently  finds  dense  adhesions  uniting  the  upper 
cervix  to  the  vaginal  wall,  the  torn  parts  having  lain  in  close  approxi- 
mation after  labor.  These  are  very  difficult  to  repair,  but  with 
patience  under  anesthesia,  fairly  satisfactory  results  can  often  be 
attained  and,  especially,  much  of  the  dense  scar  tissue  Jformation  can 
be  prevented. 

The  second  tj'pe  of  injury,  involving  the  upper  vagina,  is  produced 
by  extension  upward  from  the  middle  or  lower  portion.  This  type  is 
a  clean  split,  obliquely  longitudinal  in  direction  and  is  usually  pro- 
duced by  the  rotation  of  the  head  from  a  posterior  to  the  anterior 
position.  It  may  occur  with  spontaneous  rotation,  but  is  usually, 
in  my  experience,  produced  by  the  performance  of  the  classical 
Scanzoni  operation.  I  am  not  referring  to  lacerations  produced 
by  the  tips  or  edges  of  the  forceps  blade  where  they  have  been  im- 
properly applied  or  where  the  handles  of  the  forceps  have  not  been 
rotated  in  a  wide  enough  circle,  but  to  a  type  which  from  their  di- 
rection and  appearance  seem  to  be  produced  by  the  head  itself 
when  rotated  from  a  tight  fitting  posterior  occiput  position.  The 
mucosa  and  levator  fibers  are  split,  and  the  ischiorectal  tat  may  be 
seen  glistening  through.  The  tear  often  involves  only  the  mid- 
portion  of  the  lateral  vaginal  wall.  It  is  readily  repaired  and  in 
my  experience  usually  makes  a  nice  recovery. 

For  proper  inspection  and  repair  of  the  mid  and  upper  vaginal 
injuries,  pressure  by  the  assistant  on  the  fundus  is  removed,  cervix 
holders  taken  off,  and  firm  gauze  pressure  applied  to  the  cervix, 
pushing  the  entire  uterus  upward,  thus  smoothing  out  and  distending 
the  relaxed  vaginal  vault.  Two  vaginal  retractors  aid  materially 
in  securing  good  exposure. 

In  repairing  the  cervix  No.  2  chromic  interrupted  sutures  are 
used.  The  fear  sometimes  expressed  of  interfering  with  fundal 
drainage  by  too  much  closure  of  the  cervical  canal  is  not  well- 
founded.  The  extreme  lower  rim  of  the  cervix  is  often  paper  thin, 
and  would  not  unite  if  sutured.     We,  therefore,  place  the  last 
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suture  about  }^  to  3^^  i^ch  from  the  edge.  The  uppermost  sutures 
of  deep  cervical  and  vaginal  tears  can  often  be  best  made  by  placing 
the  lower  one  first  and  using  these  as  tractors  to  secure  good  expo- 
sure of  the  higher  portions.  • 

Tears  in  the  subpubic  region  are  almost  as  common  as  perineal 
tears.  They  are  usually  very  evidently  produced  by  the  practice  of 
lifting  the  head  toward  the  pubes  in  the  attempt  to  avoid  perineal 
injuries.  During  distention  of  the  vulvar  ring  the  lower  edge  of  the 
pubic  portion  of  the  triangular  ligaments  and  fascia  are  distinctly 
seen,  fully  as  tense  as  is  the  perineal  edge.  If  one  must  choose  be- 
tween perineal  laceration  and  subpubic  injury,  let  it  be  the  peri- 
neum which  suffers,  because  the  success  of  primary  repair  is  much 
more  certain. 

So  much  has  been  said  and  written  about  perineal  repair, 
primary,  intermediate,  and  late,  that  I  hesitate  to  express  an 
opinion.  However,  recent  statements  as  to  the  impossibility  of 
securing  good  results  with  primary  perineal  repair  from  sources  of 
considerable  authority,  leads  me  to  record  my  own  experience. 

The  usual  procedure  for  primary  repair  of  the  perineum  is  simply 
a  crude  device  for  avoiding  the  buried  suture.  The  wide  sweeping 
suture,  with  a  large  curved  needle  so  commonly  pictured  as  sewing 
the  retracted  muscle  ends,  usually  failed  in  my  hands  of  securing  the 
desired  result. 

Wlien  I  learned  not  to  fear  a  buried  suture  in  the  perineum  after 
labor,  any  more  than  in  a  late  repair,  my  difficulties  in  getting  good 
results  began  to  disappear. 

The  perineum  is  inspected  and  palpated,  enlarging  muscosa 
rents  as  necessary  to  follow  up  muscular  and  fascia  tears.  Not 
infrequently  the  vaginal  mucosa  is  separated  almost  as  in  the  sec- 
ondary operation.  No.  2  chromic  gut  is  used  on  a  small  curved 
needle  and  buried  without  hesitation.  The  mucosa  is  then  trimmed 
up  and  united  with  No.  i  gut.  The  results  from  this  plan  have 
given  me  a  great  deal  of  satisfaction. 

With  more  successful  repair  work  has  come  a  corresponding  im- 
provement in  uterine  position  and  involution.  Anyone  who  rou- 
tinely examines  his  patients  a  few  weeks  after  delivery  detects  a 
surprising  number  of  cases  of  subinvolution  and  of  retroversion. 
These  are  a  source  of  considerable  discomfort  to  the  patient  and  other 
pathology  follows  in  their  wake.  Many  of  the  retroversions  have 
preceded  the  pregnancy  and  operative  restoration  is  the  only  method 
of  cure. 

Among  those  produced  by  a  particular  pregnancy  and  labor,  will 
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be  found  many  dependent  upon  subinvolution  due  to  cervical  lac- 
erations with  the  low  grade  infection  so  commonly  present.  The 
over-heavy,  boggy  fundus  of  the  uterus  drops  into  the  sacral  hollow, 
the  eervix  points  anteriorly  and  the  vicious  circle  has  begun. 

It  has  been  gratifying  to  note  the  reduction  in  frequency  of  these 
cases,  since  adopting  primary  cervical  repair  as  a  routine  procedure. 
With  uterine  involution  proceeding  normally,  and  the  uterus  re- 
maining anterior,  the  circulation  of  the  supporting  ligaments  re- 
mains normal,  their  involution  and  recovery  of  elasticity  and  tone 
occur  promptly,  thus  insuring  their  future  function. 

As  a  further  means  of  prevention  of  retrodeviation,  we  encourage 
the  patient  early  to  lie  on  the  abdomen,  and  on  the  tenth  or  twelfth 
day  begin  the  knee-chest  posture.  The  usual  remedies,  such  as 
prolonged  hot  douches,  ergot,  etc.,  are  used  freely  after  14  days, 
if  needed. 

Speaking  broadly,  in  my  last  350  cases,  the  cervix  and  upper 
vagina  have  been  examined,  using  the  technic  described  in  about 
180.  In  multipara,  with  known  old  lacerations,  etc.,  we  consider 
cervical  inspection  and  repair  not  necessary.  We  also  avoided  intra- 
genital  manipulation  in  cases  where  there  was  good  reason  to  suspect 
infection  was  already  present. 

In  this  series  51  cervices  needed  repair;  of  these  in  nine  instances 
for  various  reasons,  such  as  preceding  severe  hemorrhage,  known 
infection,  etc.,  suturing  was  not  done.  Of  the  fourty-three  cervical 
cases  repaired  at  delivery,  seven  were  unsuccessful — about  16  per 
cent. 

There  was  one  infection  in  the  entire  series  of  180  inspected 
cases.  This  patient  had  been  subjected  to  prolonged  intrauterine 
manipulation,  both  manual  and  instrumental. 

The  use  of  gas  has  done  much  to  make  possible  more  careful  work. 
The  resumption  of  gas  analgesia,  or  of  anesthesis  if  needed,  involves 
very  little  discomfort  to  the  patient,  and  renders  the  whole  pro- 
cedure simple.     The  author  wishes  to  emphasize  four  points,  viz.: 

1.  Limiting  or  entirely  avoiding  vaginal  examinations  during  labor 
is  a  routine  preliminary  part  of  the  technic  of  primary  repair  of 
labor  injuries. 

2.  Immediate  inspection  of  the  cervix,  with  primary  repair  of 
its  injuries,  reduces  the  risk  of  subinvolution  and  of  uterine  dis- 
placement. 

3.  The  routine  use  of  buried  sutures  in  the  perineum  for  the  re- 
pair of  second  degree  lacerations,  permits  accurate  coaptation,  and 
restoration  of  the  parts. 
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4.  Perineal  lacerations  are  more  surely  repaired  than  is  sub- 
pubic damage.  Therefore,  slow  delivery  and  skill  in  directing  the 
small  diameters  of  the  head  through  the  vulvar  ring  should  be 
sought.  Forcing  the  head  against  the  pubic  arch  produces  more 
damage  than  it  prevents. 

1834  East  Sixty-fifth  Street. 
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BY 
CAPTAIN  K.  I.  SANES,  M.  D.,  F.  A.  C.  S., 

Pittsburgh.  Pa. 

Equilibration  in  general  is  supposed  to  depend  on  harmonious 
cooperation  of  the  sense  of  vision,  muscle  sense  and  balance  (static- 
kinetic)  sense.  The  balance  sense,  the  most  important,  has  as  its 
organ  the  static-kinetic  labyrinth  (the  vestibule  and  the  three  semi- 
circular canals  of  the  internal  ear)  and  as  its  end-organs  the  labyrin- 
thine air-cells  which  receive  stimuli  from  the  endolymph  waves 
brought  about  by  bodily  movements.  These  impulses  are  conducted 
by  means  of  the  nerve-filaments  originating  from  these  labyrinthine 
cells  to  the  vestibular  portion  of  the  auditory  nerve  and  thence 
through  the  brain-stem,  cerebellar  peduncles  to  the  cerebral  cortex. 
The  recognition  of  the  internal  ear  as  the  chief  equilibratory 
organ  being  recent,  most  of  its  intracranial  pathways  are  still 
undetermined. 

Through  this  vestibular  mechanism  the  cerebrum  is  continuously 
informed  of  the  position  of  the  body  in  space  and  its  relation  to  ob- 
jects around  it.  If,  for  some  reason,  this  mechanism  becomes  so 
disturbed  in  any  of  its  parts  that  the  sense  of  vision  and  muscular 
sense  cannot  sufiiciently  compensate,  vertigo,  a  subjective  sensation 
of  abnormal  relationship  of  the  body  to  surrounding  objects,  follows. 

What  causes  the  disturbance  of  the  vestibular  mechanism? 
There  are  many:  organic  lesions  in  any  part  of  the  vestibular 
apparatus,  general  toxemias,  cardiovascular,  renal,  or  ocular 
disturbances,  etc. 

In  this  paper  we  are  interested  in  the  vertigo  caused  by  the 
menopause.  How  the  vertigo  of  the  menopause  is  brought  about, 
cannot  be  definitely  explained.  It  is  usually  ascribed  to  vasomotor 
derangement,  which  by  causing  irregularities  in  the  circulation  of 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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the  different  parts  of  the  vestibular  apparatus,  disturbs  the  balance 
sense. 

This  vasomotor  derangement  is  supposed  to  be  due  to  the  loss  of 
ovarian  secretion  during  the  menopause.  In  just  what  way  this 
loss  of  ovarian  secretion  brings  about  the  vasomotor  disturbances  is 
not  known.  An  explanation  may  be  found  in  the  lowered  metabo- 
lism during  menopause.  It  is  claimed  that  ovarian  substance 
enhances  metabolism  (Newman  and  Vas) ;  that  it  increases  the  ex- 
cretion of  urea;  that  it  favors  the  oxidation  of  hydrocarbons,  fats, 
and  phosphorized  organic  substances  (Custallo  and  Tarulli),and  that 
the  removal  of  both  ovaries  is  followed  by  a  reduction  in  the  oxygen 
intake  of  about  lo  per  cent.  (Loewy  and  Richter).  It  is  possible, 
then,  that  the  lowered  metabolism  induced  by  the  cessation  of  the 
ovarian  internal  secretion  brings  about  a  general  intoxication  with 
the  consequent  vasomotor  disturbances.  But  it  is  possible  that 
these  vasomotor  disturbances  are  brought  about  by  a  more  com- 
plicated process.  On  account  of  the  interrelationship  of  the  endo- 
crinal  glands,  the  partial  or  complete  withdrawal  of  the  ovarian  se- 
cretion from  the  circulation  may  and,  in  all  probability  does,  induce 
changes  in  the  function  of  the  thyroid,  adrenals,  and  pituitary 
glands.  The  vasomotor  disturbances,  therefore,  may  be  the  com- 
bined result  of  the  functional  changes  of  a  number  of  endocrinal 
glands,  the  ovarian  influence,  of  course,  predominating. 

Vertigo,  as  we  find  it  during  the  menopause,  comes  on  at  irregular 
intervals.  It  may  appear  days  and  weeks  apart  and  again  may  come 
on  several  times  daily.  During  the  time  preceding  the  complete 
cessation  of  menses,  when  periods  are  still  coming  more  or  less  ir- 
regularly, some  patients  are  subjected  to  vasomotor  disturbances 
during  the  menstrual  flow  only,  while  others  suffering  from  such  dis- 
turbances between  the  periods  are  relieved  of  them  during  the 
menstrual  flow. 

The  character  of  the  vertigo  presents  great  variations,  depending, 
in  all  probability,  on  the  part  or  parts  of  the  vestibular  apparatus 
involved  and  on  the  severity  of  such  involvement.  The  vertigo 
in  some  patients  come  on  without  any  apparent  cause,  in  others 
only  after  unusual  movements  or  postures.  Some  patients  asserted 
that  they  became  dizzy  after  such  slight  motions  as  looking  up,  or 
down,  straightening  up,  etc.  Some  patients  complained  of  dizziness 
only  on  walking,  while  in  others  walking  relieved  the  vertigo.  Some 
were  subjected  to  vertigo  only  during  the  day,  others  only  during 
the  night.  Some  would  wake  from  sleep  with  vertigo,  possibly 
after   turning  in  bed.     Others  would  become  dizzy  in  a  crowd. 
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In  most  of  our  patients  the  vertigo  was  of  the  objective  type, 
i.e.,  they  experienced  a  sense  of  rotation  around  them  of  the  visible 
or  palpable  environments.  In  some  of  them  the  vertigo  was  of  a 
subjective  type,  i.e.,  a  sensation  of  motion  of  the  body  itself.  A  few 
of  our  patients  described  the  vertigo  as  a  sort  of  swimming  move- 
ment, a  feeling  of  being  intoxicated,  an  extremely  embarrassing  con- 
dition (the  pseudonarcotism  of  Tilt). 

Vertigo  was  seldom  the  only  prominent  menopause  symptom;  it 
was  almost  always  accompanied  by  such  disturbances  as  hot  and 
cold  flashes,  cold  perspiration,  palpitation,  blurred  vision,  flickering 
before  the  eyes,  headache,  nausea,  tinnitus,  etc.  The  relation  of 
vertigo  to  climacteric  functional  hypertension  is  of  interest,  as  it  is 
claimed  by  some  that  it  is  responsible  for  the  menopause  vertigo. 
Excluding  as  far  as  possible  the  cases  of  organic  hypertension 
(cardiovascular  and  renal)  we  found  102  cases  with  vertigo  that  had 
their  blood  pressure  specified  on  their  records,  and  of  them  only  45, 
or  46  per  cent.,  had  their  blood  pressure  above  150,  and  only  20,  or 
30  per  cent.,  above  i6c. 

The  severity  of  vertigo,  of  course,  varied.  In  most  of  our  cases, 
the  vertigo  was  only  slight,  just  a  mild  dizziness,  in  others  again  it 
was  so  severe  that  they  feared  walking  by  themselves  on  streets  on 
account  of  the  frequent  falls  and  even  loss  of  consciousness  during 
the  attacks  of  vertigo.  The  following  case  demonstrates  how  severe 
a  menopause  vertigo  may  be. 

Mrs.  B.,  school  teacher,  widow,  aged  forty-one,  three  children, 
youngest  fifteen  years.  She  was  admitted  to  the  Western  Pennsyl- 
vania Hospital,  July  13,  1915,  for  pronounced  vertigo,  metrorrhagia 
and  digestive  disturbances,  with  a  history  of  appendicitis.  These 
symptoms  were  of  two  years  standing,  previous  to  which  time  she  was 
quite  well.  Examination  of  her  cardiac,  pulmonary,  urinary,  and 
nervous  systems  was  negative.  She  had  a  lacerated  cervix  and  small 
ovarian  (left)  cyst.  Examination  of  blood  and  urine  was  negative, 
and  a  Wassermann  was  taken  with  negative  results. 

July  19,  191 5,  she  was  operated  as  follows:  Curetment,  high 
amputation  of  cervLx,  appendectomy,  and  oophorectomy.  Since  the 
operation,  menorrhagia  has  irregularly  continued.  Flow  lasted  as 
long  as  six  months  at  one  time.  Usually  it  was  a  slight  oozing,  but 
on  some  occasions  this  flow  was  rather  profuse. 

The  most  anno>'ing  symptom  since  the  operation  has  been  the 
dizziness  mostly  objective  in  character.  During  the  attacks  the 
objects  move  around  the  patient,  and  she  has  to  lie  down  until,  after 
vomiting,  the  dizziness  disappears.  Some  of  her  vertigo  attacks 
begin  with  a  sensation  of  a  crash  in  the  head  "as  though  hit  by  a 
board."  She  then  falls  down  and  the  attack  is  over;  occasionally 
it  is  followed  by  a  crying  spell.     At  other  times  the  attacks  are  more 
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severe.  Such  attacks  usually  come  on  just  before  the  onset  of 
a  menstrual  flow.  She  gets  this  crash  on  the  head,  falls  down,  and 
feels  that  everything  is  moving  around  her  very  fast.  "Walls  are 
going  down,  table,  chairs,  and  bed  coming  up."  She  falls  usually 
on  the  right  side,  but  imagines  that  she  falls  on  the  left  side.  She 
closes  her  eyes  after  the  fall  and  cries  out.  These  falls  are  accom- 
panied frequently  by  sensation  of  "blankness"  on  the  left  side  of  the 
body,  by  palpitation  and  tinnitus.  Between  the  attacks  she  must 
avoid  crowds.  She  cannot  go  to  the  theater  or  church.  Cannot  sit 
long  in  one  place.  When  she  begins  to  feel  dizzy  she  has  to  stand  up 
or  walk. 

As  repeated  examinations  of  her  ears  gave  negative  findings,  and 
her  vision,  although  not  normal,  was  corrected  with  glasses,  and  as 
her  blood  pressure  and  blood  counts  repeatedly  taken  were  found  nor- 
mal or  slightly  abnormal  and  her  cardiovascular  renal  system 
showed  no  pathology,  the  vertigo  was  attributed  to  menopause  and 
the  patient  was  placed  on  ovarian  substance,  which  seemingly, 
greatly  improved  the  vertigo,  but  aggravated  the  menorrhagia. 
On  stopping  the  ovarian  substance  during  menstruation,  the  dizzi- 
ness would  become  worse.  For  three  years  the  patient  has  been 
taking  the  ovarian  preparation,  stopping  it  only  during  the  attacks 
of  menorrhagia,  and  getting  great  relief  while  taking  it. 

The  treatment  for  the  condition  may  be  summarized  as  follows: 
Before  any  plan  is  decided  upon,  one  must  make  sure  that  the  case 
is  one  of  climacteric  vertigo.  Such  pathologic  conditions  as  lesions 
of  the  internal  ear  or  of  any  other  part  of  the  balance  mechanism, 
such  diseases  as  cardiovascular  renal  and  ocular,  especially  muscular 
unbalance  of  eyes,  must  be  excluded.  If  the  case  can  definitely  be 
diagnosticated  as  that  of  climacteric  vertigo,  the  treatment  must  be 
that  of  menopause  in  general.  As  the  metabolism  is  almost  always 
below  par  in  menopause,  the  nutrition  and  elimination  of  the  patient 
must  be  looked  after  and,  as  the  insufficiency  or  absence  of  the  ova- 
rian internal  secretion  is  the  underlying  cause  of  the  symptoms, 
ovarian  organotherapy  is  logically  indicated. 

But  we  do  not  know  as  yet  the  active  principle  of  the  internal 
ovarian  secretions;  we  do  not  even  know  definitely  which  part  or 
parts  of  the  ovarian  substance  (the  Graafian  follicle,  corpus  luteum 
or  the  interstitial  cells)  is  responsible  for  the  ovarian  internal  secre- 
tion or  secretions.  It  seems  plausible,  therefore,  that  if  by  the  ad- 
ministration of  glandular  tissue  we  can  successfully  replace  a  defi- 
ciency in  internal  secretion  of  the  gland,  the  whole  ovarian  substance, 
in  the  present  state  of  organotherapy,  should  meet  best  the  needs  of 
a  menopause  patient.  We,  therefore,  prefer  using  the  whole  ovarian 
substance  in  our  treatment  of  the  climacteric  disturbances  in  general, 
and  vertigo  in  particular.     The  difficulty  one  meets  in  prescribing  the 
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ovarian  substance  is  the  lack  of  standard  preparations.  One  must 
specify  the  name  of  the  manufacturer  or  the  proprietory  name  of  the 
ovarian  preparations  to  get  the  dosage  desired.  Thus,  one  manu- 
facturer would  base  the  dosage  of  an  ovarian  preparation  on  the 
quantity  of  the  fresh  ovarian  substance  in  it,  the  others  on  the 
quantity  of  the  desiccated  substance.  Five  grains,  for  instance,  of 
the  ovarian  substance  of  Burroughs,  Wellcome  &  Company  is 
equivalent  to  5  grains  of  fresh  ovarian  tissue,  while  the  same  dose 
of  ovarian  substance  of  Armour  &  Company,  representing  5  grains 
of  the  desiccated  ovarian  tissue,  is  equivalent  to  35  grains  of  fresh 
ovarian  tissue.  Even  the  same  products  of  the  different  manu- 
facturers that  base  the  dosage  on  the  amount  of  the  desiccated 
ovarian  substance  do  not  represent  the  same  quantity  of  fresh 
ovarian  tissue.  Thus  5  grains  of  the  desiccated  ovarian  substance 
of  Parke,  Davis  &  Co.  equals  30  grains  of  fresh  ovarian  tissue,  5 
grains  of  same  of  Armour  &  Company,  35  grains,  and  5  grains  of 
Merck,  40  grains.  Thus  we  find  that  the  dosage  of  ovarian  prepara- 
tions on  the  market  represents  in  some  preparations  the  amount  of 
the  fresh  ovarian  substance,  and  in  others  the  amount  of  the 
desiccated  substance,  and  that  the  dose  of  the  desiccated  substance 
does  not  always  represent  the  same  amount  of  the  fresh  ovarian 
substance.  This  unsatisfactory  feature  of  ovarian  organotherapy 
should  be  corrected.  The  profession  should  demand  standardiza- 
tion of  the  ovarian  preparations. 

In  the  treatment  of  our  menopause  cases  we  have  been  using  a 
preparation,  each  grain  of  w^hich  represents  a  grain  of  the  fresh 
ovarian  substance  (varium).  The  dose  we  used  was  5  grains, 
two  to  four  times  a  day.  We  rarely  found  any  particular  advantages 
in  using  larger  doses.  When  this  dose  failed,  we  only  occasionally 
obtained  better  results  from  larger  doses.  The  results  that  w^e  ob- 
tained from  the  ovarian  substance  in  the  menopause  as  shown  in 
our  records  are  about  37  per  cent,  improvement,  and  about  25  per 
cent,  complete  control.  In  some  cases  relief  from  vertigo  preceded, 
in  others  followed,  and  in  others  again  accompanied  the  relief  from 
the  rest  of  the  menopause  symptoms.  The  length  of  time  the 
ovarian  substance  was  used  by  the  patients  was  variable,  some  used 
it  just  a  month  or  so,  others  for  many  months,  and  one  case  for 
three  years  before  the  final  cessation  of  the  annoying  symptoms.  In 
most  of  the  long  cases  the  drug,  during  its  use,  would  either  improve 
or  control  completely  the  vertigo,  but  upon  stopping  its  use  this 
symptom  would  recur  or  become  aggravated.  The  ovarian  sub- 
stance in  artificial  or  advanced  physiologic  menopause  simply  sup- 
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plies  a  substitute  for  the  missing  ovarian  internal  secretion  and  for 
this  reason  the  substitute  must  be  taken  until  a  readjustment  of  the 
disturbed  equilibrium,  brought  about  by  the  loss  of  the  internal 
ovarian  secretion,  is  established.  This  last  statement  does  not 
altogether  hold  good  for  the  menopause  symptoms  before  the  com- 
plete cessation  of  menstruation,  for  according  to  Hallion's  law,  an 
extract  of  an  organ  exerts  on  the  same  organ  an  exciting  influence 
augmenting  or  helping  to  restore  its  activity.  By  the  administra- 
tion, therefore,  of  ovarian  substance,  while  the  ovaries  are  still 
functionating  somewhat,  we  not  only  supply  a  substitute  for  the  in- 
ternal ovarian  secretion  but  stimulate  the  ovaries  to  an  increased 
production  of  it.  If  this  is  correct  the  earlier  in  the  menopause  the 
ovarian  substance  is  given,  the  better  should  be  the  results. 

The  results  obtained  from  the  ovarian  substance,  while  sometimes 
strikingly  good,  are  so  frequently  negative  as  to  raise  the  question 
whether  it  has  within  it  the  same  finished  product  or  products  that 
the  internal  secretion  consists  of;  and  if  it  has,  whether  it  is  compe- 
tent to  take  care  of  the  functional  changes  of  the  correlated  endo- 
crinal  glands  brought  about  by  the  functional  changes  of  the  ovarian 
secretion.  For  it  is  quite  generally  accepted  that,  on  account  of 
the  interrelation  of  the  endocrinal  glands,  dysovarism  induces 
changes  in  the  functions  of  such  glands  as  thyroid,  adrenal,  and 
pituitary.  The  apparent  recent  tendency  to  pluriglandular  ther- 
apy is  an  admission  that  the  ovarian  substance  alone  cannot  always 
meet  the  disturbances  of  dysovarism.  It  remains  to  be  seen  whether 
pluriglandular  therapy  can  meet  them  better.  So  far  an  addition 
of  small  doses  of  thyroid  extract  to  the  ovarian  substance  in  our 
treatment  of  the  menopause  seemed  to  have  given  us  an  occasional 
better  result,  and  this  seems  to  be  in  accord  with  the  idea  that  thy- 
roid atrophy  follows  the  ovarian. 

Jenkins  Building. 
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INTESTINAL  ACTINOMYCOSIS.*    . 

BY 
JOHN  W.  KEEFE,  M.  D.,  L.  L.  D., 

Providence,  R.  I. 

Actinomycosis  involving  the  intestine,  although  usually  classi- 
fied in  the  category  of  rare  diseases,  occurs  with  sufficient  frequency 
to  warrant  more  than  a  casual  or  academic  interest  in  the  subject. 
The  first  case  reported  in  America,  of  actinomycosis  occurring  in 
man,  was  published  by  the  late  John  B.  Murphy  in  the  year  1885. 
Four  years  later,  Riihrah  collected  a  series  of  fifty-eight  cases  from 
American  literature.  In  his  compilation  of  1094  cases  he  places  the 
percentage  of  occurrence  of  the  intestinal  variety  of  this  disease 
at  20  per  cent.  This  estimate  is  also  in  accord  with  the  observa- 
tion of  Osier  who  made  extensive  studies  of  the  streptothrix  of 
actinomycosis. 

The  term  actinomycosis  is  used  to  designate  a  condition  of  chronic 
inflammation  caused  by  an  infection  with  a  type  of  streptothrix, 
which  forms  in  the  tissues  characteristic  small  granules  composed  of 
the  ray  fungus.  Their  presence  causes  a  new  growth  of  connective 
tissue  which  later  disintegrates.  The  condition  may  then  assume 
the  form  of  a  subacute  or  chronic  suppurative  process. 

The  etiological  factor  in  actinomycosis  is  a  vegetable  parasite 
which  acts  on  tissues  rendered  susceptible  by  some  condition  which 
lowers  their  resistance.  It  is  commonly  known  as  the  ray  fungus, 
occurs  in  colonies,  and  forms  masses  of  mycelium  visible  to  the  naked 
eye  as  whitish  or  yellowish  granules.  They  may  readily  escape 
observation  when  mixed  with  pus  or  blood,  which  is  an  excellent  rea- 
son why  pus  should  be  examined  as  a  routine  measure,  especially 
when  found  in  chronic  lesions. 

This  type  of  parasite  has  been  demonstrated  only  in  the  typical 
lesions  of  actinomycosis.  Cattle  have  long  been  known  to  be  sub- 
ject to  the  development  of  this  disease.  Usually  the  infection 
involves  the  lower  jaw  and  the  condition  in  consequence  is  spoken 
of  as  lumpy  jaw. 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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As  the  fungus  of  actinomycosis  is  parasitic  on  cereals  and  grasses, 
it  is  natural  to  suppose  that  herbivorous  animals  would  be  likely  to 
develop  the  disease. 

However,  the  affection  may  be  found  in  other  domestic  animals,  as 
well  as  in  the  bovine  group. 

The  most  probable  manner  in  which  the  infection  in  man  is  ac- 
quired is  through  the  food.  There  are  on  record  a  few  cases  in  which 
the  disease  was  thought  to  be  contracted  by  the  chewing  of  a  blade 
of  grass. 

The  streptothrix  attacks  the  region  of  the  mouth  more  frequently 
than  any  other  portion  of  the  body.  Peribuccal  actinomycosis 
is  often  associated  with  carious  teeth,  especially  among  those  who 
disregard  dental  hygiene. 

Actinomycosis  of  the  digestive  tract  practically  never  occurs  in 
the  stomach  or  small  intestine;  possibly  due  to  the  acid  contents 
of  the  stomach  and  the  fluid  secretions  found  in  the  small  intestine 
which  are  less  irritating  to  its  mucous  lining. 

The  colon,  in  the  region  of  the  sigmoid,  but  more  particularly 
in  the  region  of  cecum  and  appendix,  is  found  to  be  the  seat  of  the 
primary  infection.  The  streptothrix  ingested  with  the  food  finds, 
in  the  colon,  a  locus  minoris  resistentice  resulting  from  constipation, 
with  consequent  stagnation  of  the  fecal  current  and  a  tendency 
to  fecolith  formation.  We  frequently  find  in  the  cecum  stagnation 
of  the  intestinal  contents  and  an  increase  of  the  bacterial  flora, 
which  may  injure  the  mucous  lining. 

An  acute  or  chronic  inflammation  of  the  appendix  may  open  the 
door  for  the  entrance  of  the  actinomycotic  organism. 

In  general,  it  may  be  stated,  that  actinomycosis  is  practically 
never  carried  by  the  lymphatics  and  but  rarely  by  the  blood  stream. 
The  method  of  extension  is  by  continuity  of  tissue.  Thus  it  is  that 
general  actinomycosis,  unlike  tuberculosis  and  blastomycosis,  is 
extremely  rare. 

It  is  true  that  frequently  lymphadenitis  is  present  but  it  will  be 
found  that  in  these  cases,  the  glandular  involvement  is  secondary 
to  a  complicating  pyogenic  infection. 

The  gross  pathology  of  intestinal  actinomycosis  consists  of  a  mass 
of  indurated  connective  tissue,  with  one  or  more  areas  of  suppuration, 
the  pus  from  which  contains  the  characteristic  granules;  later  fistulae 
or  sinuses  develop,  the  secretions  from  which  contain  the  fungus. 

Many  of  the  abdominal  organs  may  become  involved  with  the 
disease,  as  extension  of  the  process  usually  takes  place  through  retro- 
peritoneal tissues;  sometimes  destroying  muscular  and  even  bony 
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structures.  Extension  may  take  place  along  the  psoas  muscle  into 
Scarpa's  triangle  and  involve  the  hip-joint.  Pressure  of  the  growth 
on  important  nerves   may  produce  severe  and  continuous  pain. 

The  early  diagnosis  of  actinomycosis  is  generally  overlooked. 
A  firm  swelling,  painless  on  pressure,  occupying  either  the  right  or 
left  inguinal  regions,  usually  the  right,  is  the  sign  most  frequently 
found  in  cases  of  intestinal  actinomycosis. 

In  those  cases  in  which  the  internal  organs  are  involved,  there  is 
fever  and  marked  disturbance  of  nutrition  and  the  symptoms  are 
those  of  a  chronic  wasting  disease,  associated  with  fever. 

In  other  cases,  there  may  be  pain  extending  down  the  thigh  due  to 
irritation  of  the  lumbar  plexus  of  nerves  by  pressure  from  the  con- 
nective tissue  growth  or  iniiltration  of  the  psoas  muscle  and  for  the 
same  reasons  persistent  flexion  of  the  thigh  may  result. 

The  disease  may  be  acute  or  subacute  at  the  onset,  but  it  is  essen- 
tially of  a  chronic  nature.  In  the  acute  form,  it  may  begin  with  an 
acute  inflammation  of  the  appendix  with  the  formation  of  a  mass  in 
the  right  iliac  region.  The  appendix  may  or  may  not  be  found  per- 
forated or  gangrenous.  The  tissues  about  the  appendix  may  seem 
to  show  only  inflammatory  deposits. 

Should  the  case  be  drained,  the  postoperative  sinus  resulting  does 
not  heal  readily;  vascular  granulation  tissue  forms  and  induration  of 
the  walls  of  the  sinus  due  to  an  increase  of  the  connective  tissue  is 
observed.  The  odor  of  the  discharges  from  the  wound  is  foul  and, 
if  the  pus  be  carefully  scrutinized,  it  will  be  found  to  contain  granules 
as  though  it  had  been  sprinkled  with  bird  seed.  These  granules 
vary  in  consistency,  some  are  quite  soft,  while  others  feel  hard  to 
the  touch.  Examination  with  the  microscope  will  demonstrate 
that  these  actinomycotic  granules  contain  the  ray  fungus.  The 
granules  may  not  be  found  in  the  pus  in  every  stage  of  the  disease, 
hence  the  importance  of  repeated  examinations.  When  the  gran- 
ules are  very  small,  the  pus  from  a  secondary  infection  may  resemble 
the  contents  of  an  abscess  due  to  staphylococci  or  other  septic 
organism.  When  a  large  soft  focus  is  opened,  it  presents  a  very 
characteristic  appearance  due  to  numerous,  small,  yeUow  granules, 
which  permeate  the  flabby  granulation  tissue. 

The  onset  is  more  insidious  in  the  chronic  form  of  the  disease 
and  the  infection  may  become  extensive  before  its  true  nature  is 
discovered. 

A  third  type  of  the  disease,  rare,  but  interesting,  is  one  in  which  an 
inflamed  appendix  which  has  not  perforated  has  been  removed  and 
is  found  to  contain  the  streptothrix  of  actinomycosis. 
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At  times,  it  is  difficult  to  dififerentiate  actinomycosis  from  other 
conditions  which  simulate  it.  Those  cases  in  which  there  is  a 
soft  mass,  leading  to  abscess  formation,  are  by  far  the  easier  to  diag- 
nosticate as  the  typical  streptothrix  is  usually  found  in  the  pus. 

The  indurative  type  of  this  disease  must  be  carefully  differentiated 
from  fibroma,  osteoma,  carcinoma,  or  sarcoma  of  bone.  The  Ront- 
gen  ray  and  the  microscopic  examination  of  a  portion  of  the  sus- 
pected mass  may  be  necessary  to  determine  definitely  its  nature. 

The  so-called  soft  type  of  this  disease  may  simulate  septic,  syphi- 
litic, or  tuberculous  inflammatory  processes.  Septic  processes  may 
be  excluded  by  the  fact  that  they  are  more  acute  in  their  onset  and 
more  painful;  and  usually  respond  promptly  to  appropriate  surgical 
measures,  and,  even  in  unfavorable  cases,  the  infection  assumes  the 
form  of  a  general  toxemia  quite  different  from  any  manifestation 
of  actinomycosis. 

In  tuberculous  lesions  the  lymph  glands  are  usually  enlarged, 
there  are  commonly  multiple  foci,  the  course  is  less  acute  than  in  the 
case  of  actinomycosis  and  the  discharge  is  thin,  caseous  and  odorless, 
while  in  the  case  of  actinomycotic  lesions,  the  discharge  contains 
granules,  and  the  odor  is  foul.  Microscopic  examination  of  the 
discharge  and  of  sections  of  the  involved  tissue  will  definitely  decide 
the  diagnosis. 

In  differentiating  actinomycosis  from  syphilitic  lesions,  we  should 
bear  in  mind  that  a  gumma  is  not  painful  in  its  development,  as  is 
the  growth  in  some  of  the  more  acute  cases  of  actinomycosis,  and 
progresses  much  more  rapidly.  The  ulcer  which  forms  when  a  super- 
ficial gumma  breaks  down  is  unhke  any  of  the  varied  manifestations  of 
actinomycosis.  Further,  in  syphilis,  no  granules  are  present  in  the 
material  discharged  and  the  Wassermann  test  is  usually  positive. 
It  must  be  carefully  borne  in  mind,  however,  that  a  positive  Was- 
sermann test  does  not  exclude  actinomycosis.  Cases  of  tertiary 
syphilis,  in  which  there  is  present  a  large  amount  of  dense  fibrous 
tissue,  may  simulate  closely  the  indurated  type  of  actinomycosis, 
and  differentiation  by  the  therapeutic  test  with  potassium  iodide  is 
impossible  as  this  drug  is  markedly  beneficial  in  both  syphilitic  and 
actinomycotic  lesions. 

As  a  rule,  the  disease  lasts  for  months  and  may  even  be  prolonged 
for  years  and  is  especially  unfavorable  in  the  abdominal  type  of  the 
infection.     Recovery  is  always  slow  even  in  the  favorable  cases. 

The  complications  which  may  ensue  are  many  and  varied,  the  most 
important  of  these  being  metastases  in  the  liver;  strangulation  of  the 
intestine,    necessitating    at    times    anastomoses;   suppurating  foci, 
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resulting  in  abscesses  between  the  coils  of  the  intestine;  and  fistulae. 
Of  these  complications,  the  metastatic  involvement  of  the  liver  is, 
perhaps,  the  most  serious  and  the  outlook  in  these  cases  is  very 
unfavorable. 

Large  masses  may  form  in  the  planes  of  the  connective  tissue 
behind  the  colon,  pushing  it  forward,  and  these  masses  may  extend 
up  to  the  diaphragm.  The  connective  tissue  of  the  anterior  abdomi- 
nal wall  may  be  involved  as  far  as  the  umbilicus.  An  irregular 
temperature  is  the  rule,  the  rise  in  temperature  being  due  to  a  second- 
ary infection.  The  patient  may  become  markedly  anemic  and  in 
fatal  cases,  death  results  from  exhaustion. 

The  surgical  measures  to  combat  the  disease  consist  of,  in  some 
cases,  excision,  in  others,  incision,  and  cureting  of  diseased  tissues 
together  with  the  use  of  antiseptics  and  the  maintenance  of  free 
drainage.  Injections  of  4  per  cent,  formalin  solution  have  been 
employed  with  success.  Vaccines  and  serums  have  been  found  of 
value  only  in  a  few  reported  cases.  The  a;-ray  has  not  shown  any 
marked  beneficial  effect.  In  a  few  instances  radium  has  been  given 
with  marked  immediate  results. 

Large  doses  of  potassium  iodide,  90  grains  three  times  a  day, 
have  been  given  with  success  in  many  cases.  Some  authors  have 
been  so  favorably  impressed  as  to  assert  that  it  is  a  specific  in  this 
disease.  The  marked  efficacy  claimed  for  this  drug  is  readily 
explained  by  the  fact  that  it  promotes  the  absorption  of  granulation 
tissue,  acting  in  very  much  the  same  manner  as  in  the  case  of  granu- 
lomata  of  tertiary  syphilis. 

Some  prefer  to  administer  it  for  four  days,  and  then  omit  it  for  a 
•week,  again  repeating  the  dose  for  four  days,  on  the  theory  that  if  the 
drug  be  given  continuously,  the  growth  of  the  spores  of  the  organisms 
is  inhibited,  and  these  spores  later,  when  the  treatment  has  been 
discontinued,  will  mature  and  cause  a  reinfection. 

Case  Report. — Mrs.  W.,  aged  thirty-five,  was  admitted  to  my  serv- 
ice, February  9,  191 7,  with  the  following  history: 

Five  months  ago  she  fell  and  injured  her  spine,  but  was  able  to  be 
about  in  a  short  time.  Two  weeks  ago  she  was  taken  with  general 
abdominal  pain  which  in  twenty -four  hours  was  locahzed  in  the  right 
iliac  region  and  groin.  There  w^  no  chills,  fever,  nausea,  vomiting 
-or  urinary  symptoms.  She  was  treated  by  an  orthopedic  surgeon 
for  sacroiliac  disease.     An  .x--ray  plate  showed  no  bone  involvement. 

The  pain  has  persisted  since,  with  slight  remissions,  and  radiates 
down  the  front  of  the  thigh.  The  leukocyte  count  was  found  to  be 
14,000.  Examination  of  the  abdomen  reveals  slight  general  rigidity 
but  no  muscular  spasm.  A  hard  mass  can  be  palpated  in  the  appen- 
dical  region. 
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February  lo,  191 7,  under  ether  anesthesia  a  bimanual  examination 
was  made.  The  uterus,  tubes,  and  ovaries  were  found  normal  and 
freely  movable.  An  immovable  mass,  the  size  of  a  lemon,  could 
readily  be  felt  in  the  region  of  the  cecum.  This  mass  was  very  hard 
and  appeared  to  be  an  enchondroma  of  the  ilium,  or  an  inflammatory 
mass  about  a  diseased  appendix.  A  split  muscle  incision  was  made 
in  the  right  iliac  region  and  upon  entering  the  peritoneal  cavity  a 
small  amount  of  clear  fluid  escaped.  The  mass  was  found  to  be  an 
appendix  surrounded  by  what  appeared  to  be  chronic  inflammatory 
tissue.  The  appendix  was  removed  and  the  stump  crushed,  ligated 
and  inverted.  The  pelvic  organs  were  found  normal.  A  rubber 
tissue  drain  was  placed  down  to  the  stump  of  the  appendix  and  the 
wound  closed  about  it. 

The  pathologist  reported:  "Chronic  inflammation  of  appendix. 
Multiple  abscesses  in  granulation  tissue  around  the  appendix." 

The  wound  continued  to  discharge  longer  than  is  usual  and  con- 
siderable connective  tissue  formed  about  the  sinus.  The  patient 
was  again  anesthetized  on  April  4,  191 7,  but  the  vaginal  examination 
showed  no  involvement  of  the  pelvic  structures.  Exploration  of  the 
sinus  revealed  a  large  cavity  which  reached  under  Poupart's  ligament 
into  Scarpa's  triangle  and  to  the  psoas  muscle.  No  denuded  bone 
was  found,  but  the  cavity  was  filled  with  caseous  necrotic  tissue, 
containing  granules,  yellowish  in  color  and  about  the  size  of  bird 
seed.  A  counter-incision  was  made  below  Poupart's  ligament,  and 
the  wound  packed  with  iodoform  gauze. 

It  was  found  necessary  to  manipulate  freely  the  hip-joint,  as  the 
thigh  had  been  flexed  upon  the  body  for  some  weeks,  due  to  the  fact 
that  extension  caused  pain.  Normal  motion  of  the  hip-joint  was 
readily  obtained. 

The  pathologist  reported  that  the  examination  of  the  material  re- 
moved from  the  sinus  showed  actinomycosis.  The  patient  nine 
days  later  entered  Mount  Sinai  Hospital,  N.  Y.,  where  she  was 
treated  for  five  months. 

I  saw  the  patient  again  on  September  10,  1918,  and  found  her  to 
be  in  good  general  condition  and  able  to  do  considerable  work.  The 
sinus  still  discharges  about  3  drams  of  pus  daily. 

We  should  think  of  actinomycosis  when  we  are  dealing  with  any 
subacute  or  chronic  swelling  in  the  region  of  the  face,  neck,  thorax,  or 
abdomen,  and  examine  the  tissues  or  secretions  for  the  streptothrix 
of  actinomycosis. 

262  Blackstone  Boulevaed. 
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PROBLEMS  OF  URETERAL  SURGERY  IN  GYNECOLOGY.* 

BY 

G.  VAN  AMBER  BROWN,  M.  D., 

Detroit,  Mich. 

In  this  short  paper  discussion  will  be  limited  to  problems  dealing 
with  injury  to,  and  stone  of,  the  lower  ureter  in  women. 

Injuries  to  the  ureter  during  operation  are  fairly  frequent  and 
when  recognized  at  the  time  should,  if  condition  of  patient  warrants, 
be  immediately  repaired.  Too  often,  however,  these  accidents 
occur  when  the  patient's  resistance  is  much  depleted  by  the  ravages 
of  disease,  added  to  which  is  the  shock  of  a  major  operation,  in  which 
case  one  is  not  justified  in  prolonging  the  operation  unless  the  injury 
is  slight  and  located  at  a  point  where  repair  is  easy.  As  a  rule, 
repair  is  not  easy,  in  fact,  good  judgment  and  ingenuity  are  called 
for  in  this  field  of  surgery.  The  problem  of  transplantation  is  often 
puzzling  and  removal  of  the  kidney  may  be  necessary.  In  post- 
operative cases  another  problem  often  perplexing  is  the  locating  of 
the  origin  of  the  leak.  The  diagnosis  of  the  existing  stone  in  the 
lower  ureter,  too,  is  often  not  made,  and  the  question  of  the  best 
method  of  approach  for  its  removal  may  become  good  food  for 
thought. 

Injury  to  the  pelvic  ureter  may  be  traumatic  or  surgical.  If 
surgical,  it  may  be  from  accident  or  by  design.  If  the  latter,  it 
may  have  been  necessitated  by  pathologic  changes  in  neighboring 
structures  or  existing  defects  in  embryologic  development.  Con- 
sideration of  the  embryologic  type  scarcely  comes  within  the  scope 
of  this  paper.  Because  of  the  elasticity  and  protected  position  of 
the  ureter,  it  is  pecuharly  free  from  ordinary  traumatic  injury. 
Morris  reports  five  cases  from  literature.  Since  then  from  his  own 
practice  Hunner  reports  one. 

Because  of  the  uncertainty  of  the  symptoms  in  these  cases,  it  is 
said  that  an  early  diagnosis  is  difficult,  if  not  impossible.  But  to-day 
with  the  non-toxic,  radiographic  materials  at  our  command,  we 
should  be  able  to  demonstrate  the  origin  of  the  leak.  On  account 
of  the  anatomic  relations  of  the  ureter  in  the  pelvis,  in  marked  con- 

*Read  at  the  Thirty-first  Annual  IMeeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  191 8. 
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trast  to  the  relative  immunity  from  the  traumatic  injury,  is  the 
danger  to  the  ureter  from  surgical  injury.  The  broad  ligament 
portion  is  particularly  subject  to  injury  when  operating  for  cancer 
of  the  cervix.  The  type  of  cervical  involvement,  where  the  danger 
seems  greatest,  is  where  the  growth  is  low  in  the  vagina  and  the 
broad  ligaments  are  entirely  free  from  the  inflammatory  reaction. 
Here,  if  the  surgeon  proceeds  on  the  assumption  that  the  case  is  un- 
usually easy  to  handle  and  ignores  the  ureter  problem,  he  may  find 
later  that  he  should  have  proceeded  more  carefully,  by  isolating  the 
ureters  at  the  beginning  of  the  operation,  as  should  be  done  in  all 
cases  of  carcinoma  of  the  cervix  operated  on  by  the  abdominal  route. 
If  the  ureter  appears  to  be  involved  in  the  growth,  a  portion  may  be 
resected  and  bladder  implantation  done.  It  has  been  my  experi- 
ence during  the  removal  of  a  large  -left  intraligamentary  cyst  to 
tear  the  ureter.  It  was  hard  for  me,  at  first,  to  beUeve  that,  in 
spite  of  the  caution  exercised,  such  an  accident  had  occurred. 
Indigo-carmine  was  injected  intramuscularly,  and  the  original  opera- 
tion continued.  In  six  minutes  blue-stained  urine  was  coming  from 
the  torn  ureter  confirming  our  suspicion.  A  ureterovesical  anas- 
tomosis, after  the  methbd  of  Furniss,  was  done  with  excellent  results. 
The  ureter  had  been  torn  free  for  about  3^^  inches.  A  full  inch 
was  drawn  into  the  bladder  and  the  remaining  injured  portion 
carefully  covered.  The  restoration  of  function  was  immediate,  and 
the  fact  that  repair  was  rapid  leads  me  to  believe  that  when 
the  main  artery  to  the  ureter  is  preserved,  the  ureter  probably  has 
better  powers  to  repair  than  is  generally  attributed  to  it.  Post- 
operative ureteral  leaks  are  of  recent  years  being  encountered  more 
frequently  in  consequence  of  our  more  radical  procedures  in  pelvic 
operations. 

To-day  with  the  dominance  of  hysterectomy  by  the  abdominal 
route  these  injuries  usually  occur  under  the  eye.  However,  where  the 
vaginal  route  is  used  the  ureter  is  frequently  injured.  The  only 
safe  way  here  is  to  have  the  bladder  wall  isolated  at  the  ureterovesical 
attachments  before  proceeding  to  tie  or  cut  the  broad  ligaments. 
During  simple  vaginal  drainage  I  have  seen  one  of  our  leading  gyne- 
cologists injure  the  ureter.  This  accident  would  not  have  occurred 
had  he  punctured  for  drainage  instead  of  using  knife  and  scissors. 

Several  years  ago,  while  operating  for  an  extensive  tear  of  the 
cervix,  one  stitch  taken  high  in  the  left  side  of  the  cervix  chanced 
to  include  the  ureter.  The  day  following  my  patient  complained  of 
pain  in  the  left  kidney  region.  Examination  revealed  tenderness 
on  that  side  with  apparently  some  enlargement  of  the  kidney. 
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At  cystoscopy  an  attempt  to  enter  the  ureter  by  catheter  failed  and 
no  urine  was  seen  to  come  from  that  side.  Indigo-carmine  was  used 
with  the  return  from  that  side.  The  hgature  under  suspicion  was 
then  cut  and  removed.  After  waiting  a  few  minutes,  still  no  urine 
appeared.  Again  the  catheter  was  tried  and  could  now  be  passed. 
The  stained  urine  then  came  freely.  Immediate  relief  and  prompt 
recovery  followed. 

Another  causative  factor  which  is  not  so  productive  at  once, 
but  which  still  occurs,  is  the  use  of  instruments  in  deUvery.  At 
present  I  have  under  observation  a  woman,  a  multipara,  who  in 
her  last  childbirth,  four  weeks  ago  (instrumental),  had  her  vagina 
and  bladder  torn,  leaving  a  vesico-vaginal  fistula  as  large  as  a  twenty- 
five-cent  coin,  at  the  same  time,  the  whole  urethra  was  torn  away. 
The  condition  of  the  ureters  has  not  yet  been  determined. 

In  another  case  seen  only  at  autopsy  an  almost  unbeHevable  thing 
had  occurred.  Here  from  applying  forceps  external  to  the  cervix 
both  ureters  along  with  the  uterine  arteries  were  completely  severed. 
The  patient  died  in  the  ambulance  en  route  to  the  hospital.  Injury 
to  the  ureter  may  be  due  to  pressure  from  the  child's  head.  If 
caused  by  the  forceps,  the  leak  is  immediate,  whereas,  if  the  child's 
head  is  the  offender,  the  leakage  may  not  ensue  for  several  days, 
that  is,  until  necrosis  has  developed. 

The  order  of  frequency  in  the  usual  injuries  are  ligation,  clamping, 
kinking  (by  ligature  or  clamp)  incision  (partial  or  complete)  resec- 
tion of  portion  of  ureter  (accidental  or  designed)  and  interference 
with  the  blood  supply  leading  to  necrosis. 

The  results  from  closure  of  one  ureter,  as  weU  as  from  obstruction 
due  to  calculi  in  the  urinary  tract,  vary  to  all  extremes.  With 
one  ureter  closed  you  may  have  no  symptoms  whatever;  it  may  be 
followed  with  toxemia  and  death.  The  extremes  of  end  results  in 
obstruction  from  stone  in  the  urinary  tract  are  well  illustrated  by 
the  two  cases  which  I  report  briefly. 

Case  I. — Mrs.  K.  K.,  housewife,  aged  twenty-six  years,  has  had  one 
pregnancy  with  normal  delivery.  Child's  age,  eight  years.  Menses 
always  normal.  General  health  good,  except  for  hemorrhoids,  which 
had  existed  for  seven  years,  and  which  were  operated  upon  June  2d, 
Three  days  after  leaving  the  hospital,  about  fourteen  days  after 
operation,  she  was  taken  with  pain  of  intense  character  over  left 
lumbar  region  extending  down  left  side  and  inner  thigh.  Initial 
attack  on  Saturday.  The  following  Tuesday  she  had  chill,  tempera- 
ture 104°.  Intense  pain  in  left  side  radiating  to  left  inner  thigh  and 
labia.  Urinary  findings  negative.  After  several  such  attacks  she 
entered  Providence  Hospital  July  3d,     Temperature  varied  100.6° 
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to  103.6°.  She  had  a  badly  abscessed  tooth,  otherwise  physical 
examination  was  negative  except  for  tenderness  over  left  side  of 
abdomen  and  kidney.  Laboratory  report;  Urine  (catheter  speci- 
men) straw  color,  specific  gravity  loio,  reaction  acid,  albumin  and 
sugar  negative.  Phosphates  and  triple  phosphate  crystals.  White 
blood  count  5625;  polymorphonuclears  64  per  cent.,  S.  M.  30  per 
cent.,  L.  M.  5  per  cent.  Direct  smear  from  left  ureter  shows  pres- 
ence of  a  few  bacteria  with  polymorphonuclear  leukocytes  predomina- 
ting. Cultures  show  pure  staphylococcus  albus.  X-ray  of  urinary 
tract  was  ordered  for  suspected  renal  stone.  Report:  Shadow  of 
what  seems  to  be  a  stone  seen  at  lower  end  of  left  ureter.  Size 
about  6X9  m.m.,  D.  G.  C.  Chene. 

July  4th,  cystoscopy,  bladder  normal.  Right  ureter  meatus 
normal  and  urine  in  normal  whirls.  Left  ureter  congested  and  no 
urine  from  this  side.  Catheter  passed  and  at  5  cm.  meets  with 
obstruction,  upon  pressure  obstruction  is  passed,  when  suddenly 
there  is  a  gush  of  pus  through  and  around  the  catheter.  The  flow 
into  the  bladder  is  so  abundant  as  to  completely  cloud  the  field. 
This  was  immediately  followed  by  relief  from  pain.  Pain  returned 
next  day. 

July  5th,  four  days  later,  after  a  chill  followed  by  high  tempera- 
ture, catheterization  was  again  done,  when  a  large  amount  of  pus  was 
drained  off,  sufficient  in  amount  to  overflow  the  large  test  tube  used. 
Temperature  dropped.     Chills  did  not  recur  and  pain  ceased. 

July  loth,  urine  cloudy,  was  coming  from  this  side,  the  kidney 
pelvis  was  irrigated  with  boric  acid  solution.  The  capacity  of  pelvis 
was  found  to  be  35  c.c. 

July  1 5th,  15  per  cent,  sflver  nitrate  solution  was  used  for  irrigation 
of  pelvis  and  on  July  i8th  was  repeated. 

July  20th  a  2  per  cent,  solution  was  used  for  the  same  purpose;  at 
this  sitting  flow  of  urine  was  abundant  and  clear. 

July  22d,  operation  was  performed  and  a  stone  6X9  mm., 
much  roughened  and  very  adherent  to  the  ureteral,  was  located  and 
removed  from  a  point  about  5  cm.  above  the  bladder.  The  patient's 
wound  remained  clean.  She  made  an  uninterrupted  recovery  and 
left  the  hospital  August  9th,  the  eighteenth  day.  It  is  interesting 
to  note  here  that  the  urinary  findings  from  catheterized  specimen, 
when  patient  entered  the  hospital,  was  normal.  Due  to  the  fact 
that  no  urine  was  being  excreted  from  the  left  kidney,  the  pus  pressure 
evidently  was  sufiicient  to  prohibit  the  manufacture  of  urine  on  that 
side.  It  is  also  interesting  to  note  that  upon  August  8th,  the  day 
before  her  discharge  from  the  hospital,  a  functional  test  showed  the 
capacity  of  the  kidneys  to  be  equal. 

Case  IL — Through  the  courtesy  of  Dr.  James  E.  Davis  I  am 
privileged  to  report  this  case.  For  him  I  did  the  cystoscopy  and 
ureteral  findings.  Mrs.  M.  S.,  housewife,  aged  forty-two  years. 
Married  for  nineteen  years  and  has  eight  pregnancies.  One  mis- 
carriage occurred  at  two  months,  and  one  at  five  months.  One 
premature  labor  occurred  at  eight  months;  the  child  lived  but  five 
days.  One  child  died  at  five  months  of  age  from  convulsions.  Four 
children  are  living.     The  regular  body  functions  have  been  normal. 
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The  menstrual  history  began  at  twelve  years  and  continued  normal 
until  affected  and  suppressed  by  a  recent  illness. 

The  family  history  was  negative,  excepting  that  one  sister  died  of 
erysipelas  and  one  died  of  appendicitis.  The  patient  had  not  been 
ill  previous  to  her  childbearing  period.  During  her  puerperiums  she 
had  two  infections  with  local  manifestations  of  phlegmasia  alba 
dolens. 

One  pregnancy  was  interrupted  at  five  months  by  a  kidney 
insufficiency;  there  being  almost  total  suppression  of  urine  at  this 
time.  Following  this  miscarriage  there  was  infection  and  a  long 
tedious  convalescent  period  lasting  three  months.  During  this 
period  there  was  marked  soreness  over  the  right  kidney. 

It  is  to  be  noted  that  during  a  pregnancy  two  years  previous  to  the 
one  just  described,  there  was  a  noticeable  diminution  of  the  urinary 
output  during  the  eighth  month.  Delivery,  however,  was  made  at 
nine  months  of  a  living  child.  In  1905,  the  patient  had  a  single 
attack  of  acute  appendicitis  for  which  she  was  operated,  and  recovery 
was  prompt  and  uneventful. 

In  August,  191 5,  an  edema  of  the  right  foot  and  leg,  with  pain  in 
the  back,  appeared  with  recurrences  at  regular  intervals  for  about 
one  year. 

In  June,  1916,  a  chill  with  fever  and  pain  in  the  back  came  on  sud- 
denly. Shortly  after  this  time,  on  the  28th  of  June,  1916,  she  entered 
Providence  Hospital  and  was  operated  on  July  12th,  by  Dr.  Y.  for 
kidney  calculi  and  abscess.  A  pint  or  more  of  pus  with  numerous 
calculi  were  removed  through  the  abdominal  route.  A  second  opera- 
tion was  done  in  September,  191 6,  for  drainage  for  perinephritic 
abscess.  The  patient  left  the  hospital  October  3,  191 6,  but  re- 
entered five  weeks  later  because  of  a  recurrence  of  the  perinephritic 
infection.  At  this  time  the  patient  entered  the  service  of  the  writer. 
At  operation  3^^  liter  of  offensive  pus  was  evacuated  via  the  post- 
lumbar  route.  The  pus  cavity  was  definitely  and  thickly  walled 
ofif  and  appeared  at  the  position  of  the  lower  pole  of  the  right 
kidney.  About  six  weeks  later,  or  on  January  4th,  when  the  leukocyte 
count  and  general  clinical  evidence  pointed  to  freedom  from  purulent 
infection,  an  exploratory  incision  was  made  for  the  purpose  of  remov- 
ing tissues  causative  of  the  repeated  abscess  formations.  It  was 
found  that  there  was  no  remaining  kidney  tissue  and  the  tissues 
surrounding  the  end  of  the  ureter,  which  was  patent,  showed  marked 
cloudy  swelling  with  some  areas  of  fibrous  change.  Removal  of  the 
pathologic  tissues  was  made  as  thorough  as  possible  and  catheteriza- 
tion of  the  urethra  was  attempted.  ObHteration  of  the  ureter  was 
not  accomplished  by  the  cauterization  as  was  shown  by  catheteriza- 
tion a  few  weeks  later  and  the  injection  of  collargol  through  the 
catheter.  The  collargol  was  observed  passing  freely  from  the  end 
of  the  catheter  to  the  outer  opening  of  the  sinus  through  the  epider- 
mis in  the  postlumbar  region.  The  patient  made  a  prompt  recovery 
after  this  last  operation  and  has  remained  in  good  health  to  the  pres- 
ent time.  For  a  period  of  about  eight  months  since  the  operation 
collargol  or  argyrol  has  been  injected  into  the  sinus  about  once  every 
seven  days;   about   10  or   20  c.c.   being   used  at  each  injection. 
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For  a  period  of  nine  months  the  injected  silver  solution,  which 
previously  was  emptied  in  part  into  the  urinary  bladder,  now  is 
retained  in  decreasing  quantities  within  the  sinus. 

Upon  four  different  occasions  bismuth  injections  have  been  made 
in  an  attempt  to  close  the  sinus.  Closure  of  the  sinus  as  shown 
by  the  radiogram  is  slowly  taking  place. 

The  drainage  from  the  sinus,  excepting  in  the  early  weeks  following 
the  operation,  when  it  was  serious  in  character,  has  consisted  almost 
entirely  of  the  injected  material.  The  patient  has  gained  markedly 
in  weight  and  has  suffered  from  discomfort  only  when  drainage 
from  the  sinus  was  inadequate  from  closure  or  partial  closure  of  its 
external  outlet  and  occasionally  from  shght  inflammation  in  the 
dermal  scar  tissue. 

JJrological  Report. — June  7th,  8.00  A.  M.  In  cystoscoping  this  case, 
the  bladder  wall  is  normal  in  appearance  except  that  the  meatus 
of  the  right  ureter  is  much  enlarged,  round,  open,  and  quiescent. 
The  catheter  size  (No.  7)  was  readily  passed  into  the  ureter  for  a 
distance  of  1 5  cm.  We  waited  a  few  minutes  for  secretion  of  urine 
and  none  appeared.  Then  an  injection  of  argyrol  10  per  cent,  was 
made.  When  i  cm.  of  the  solution  was  injected  the  patient  com- 
plained of  pain  to  such  an  extent  that  no  further  effort  was  made. 
After  waiting  fifteen  minutes  it  was  found  that  none  of  the  fluid 
passed  through  the  sinus  in  the  back.  Before  catheterizing  the  right 
ureter  it  was  noticed  that  the  meatus  of  the  left  ureter  was  slit  Hke 
and  normal  in  appearance,  and  that  the  urine  was  flowing  freely 
in  normal  spurts. 

Comparing  the  condition  of  the  right  side  with  the  findings  of  a 
vear  ago  it  was  found  that  the  condition  had  very  materially  changed, 
the  purulent  discharge  being  markedly  less;  also  that  the  fluid 
would  not  pass  from  the  catheter  out  through  the  back  as  it  did  one 
year  ago.  It  is  interesting  to  note  here  that  destruction  was  not 
only  physiological  but  that  the  pathological  changes  had  resiflted 
in  a  complete  obliteration  of  the  kidney  anatomically. 

The  etiology  of  ureteral  calculus  is  not  yet  definitely  settled. 
It  is  probable  that  the  infection  in  most  cases  is  secondary.  The 
majority  are  colonic,  due  to  mechanical  obstruction  and  stasis, 
Cabot  says  "our  former  conception  has  been  that  the  stone  was 
primary  and  its  surrounding  infiltration  secondary.  I  have  several 
observations  that  tend  to  show  that  the  deposit  of  urinary  salts  is 
secondary  to  the  disease  in  the  ureter  walls." 

The  diagnosis  of  an  existing  ureteral  stone  when  suspicioned  is 
often  not  easily  made.  One  cannot  depend  on  the  urine  examination. 
X-ray  examination  should  always  be  done.  Negative  findings  are 
not  conclusive  for  many  reasons.  A'-ray  and  urinary  findings  are 
probably  the  greatest  source  of  error. 

Pain  may  be  intermittent  and  severe  in  the  kidney  region,  but 
constant  and  mild  in  the  stricture  area.     By  the  congestion  of  the 
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menstrual  period,  getting  wet  feet,  chilling  or  catching  cold,  these 
attacks  are  often  erroneously  diagnosticated  as  ovarian  attacks. 

Of  stones  in  the  ureter  the  largest  number  will  be  found  lodged 
in  the  lower  2^^  inches  of  the  tube.  Before  operating  for  this 
condition  expulsion  of  the  stone  may  be  sought  for  by  the  in- 
jection of  a  local  anesthetic  which  may  relieve  the  ureteral  spasm. 
The  theory  of  the  use  of  an  anesthetic  solution  has  merit.  Papav- 
erine employed  as  follows  appears  to  be  of  benefit:  A  catheter  is 
passed  into  the  ureter  to  the  stone.  Papaverine  hydrochloride 
5  c.c,  2  per  cent,  solution  or  5  c.c.  of  the  sulphate  is  injected.  The 
stone  will  pass  without  pain  and  when  the  use  of  lubricants  has 
failed.  The  use  of  lubricants,  it  would  seem,  is  often  dangerous  and 
scarcely  if  ever  useful. 

If  for  any  reason,  such  as  the  stone  being  rough  and  buried  in  the 
ureteral  wall,  the  manipulations  fail,  we  then  resort  to  operative 
measures  either  cystoscopic  or  cutting.  There  are  four  avenues 
that  confront  us  in  selecting  our  method  of  approach,  transvesical, 
vaginal,  transperitoneal,  and  extraperitoneal,  each  of  which  has  its 
special  indications,  depending  upon  the  location  of  the  calculus. 
These  principles,  however,  hold.  Do  not  cut  the  ureter  directly 
over  the  stone.  Make  the  incision  at  a  point  remote,  and  as  can 
usually  be  done.  Milk  the  stone  into  the  opening.  Do  not  open 
the  peritoneum  if  avoidable.  If  opened  accidentally  it  may  offer 
an  excellent  guide  in  locating  the  stone,  closing  the  peritoneum 
before  opening  the  ureter.  Incise  the  ureter  longitudinally.  Stitch- 
ing the  ureter  is  not  necessary  since  repair  is  rapid  when  the  tube  is 
not  injured  transversely. 

No  form  of  operation  is  ever  done  until  as  complete  an  investiga- 
tion as  possible  of  both  sides  has  been  made.  This  having  been 
done,  we  are  ready  to  begin  our  repair  work.  Here  the  surgeon 
should  fit  his  action  in  every  case  to  the  condition  of  the  patient  and 
the  exigencies  of  the  injury. 

Division  of  the  ureteral  orifice  or  dilatation  are  applicable  to  stones 
arrested  in  the  intramural  portion  of  the  ureter,  this  procedure  is 
not  simple  and  requires  a  high  degree  of  skill.  If  the  stone  is  par- 
tially protruding,  it  may  be  grasped  by  forceps  and  extracted.  If 
directly  inside  the  ureteral  orifice,  it  may  be  simply  snipped  in  its 
upper  surface  which  will  probably  be  sufficient.  If  this  later  pro- 
cedure fails,  it  should  then  be  removed  by  cystostomy.  A  stitch 
later  on  may  be  needed  to  control  the  bleeding.  Vaginal  ureterot- 
omy has  a  narrow  field  of  usefulness  since  it  is  only  satisfactory 
where  the  stone  can  be  readily  felt  by  palpation  and  does  not  slip 
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back  upon  manipulation.  Furthermore,  it  can  only  be  carried  out 
in  the  parous  woman. 

For  stone  in  the  lower  third  of  the  ureter,  but  outside  the  bladder 
wall,  an  incision  above  but  transperitoneal,  which  gives  access 
to  the  ureter  is  the  one  of  choice. 

As  before  stated,  ureteral  injuries  incurred  during  operation 
should  be  discovered  and  cared  for  at  the  time,  the  care  depending 
upon  the  condition  of  the  patient  and  the  character  of  the  injury. 
If  from  ligature,  the  ligature  should  be  cut.  If  from  forceps,  simple 
removal  will  likely  be  followed  with  healing  unless  catheter  has  been 
placed  previously  and  is  broken  in  two  by  the  forceps.  Then 
incise  ureter  longitudinally,  withdraw  catheter,  and  apply  a  few 
stitches  or  one  may  then  pass  catheter  out  through  the  bladder  for 
a  few  days  until  wounded  ureter  has  healed. 

Injury  of  the  ureter  during  a  hysterectomy  or  other  major  opera- 
tion often  means  sacrifice  of  the  kidney  of  that  side  and  may  be 
the  death  of  the  patient.  If  one  does  not  feel  reasonably  sure  that 
repair  can  be  accomplished,  it  is  better  not  to  attempt  it 
as  such  efforts  often  result  disastrously.  For  instance,  if  kidney 
infection  has  occurred,  removal  of  the  kidney  would  under  such 
circumstances  be  better.  Or  what  may  be  done  in  some  injuries 
is  to  ligate  the  ureter  and  drop  it.  In  either  of  these  procedures 
it  is  obvious  that  one  should  know  if  there  is  another  kidney  and  if 
so  its  condition.  In  ligating  the  ureter  is  should  be  doubly  ligated. 
The  ligatures  should  be  placed  half  an  inch  apart  when  the  interven- 
ing portion  becomes  a  sohd  fibrous  cord.  These  ties  should  be  of 
chromic  catgut  and  should  be  applied  not  too  snugly,  so  as  to  crush 
the  ureteral  walls.  When  this  is  done  the  kidney  continues  to 
secrete  urine  until  its  pressure  in  the  kidney  is  equal  to  the  blood 
pressure  in  the  kidney;  the  urinary  salts  then  being  absorbed  and 
the  urine  aqueous.  It  has  been  observed  on  animals  whose  ureters 
have  been  tied  that  glomeruli  of  the  kidney  retain  their  secretory 
power  after  two  years,  as  is  shown  upon  removal  of  the  obstruction. 
In  the  human,  after  complete  obstruction  lasting  for  ten  years, 
upon  removal  of  the  obstruction  the  thinned  out  lamina  of  the  kidney 
cortex  has  shown  secretory  activity. 

It  is  surprising  to  what  degree  a  kidney  may  be  dilated  without 
becoming  infected.  And  the  destiny  of  a  kidney  whose  ureter 
is  tied  cannot  be  easily  foretold.  At  least,  the  kidney  hormones 
are  retained. 

Before  attempting  the  repair  of  a  fistula  it  is  often  better  to  wait 
for  a  time,  and  see  if  the  leak  will  not  stop  spontaneously.     The 
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probability  of  spontaneous  healing  can  often  be  told  by  noting  a 
diminution  in  the  leak  and  determining  the  location  of  the  fistula. 
A  review  of  the  operative  work  done  will  frequently  suggest  the 
probable  location  of  the  injury.  The  exact  location  is  not  always 
easy  to  determine.  A  vaginal  and  cystoscopic  examination  sup- 
plemented by  indigo-carmine,  will  usually  give  the  desired  infor- 
mation, but  these  may  need  be  supplemented  by  the  x-ray.  For 
obtaining  a  cystogram  or  ureterogram  my  choice  of  solution  opaque 
to  the  rontgen  ray  is  one  either  of  sodium  or  potassium  iodide, 
15-30  per  cent.,  either  being  inexpensive,  easy  of  preparation, 
does  not  give  precipitate  when  mixed  with  urine  or  blood-tinged 
urine,  is  nonirritating  to  the  bladder,  ureter,  or  kidney,  and  gives 
a  splendid  shadow.  It  must  be  remembered  that  the  point  at  which 
the  catheter  is  obstructed  is  not  always  the  location  of  the  fistula. 
The  catheter  may  have  met  a  kink  (old  angulation),  or  else  the  distal 
end  of  the  kidney  portion  of  the  severed  tube  may  be  higher  up 
than  where  obstruction  is  met  by  the  catheter.  Again,  it  may  be 
passing  into  the  vagina  or  beyond  the  leak  into  the  pelvis  of  the 
kidney. 

The  fistula  having  been  located,  the  function  of  each  kidney 
should  be  determined.  If  the  function  is  low  on  the  side  of  the 
injury,  or  infection  marked,  with  the  other  kidney  good,  a  neph- 
rectomy should  be  done.  With  good  function  on  the  injured  side 
repair  is  indicated  even  in  the  presence  of  a  slight  infection.  After 
the  ureteral  repair  kidney  function  and  sepsis  will  improve.  The 
contraindications  for  anastomosis  are  carcinomatous  recurrence 
or  kidney  with  marked  infection. 

The  most  opportune  time  for  doing  an  anastomosis  that  was 
not  completed  at  the  primary  operation  is  as  soon  as  possible  after 
the  exudate  around  the  fistula  has  disappeared.  Waiting  is  useless, 
if,  after  eight  weeks,  the  dribble  is  not  becoming  less. 

As  a  choice  of  methods.  If  detected  during  a  hysterectomy 
for  carcinoma  of  cervix,  the  hysterectomy  should  be  completed  first. 
This  gives  more  room  for  repair  and  less  danger  of  harming  the 
repaired  area.  The  rule  is,  where  feasible  to  do  a  ureteroureteral 
anastomosis  (Bovee)  an  invagination  of  the  upper  cut  end  into 
dilated  lower  end  (Poggi)  or  an  end  to  end  anastomosis  (Van  Hook) . 
There  are  various  modifications  of  these,  my  preference  being  the 
end  to  end  over  a  segment  of  catheter  (Hunner). 

If  it  is  not  feasible  to  anastomose  the  ends  of  the  ureter,  the 
the  next  step  is  to  attempt  a  ureterovesical  anastomosis.  In  case 
the  ureter  is  too  short,  the  bladder  may  be  elongated  after  the  method 
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of  either  Witzel  or  Bovee.  The  anastomosis  is  preferably  done 
after  the  method  of  Furniss  (Trans.  A.  A.  O.  &  G.,  1917).  The 
nearest  fixed  point  of  the  bladder  is  chosen.  If  too  much  of  the 
ureter  has  been  destroyed  to  do  a  ureterovesical  anastomosis, 
then  one  must  resort  to  the  choice  of  implanting  the  ureter  into  the 
skin,  doubly  ligating  the  ureter  and  dropping  it  into  the  abdomen 
or  doing  an  implantation  into  the  colon.  Here  the  mortality  becomes 
very  high,  but  is  lessened  materially  by  the  physiological  trans- 
plantation of  coffee.  The  intestinal  implantation  should  be  in 
the  big  bowel  since  in  the  small  bowel  the  urine  is  absorbed  giving 
urosepsis.  A  diluted  or  infected  ureter  should  be  turned  to  the 
skin  and  not  into  the  gut. 

If  the  decision  is  in  favor  of  the  ureter  into  the  bladder,  this 
may  be  done  by  the  vaginal  route  if  the  fistula  is  in  the  vesicle 
portion.  I,  personally,  do  not  favor  this  operation  because  of  the 
stricture  that  is  sure  to  follow,  necessitating  a  later  nephrectomy. 
The  operation  of  choice  for  any  ureterovaginal  fistula  is,  I  beheve, 
a  ureterovesical  anastomosis. 

conclusions. 

I.  The  problem  of  transplantation  of  the  ureter  is  often  puzzling. 

II.  In  hysterectomy  for  malignancy  of  the  cervix  one  should 
always  isolate  the  ureters  early. 

III.  X-ray  and  urinary  findings  are  probably  the  greatest  source 
of  error. 

IV.  In  urology  the  solution,  of  choice,  opaque  to  the  rontgen 
ray,  is  one  either  of  sodium  or  potassium  iodide. 

V.  The  destiny  of  a  kidney  whose  ureter  has  been  closed  cannot 
be  easily  foretold. 

VI.  No  form  of  operation  is  ever  done  until  as  complete  an  in- 
vestigation as  possible  of  both  sides  has  been  made. 

919  Smith  Building. 
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ACCIDENT.\L  REMOVAL  OF  INTESTINES  THROUGH  THE 
VAGINAL  VAL^LT.* 

BY 
EDWARD  J.  ILL,  M.  D., 

Newark,  N.  J. 

The  following  case  made  a  great  stir  in  the  court  circles  of  my 
county  a  couple  of  years  ago.  I  relate  the  circumstances  as  I 
remember  them,  having  heard  both  sides  of  the  case.  I  am  not 
judging  the  guiltiness  or  the  innocence  of  the  operator.  My  object 
is  simply  to  clear  up  a  question  on  which  there  seemed  to  be  great 
difference  of  opinion. 

A  young  woman,  pregnant  for  several  months,  had  been  flowing 
for  some  time.  The  operator,  with  the  assistance  of  the  husband, 
who  was  a  dentist,  and  a  nurse,  attempted  to  remove  the  fetus  and 
secundines.  The  husband  gave  the  anesthetic.  The  doctor  re- 
moved, with  a  pair  of  forceps,  what  he  thought  were  fetal  intestines, 
and  burned  them  up  under  a  heater.  Very  soon,  and  before  the 
patient  was  taken  from  the  table,  she  died. 

A  very  superficial  autopsy  was  made  by  the  operator  in  the  pres- 
ence of  a  deputy  county  physician,  and  the  body  was  allowed  to  be 
interred  after  embalmment. 

A  month  later  the  body  was  disinterred  on  the  demand  of  the 
woman's  family,  and  an  autopsy  then  showed  an  empty  uterus  with 
a  large  rent  in  the  left  side,  and  all  the  intestines  had  been  removed. 
At  this  autopsy,  it  was  reported  that  the  small  intestines  with 
the  mesentery,  had  been  removed  at  the  spine.  A  good  deal 
seemed  to  have  been  made  from  this  assertion,  and  various  causes 
were  assigned  to  this  queer  condition.  Among  them  was  that  the 
undertaker,  who  had  closed  the  abdomen  at  the  first  autopsy,  had 
removed  the  organs.  These  were  the  facts  as  they  were  brought 
to  my  attention. 

In  my  earlier  days  it  was  my  good  fortune  and  privilege  to  make 
many  autopsies,  and  I  promptly  made  the  assertion  that  the  mesen- 
tery could  not  have  been  severed  from  the  spine  by  any  instrument, 
unless  it  be  a  very  sharp  knife.  The  question  arose  in  my  mind 
whether  the  embalming  fluid,  formalin,  would  so  contract  the  mesen- 
tery, that  it  was  not  apparent  to  the  casual  observer.  Experiments 
were  made  to  clear  up  these  points.     They  were  not  made  however 

*Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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until  the  case  had  passed  through  the  courts,  when  they  could  no 
longer  influence  the  judge  nor  jury.  If  there  were  other  points 
in  the  case  on  which  a  verdict  was  to  be  rendered,  our  investigation 
was  not  to  interfere.  Scientific  investigation  was  intended,  which 
might  clear  up  other  cases,  for  there  is  no  doubt  that  they  are  of 
frequent  occurrence. 

I  have  seen  a  case  operated  on  the  eve  of  my  departure  for  the 
Pan-American  medical  meeting  in  Mexico  City,  in  which  i8 
inches  of  intestines  had  beeii  removed  through  a  ruptured  uterus. 
At  that  time  it  was  remarked  that  the  bowel,  found  in  the  vagina, 
was  stripped  from  its  peritoneal  covering.  Since  then,  like  cases 
have  been  brought  under  our  observation  in  hospital  practice.  They 
have  always  been  fatal,  so  far  as  I  can  remember,  unless  the  bowel 
had  not  been  injured.  In  all  cases  the  intestine  was  pulled  out  of  its 
peritoneal  covering  or  away  from  the  outer  edge  of  the  mesentery. 
Experimentally,  the  following  will  assist  to  clear  up  the  subject. 

Case  I. — In  a  fat  man  of  about  forty-five  years,  dying  of  acute 
alcoholism,  a  small  incision  was  made  in  the  lower  part  of  the  abdo- 
men. The  tissue  was  somewhat  edematous.  A  loop  of  small  in- 
testine was  grasped  with  a  polypus  forceps  and  dragged  down  until 
it  came  away,  considerable  force  being  necessary  before  it  parted 
with  the  mesentery.  The  bowel  came  away  at  its  junction  with  the 
mesentery;  but  left  some  of  its  peritoneal  covering  adhering  to  the 
same.  Continued  traction  brought  away  all  of  the  small  intestine 
to  within  5  inches  of  the  ileocecal  valve,  where  the  peritoneal  cover- 
ing separated  entirely,  and  the  mucous  and  muscular  coat  con- 
tinued to  follow  the  dragging  of  the  forceps,  when  finally  the 
bowel  gave  way  at  the  ileocecal  valve.  The  sigmoid  was  then 
grasped  and  the  bowel  pulled  away  from  its  mesentery,  almost 
immediately  the  whole  colon  was  pulled  out  of  its  peritoneal 
covering  down  to  the  appendix  and  the  ileocecal  valve,  both  of 
which  were  left  behind.  The  peritoneal  covering  of  the  colon  made 
a  complete  casement.  The  abdomen  was  closed  and  filled  with  em- 
balming fluid  (formalin).  In  three  days  the  abdomen  was  reopened 
and  hardly  any  retraction  of  the  mesentery  was  observable. 

Case  II. — Medium  fat  body  of  a  man  aged  sixty-five  years,  a 
suicide.  The  small  intestine  was  grasped  through  an  incision  in  the 
abdomen  and  50  inches  were  pulled  away  before  it  broke  off. 
Continuous  traction  brought  away  the  ileum  down  to  the  caput  coli. 
Other  pieces  of  bowel  were  grasped,  but  they  broke  off  every  15 
or  20  inches.  Everywhere  the  mesentery  of  the  small  intestine 
gave  way  at  its  junction  with  the  bowel.  The  sigmoid  was  then 
grasped  and  pulled  away  from  its  mesentery.  Continuous  traction 
broke  it  off  at  the  splenic  flexure.  From  there  the  muscular  and 
mucous  coats  were  stripped  from  their  peritoneal  covering  until  the 
bowel  broke  off  about  4  inches  from  the  beginning  of  the  caput  coli. 
Powerful  forceps  were  now  applied  to  the  mesentery  at  several 
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points;  but  nowhere  could  the  mesentery  be  pulled  away  from  the 
spine.  These  two  experiments  were  made  by  Doctor  Wm.  D. 
Minningham  in  my  presence.  Later  Doctor  Minningham  made 
the  following  experiment  alone,  and  kindly  reported  the  result 
to  me. 

Case  III. — Postmortem  removal  of  intestines  through  artificial 
perforation  of  uterus:  Woman,  white,  thirty-nine  years  old,  alco- 
holic, married,  two  children;  height,  5  feet  and  i  inch;  weight, 
about  135  pounds.  Cause  of  death,  valvular  disease  of  the  heart. 
Menstruating  at  time  of  death.  Body  well  developed  and  in  fairly 
good  state  of  nutrition.  Experiment,  sixteen  hours  after  death. 
Body  was  kept  in  a  cool  room,  but  not  on  ice,  and  was  well  preserved; 
rigor  mortis  was  marked  and  complete.  Postmortem  lividity  pos- 
teriorly. No  odor  or  discoloration  from  decomposition.  No  purg- 
ing at  mouth  or  nose.  The  body  was  placed  in  the  dorsal  position 
and  the  legs  strongly  flexed  on  the  thighs  and  abdomen.  A  bivalve 
speculum  was  inserted  into  the  vagina  and  the  cervix  pulled  down 
and  steadied.  A  long  curved  dressing  forceps  was  thrust  through 
the  fundus  of  the  uterus,  and  five  unsuccessful  attempts  were  made 
to  pull  a  loop  of  bowel  through  the  uterus.  The  failures  I  attributed, 
first,  to  the  forceps  teeth,  which  were  good,  but  not  of  the  best; 
and  second,  to  the  rigor  mortis  which  had  also  involved  the  uterine 
muscle. 

The  abdomen  was  then  opened  by  a  small  incision  and  the  loop 
nearest  the  forceps  was  tied  with  a  fine  cord  to  the  end  of  the  forceps. 
The  gut  was  easily  pulled  out  through  the  vagina.  The  forceps  was 
now  applied  to  the  bowel  and  the  pulling  process  continued  until 
the  gut  was  torn  away  on  both  sides. 

The  primary  attempts  to  grasp  the  bowel  did  not  cause  any  ap- 
parent injury  other  than  a  partial  stripping  of  the  peritoneal  coat. 
The  piece  of  gut  removed  consisted  entirely  of  small  intestine  and 
appeared  very  much  smaller  than  the  normal  gut  in  situ.  It  meas- 
ured 13  feet  and  6  inches  in  length,  and  was  flattened,  rather 
than  rounded.  The  average  width  was  %  inch.  It  was  practi- 
ally  free  from  gases,  and  contained  a  small  quantity  of  a  thin 
yellowish  material.  The  bowel  was  surrounded  by  peritoneum  over 
three  quarters  of  its  circumference,  the  remaining  quarter  being  bare 
throughout  its  entire  length.  The  raw  area  presented  the  muscular 
coat,  and  corresponded  with  the  former  site  of  the  mesenteric  attach- 
ment. A  careful  examination  failed  to  show  any  mesenteric  tissue 
attached  to  the  bowel. 

The  abdomen  was  then  examined.  The  subcutaneous  fat  meas- 
ured I  inch  in  thickness.  The  peritoneal  cavity  showed  no  leak- 
age of  intestinal  contents.  The  remaining  small  intestine  and  colon 
were  moderately  distended  with  gas  and  fluid.  Two  torn  ends  of 
small  intestine  were  rather  firmly  impacted  into  the  perforated  mus- 
cular wall  of  the  uterus. 

The  gut  on  the  left  side  was  withdrawn  abdominally  from  the 
uterine  rent.  It  was  found  that  one  inch  rested  within  the  uterine 
muscle  and  cavity.  This  segment  of  bowel  measured  two  feet  from 
the  duodenojejunal  angle. 
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The  gut  on  the  right  side  was  then  withdrawn  from  the  uterine 
rent,  and  it  showed  that  two  inches  of  its  length  was  within  the 
uterine  muscle  and  cavity.  This  piece  of  bowel  measured  nine 
feet  from  the  cecum.  Except  for  moderate  distention  with  gas, 
the  large  bowel  showed  nothing  unusual.  The  uterus  was  hard, 
normal  in  size,  and  not  adherent.  The  uterine  rent  presented  itself 
almost  like  a  clean  transverse  cut  one-half  inch  long  at  the  upper- 
most portion  of  the  uterus,  slightly  to  the  right  of  the  median  line. 

As  a  result  of  this  study  and  observation,  the  following  points 
seemed  important: 

First. — That  any  portion  of  the  bowel  can  be  puUed  away  by 
traction  with  a  forceps  through  a  rent  in  the  uterus  or  vagina. 

Second. — That  the  point  of  separation  will  be  the  junction  of  the 
bowel  with  the  mesentery. 

Third. — That  in  some  subjects  the  separation  wiU  be  extraperi- 
toneal in  a  large  measure. 

Fourth. — That  the  mesentery  cannot  be  pulled  away  from  its  origin 
of   the   spine  or   elsewhere. 

I  have  reported  these  observations  because  of  their  medico-legal 
value  and  that  they  may  constitute  a  guide  for  others. 

I002  Broad  Street. 


THE  PREVENTION  OF  THE  RECURRENCE  OF  SYMPTOMS 
FOLLOWING  OPERATIONS  FOR  GALL-STONES* 

BY 

J.  H.  JACOBSOX,  M.D.,  F.A.C.S., 

Toledo,  Ohio. 

The  prevention  of  the  recurrence  of  pain  or  symptoms  following 
the  operation  for  the  relief  of  gall-stones  is  perhaps  at  this  time  the 
most  important  problem  in  the  surgery  of  the  gall-bladder  and  bile 
tracts.  With  the  improvements  in  technic  and  the  more  accurate 
knowledge  of  the  pathology  of  cholelithiasis,  the  operations  on  the 
gall-bladder  and  bile  duct  have  been  made  safe  and  are  among  the 
most  satisfactory  operations  of  modern  abdominal  surgery.  In 
spite  of  the  brilliant  achievements  of  biliary  surgery,  recurrences  of 
pain  following  the  average  gall-stone  operation  are  more  frequent 
than  is  generally  admitted  to  be  the  case.     The  attention  which 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
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the  question  has  been  receiving  is  shown  by  the  increased  number  of 
papers  which  have  appeared  dealing  with  the  subject. 

According  to  Gerster(i)  in  ii  per  cent,  of  the  patients  in  the  Mt. 
Sinai  Hospital  operated  during  one  year  for  biliary  tract  disease 
further  operation  was  necessary  within  six  months.  Dr.  A.  Dean 
Bevan,  in  discussing  Gerster's  paper,  thought  the  reason  why 
surgery  has  failed  to  cure  a  large  part  of  gall  tract  cases  was 
because  in  many  cases  the  stone  is  overlooked.  In  his  own  clinic 
this  furnishes  the  great  bulk  of  the  cases  of  failure  after  operations 
on  the  gall-bladder. 

Chas.  H.  Mayo  in  1915,  reported  that  out  of  370  cases  of  diseases 
of  the  gall-bladder  and  ducts  operated  during  four  months,  forty- 
eight  (13  per  cent.)  of  the  patients  had  already  been  operated 
for  the  same  condition.  Deaver(2)  states  that  about  4.07  per  cent, 
of  the  cases  operated  at  the  German  Hospital,  Philadelphia,  were 
secondary  operations.  Eisendrath,  who  has  written  extensively  on 
this  subject,  classifies  the  causes  of  recurrences  as  follows: 

1.  Reformation  of  calculus  in  the  gall-bladder,  (a)  due  to  recur- 
rence of  persistent  of  infection,  (b)  due  to  reformation  of  calculi 
in  the  Luschka  crypts. 

2.  Recurrence  of  calculi  in  the  common,  hepatic,  or  intrahepatic 
ducts  by  recurrence  or  persistence  of  infection. 

3.  Reformation  of  calculus  in  the  stump  of  cystic  duct. 

4.  Reformation  of  calculus  around  silk  hgatures. 

Judd(3)  thinks  that  recurrences  of  symptoms  in  biliary  cases  are 
most  often  due  to  (i)  recurrence  or  persistence  of  infection;  (2) 
reformed  or  overlooked  calculi;  (3)  chronic  pancreatitis. 

During  the  past  two  years  at  the  Mayo  Clinic  there  have  been 
2027  operations  of  which  219  were  secondary,  80  per  cent,  of  the  opera- 
tions were  for  the  removal  of  the  gall-bladder;  120  of  the  219  cases 
were  for  removal  of  gall-bladder  which  had  been  drained  previously. 
In  109  cases  of  the  219,  calculi  were  found  either  in  the  gall-bladder, 
ducts,  or  in  both,  fifty-nine  in  the  gall-bladder;  9  in  the  gall-bladder 
and  ducts,  and  in  forty-one  cases  in  the  duct  only.  Adhesions  were 
noted  in  148;  pancreatitis  in  forty-one  cases,  and  fistula  in  thirty- 
seven  cases. 

In  sixty-four  of  the  219  cases,  both  the  primary  and  secondary 
operations  were  performed  in  the  Mayo  Clinic.  From  fifty-one  of 
these  cases  stones  were  removed  at  the  first  operation,  and  from  these 
stones  were  removed  at  the  second  operation  in  thirty-five  (68.6 
per  cent.)  cases.  In  a  considerable  number  of  these  cases  drainage 
only  was  done  at  the  primary  operation,  and  no  attempt  made  to 
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locate  stones  on  account  of  abscesses,  etc.  Such  cases  should  be 
classified  as  requiring  a  two-stage  operation,  first  for  drainage,  and  the 
second  for  removal  of  stone  and  drainage  of  the  common  duct. 

The  successive  stages  through  which  the  technic  of  gall-bladder 
surgery  has  evolved,  beginning  with  the  suture  of  the  gall-bladder  to 
the  abdominal  wall,  with  secondary  removal  of  stones,  to  the  modern 
operations  of  cholecystotomy  and  cholecystectomy  with  or  without 
the  opening  of  the  common  duct,  well  illustrates  the  efiforts  which 
surgeons  have  made  in  the  past  to  improve  the  permanent  results 
following  operations  for  gall-stones.  Such  secondary  operations, 
as  enumerated  above,  are  not  at  all  infrequent. 

The  classical  or  routine  operation  for  gall-stones  until  recently 
has  been  cholecystotomy  through  the  upper  right  rectus  incision, 
an  incision  which,  as  a  rule,  is  insufiicient  and  inadequate  for  thor- 
ough work.  The  permanency  of  cure  following  these  operations 
has  been  variously  estimated. 

In  a  study  made  by  C.  H.  Mayo  of  242  cases  of  cholecystostomy, 
he  found  that  53  per  cent,  were  cured,  38  per  cent,  improved  and 
9  per  cent,  not  improved.  In  219  cases  of  cholecystectomy  the 
percentage  of  cures  was  71  per  cent.,  while  22  per  cent,  were  improved, 
and  7  per  cent,  not  improved.  This  study  shows  18  per  cent,  of 
cures  in  favor  of  cholecystectomy,  while  the  per  cent,  of  improve- 
ments is  higher  than  cholecystotomies  by  16  per  cent.  W.  J.  Mayo 
is  of  the  opinion  that  cholecystectomy  is  indicated  in  80  per  cent, 
of  cases  of  gall-bladder  disease.  Swope  reports  96.8  per  cent,  of 
cures  following  cholecystectomy,  and  only  74.8  per  cent,  of  cures 
following  cholecystostomy. 

In  1914,  Graff  and  Weinert(4)  traced  124  of  their  cholecystectomy 
cases  and  found  that  only  73.4  per  cent,  were  permanently  cured, 
whereas  Schultz,  in  a  series  of  510  cholecystectomies,  was  able  to 
examine  only  145  cases,  and  not  one  of  these  showed  evidence  of 
recurrence. 

The  more  radical  operation  of  cholecystectomy  has  increased  the 
percentage  of  cures  from  15  to  20  per  cent. 

There  can  hardly  be  any  question  now  regarding  the  superiority 
of  cholecystectomy  over  cholecystostomy,  the  former  operation 
giving  the  higher  percentage  of  cures  and  in  experienced  hands  does 
not  give  an  increase  in  mortality  over  the  operation  of  cholecys- 
tostomy. 

That  the  gall-bladder  is  an  organ  essential  to  life  or  health,  or 
that  it  has  a  specific  function,  has  not  as  yet  been  proved.  Aschoff(5) 
and  Ehrhardt(6)  have  shown  that  after  simple  drainage  infection  may 
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recur,  because  it  persists  within  the  structures  known  as  Luschka's 
crj-pts.  Calculi  may  form  in  these  crypts  and  be  expelled  into  the 
lumen  of  the  duct  to  act  as  nuclei  for  larger  calculi,  and  may  explain 
the  presence  of  calculi  at  second  operations. 

The  inflammation  of  the  gall-bladder  with  infection  of  the  glands 
and  crypts  of  its  mucous  membrane,  together  with  the  peculiar 
spiral  arrangement  of  the  mucosa  in  the  small  calibered  cystic  duct, 
all  contribute  to  anake  a  retention  cyst  of  the  gall-bladder  after  a 
cholecystostomy  has  been  performed.  Biliary  colic  is  primarily 
due  to  increased  intracystic  or  intraductal  pressure,  an  increase  of 
tension  in  such  a  previously  drained  crippled  gall-bladder  with  re- 
currence of  symptoms  and  with  reformation  of  stones,  can  be  readily 
understood.  Reformation  of  gall-stones  is  often  due  to  this  cause. 
In  view  of  these  facts  there  can  hardly  be  any  argument  for  the  con- 
servation of  the  gall-blad-der.  Cholecystectomy,  whenever  possible, 
should  be  the  operation  of  choice.  Recurrences  from  other  causes 
have  been  given,  but  for  the  most  part  the  entire  matter  can  be 
summed  up  under  the  head  of  incomplete  operation,  i.e.,  incomplete 
removal  of  the  gall-bladder  or  leaving  behind  stones  in  the  cystic, 
hepatic,  or  common  ducts. 

In  general,  it  may  be  said  that  incomplete  operations  are  the 
result  of  inadequate  exposure  of  the  field  of  operation.  Patients 
suffering  from  gall-stone  disease  are,  as  a  rule,  obese,  and  it  is  there- 
fore necessary  that  an  incision  be  made  which  will  allow  the  gall- 
bladder and  ducts  to  be  brought  well  up  into  the  incision  so  that  they 
cannot  only  be  palpated,  but  inspected  as  well. 

The  technic  which  the  writer  has  found  of  value  in  making  opera- 
tions upon  the  gall-bladder  and  ducts  thorough  and  complete  is 
as  follows.  Regarding  the  anesthetic,  it  is  absolutely  necessary 
to  have  the  patient  thoroughly  relaxed,  with  no  rigidity  of  the 
abdominal  walls,  during  the  operation.  In  my  experience  ether  has 
proved  most  efficacious,  while  gas  and  nitrous  oxide  anesthesia  has 
not  been  found  satisfactory  for  the  deeper  exploration  and  work  upon 
the  ducts.  The  position  of  the  patient,  with  the  lower  part  of  the 
thorax  well  elevated,  the  so-called  Mayo-Robinson  position,  is 
also  of  the  greatest  importance. 

Numerous  incisions  have  been  advocated  for  gall-bladder  surgery. 
Almost  every  conceivable  incision,  extending  in  all  directions  in 
the  right  h^'pochondriac  and  epigastric  regions  has  been  advocated. 
The  one  which  I  employ  and  which  has  been  most  useful  to  me  is 
the  modified  Bevan  incision,  the  so-called  Kehr  incision.  The  in- 
cision begins  just  to  the  right  of  the  ensiform  cartilage  and  extends 
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outward  and  downward  over  to  the  upper  part  of  the  rectus  muscle, 
where  it  is  carried  vertically  downward.  The  incision  divides 
the  external  oblique  fascia  and  anterior  sheath  of  the  rectus  muscle, 
one-half  of  the  rectus  only  being  divided  above.  The  vertical  por- 
tion of  the  incision  extends  through  the  rectus  muscle  paralleling  its 
fibers.  As  soon  as  the  abdomen  is  opened,  the  suspensory  ligament 
of  the  liver  is  separated  and  divided  between  two  clamps;  adhesions 
of  gall-bladder  are  now  separated  and  with  the  suspensory  Ugament 
as  a  tractor  in  one  hand,  the  liver  and  gall-bladder  are  gently  lifted 
upward.  After  the  gall-bladder  and  ducts  have  been  freed  from  all 
abnormal  attachments,  the  junction  of  the  cystic  and  common  duct 
is  freed  of  its  peritoneum  for  a  short  distance.  The  degree  of  dila- 
tation of  the  common  duct  is  then  noted  and  the  duct  thoroughly 
palpated. 

There  has  been  much  wTitten  upon  the  method  of  the  removal  of 
the  gall-bladder,  some  prefer  to  begin  its  removal  at  the  cystic  duct, 
and  others  at  the  fundus  of  the  gall-bladder.  My  own  choice  is  to 
begin  the  removal  at  the  fundus  and  to  detach  the  organ  as  rapidly 
as  possible  from  its  bed  on  the  liver.  While  there  is  some  hemor- 
rhage during  this  procedure,  it  is,  as  a  rule,  not  profuse,  and  is  readily 
controlled  by  a  gauze  pack.  As  soon  as  the  gall-bladder  is  detached 
the  cystic  artery  is  grasped  and  ligated  and  the  cystic  duct  thor- 
oughly freed  of  peritoneum.  At  this  stage  in  the  operation  in 
many  instances  the  liver  can  be  replaced  in  the  abdomen  and  the 
gall-bladder  serves  as  an  excellent  tractor  for  the  subsequent  work 
upon  the  common  duct  if  that  should  be  necessary.  It  also  greatly 
facilitates  the  accurate  removal  of  the  cystic  duct  so  as  not  to  injure 
the  common  duct,  an  accident  which  is  not  at  all  infrequent.  Just 
when  the  common  duct  should  be  opened  up  in  the  absence  of  pal- 
pable stones  is  still  a  vital  question.  Eisendrath(7)  mentions  that 
Kehr,  Bruning,  and  others  as  well  as  himself,  have  found  that  in 
about  20  per  cent,  of  cases  of  common  duct  calculi  symptoms  of 
jaundice,  chills,  fever,  and  acholic  stools  are  absent,  these  symptoms 
have  always  been  regarded  as  absolutely  pathognomonic  of  calculi. 
Calculi  l3ang  in  the  rectal,  duodenal,  and  intrahepatic  parts  of  the 
common  duct  are  very  difficult  to  palpate  because  one  must  feel 
them  through  the  intestinal  wall  of  the  duodenum  and  the  substance 
of  the  pancreas.  They  are  very  frequently  not  to  be  palpated* 
There  is  possibility  of  calculus  in  the  common  ducts. 

I.  When  many  calcuh  are  in  the  gall  bladder: 

a.  When  common  duct  is  thick  walled; 
h.  When  common  duct  is  dilated; 
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c.  When  there  are  symptoms  of  cholangitis; 

d.  When  the  pancreas  is  hard  and  indurated,  even  though 
palpation  of  the  common  duct  is  negative. 

My  own  practice  has  been  to  open  the  common  duct  whenever 
it  appears  to  be  dilated,  regardless  of  whether  stones  are  palpable 
or  not.  In  this  manner  I  have  removed  small  calculi  which  have 
lodged  in  the  ampulla  of  Vater  and  which  could  not  be  palpated  before 
the  duct  was  opened.  Should  the  opening  of  the  duct  be  necessary, 
the  ducts  are  thoroughly  explored  by  a  probe  and  the  stones  which 
may  be  present  are  removed  by  a  small  gall-stone  scoop.  If  the 
opening  at  the  ampulla  of  Vater  shows  any  constriction,  it  is  my 
custom  to  pass  a  sound  or  solid  gum  elastic  urethral  bougies  until 
the  duct  is  dilated.  The  gall-bladder  is  removed  after  the  work 
on  the  ducts  has  been  completed,  having  served  during  the  entire 
explanation  as  an  efl&cient  tractor. 

The  two  most  frequent  sites  in  which  gall-stones  are  found  in 
secondary  operations  are  in  the  cystic  duct  and  at  the  lower  end  of 
the  common  duct.  Should  the  common  duct  have  been  opened 
it  is  drained  with  an  ordinary  rubber  tube.  I  have  discarded 
the  use  of  the  T.  drainage  tube  as  being  dangerous  and  unnecessary. 
In  removing  the  T.  tube  from  the  common  duct  there  is  a  likelihood 
of  the  separation  of  the  tube  at  the  vulcanized  junction,  allowing 
a  portion  of  it  to  remain  in  the  duct;  this  has  happened  once  in 
my  experience. 

When  cholecystectomy  only  has  been  performed,  the  cystic  duct 
is  securely  ligated  with  two,  and  possibly  three,  sutures  of  No.  2 
chromic  catgut.  Drainage  should  always  be  provided  for,  as  in  a 
small  percentage  of  these  cases  the  stump  of  the  cystic  duct  will 
open  up  and  allow  the  escape  of  bile.  The  incision  is  closed  in  the 
usual  manner  after  the  suture  of  the  suspensory  ligament.  In 
very  obese  persons  the  incision  often  is  from  8  to  10  inches  long. 
Hernia  does  not  follow  such  incisions  any  more  frequently  than  after 
the  shorter  ones.  The  appendix  is  usually  removed  before  the  work 
of  opening  the  gall-bladder  and  duct  is  begun,  and  then  only  if 
the  cecum  is  freely  movable  and  the  appendix  is  easily  drawn  up 
into  the  upper  incision.  In  case  of  adherent  cecum  and  appendix, 
it  is  better  to  make  a  small  incision  over  the  appendix  and  remove 
it  than  to  injure  the  intestine  by  forcibly  bringing  it  up  into  the 
incision. 

It  is  the  writer's  conviction  that  the  results  following  gall-stone 
operations  can  only  be  improved  by  the  adoption  of  some  technic 
similar  to  the  one  described — a  technic  which  permits  free  access 
and  exploration  of  the  entire  upper  right  side  of  the  abdominal 
cavity. 

CONCLUSIONS. 

1.  Recurrence  of  symptoms  following  gall-stone  operations 
are  more  frequent  than  is  generally  supposed  to  be  the  case. 

2.  Reformation  of  stones  after  cholecystotomy  occurs  from're- 
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tention  of  infected  contents,  rather  than  from  leaving  gall-stones 
behind  at  the  primary  operation. 

3.  Routine  gall-stone  operations  should  be  made  more  thorough 
and  complete  by  the  use  of  adequate  incisions,  by  cholecystectomy, 
and  by  accurate  exploration  of  the  ducts. 

4.  When  the  common  duct  shows  marked  dilatation  it  should 
be  opened  and  explored  and  special  attention  should  be  given  to 
the  terminal  portion  of  the  duct  for  the  detection  of  calculi  and 
constrictions. 

5.  The  detached  gall-bladder  from  its  bed  on  the  liver,  acts  as 
an  efl&cient  tractor,  and  greatly  aids  in  making  the  exploration  of 
the  ducts  complete. 

421  Michigan  Street. 
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OPERATIONS  FOR  STIGMATA  OF  DECLINE.* 

BY 

MAJOR  ROBERT  T.  MORRIS,  M.  D., 

New  York,  N.  Y. 

All  of  the  Aryan  nations  at  the  present  time  appear  to  be  de- 
clining. No  one  knows  what  group  will  next  become  dominant. 
In  the  course  of  decline  of  any  cultivated  variety  of  animal  or  plant 
nature  appears  to  strike  at  the  reproductive  organs  of  the  female. 
After  cultural  limitations  have  been  reached  various  stigmata  of 
decline  to  be  observed  on  physical  examination  are  to  be  found  in 
man  and  a  paper  covering  the  entire  subject  would  extend  into  vol- 
umes. I  shall  speak  about  a  few  of  the  stigmata  appearing  in  women 
which  interest  the  surgeon. 

Deformities  of  the  pelvis  have  formerly  received  more  surgical 

*Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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attention  than  they  do  at  "the  present  time  when  Cesarean  section 
is  performed  with  such  high  degree  of  safety  to  mother  and  child. 
The  operation  of  symphysiotomy  for  the  reHef  of  one  of  the  stigmata, 
has  practically  passed  out  of  the  field  and  about  the  only  operation 
for  bony  stigmata  now  consists  in  breaking  a  deformed  coccyx 
which  may  stand  in  the  way  of  the  free  delivery  of  a  child.  Even 
this  procedure  is  a  rare  occurrence. 

Stigmata  belonging  to  arrested  development  of  the  ovaries  find 
expression  at  times  in  the  development  of  neoplasms  which  do  not 
belong  to  well-developed  normal  ovaries  in  mammals.  The  ovi- 
ducts are  sometimes  undeveloped  and  where  we  have  that  form  of 
obliteration  of  the  lumen  known  as  fibronodosum,  surgery  may  some- 
times be  employed  effectively  rendering  an  otherwise  sterile  woman 
fertile.  The  operation  which  I  have  done  consists  in  bending  such 
an  oviduct  upon  itself  and  making  a  slit  in  the  ampulla  and  a  slit 
in  the  cornu  of  the  uterus,  guided  by  a  sound  in  the  uterus  held  by 
an  assistant.  The  margins  of  the  two  slits  are  sutured  together  in 
such  a  way  that  a  lumen  into  the  uterus  is  produced  and  the  ovum 
may  find  its  way  to  the  endometrium  by  this  short-circuit  route. 

Flexions  of  the  uterus  are  most  often  symptomatic  and  represent- 
ing one  phase  of  a  general  condition  but  occasional  stigmata  may  be 
dependent  upon  arrested  development  of  some  part  of  the  uterine 
wall.  In  our  surgical  work  it  is  extremely  important  to  distinguish 
between  these  two  kinds  of  flexions  because  the  symptomatic  ones 
do  not  call  for  surgery,  notwithstanding  the  fact  that  they  have  re- 
ceived such  a  high  degree  of  operative  attention  on  the  part  of  gyne- 
cologists in  former  years. 

The  appendix  vermiformis  often  appears  in  the  form  of  a  stigma 
of  decline  when  it  undergoes  fibroid  degeneration  before  middle  hfe 
of  the  patient.  This  vestigial  structure  is  prone  to  undergo  fibroid 
degeneration  in  very  normal  people,  but  an  early  change  represent- 
ing stigma  of  decline  commonly  belongs  with  patients  who  present 
other  stigmata  like  narrow  costal  angles,  gun-stock  scapulae,  high 
arched  palate,  or  defective  ears.  This  group  includes  neuropathies 
very  largely.  A  great  many  operations  have  been  done  for  the  re- 
moval of  a  fibroid  appendix  which  was  practically  harmless  ex- 
cepting for  a  moderate  degree  of  local  irritation,  in  cases  in  which 
a  surgeon  ran  into  a  trap  by  thinking  that  he  was  decapitating  the 
demon  of  all  of  the  patient's  ills.  The  removal  of  a  fibroid  appendix 
in  a  case  of  this  sort  is  commonly  followed  by  a  temporary  improve- 
ment in  health  of  marked  degree  because  of  the  effect  of  suggestion 
which  is  extremely  potent  in  this  class  of  patients.     At  the  end  of  a 
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year  or  so  the  other  features  again  come  into  evidence  and  the  patient 
is  found  not  to  have  been  benefited  very  much  by  the  operative 
work. 

In  almost  all  of  the  operative  work  done  for  stigmata  of  decline 
we  shall  find  that  the  patient  ought  to  be  informed  in  advance  that  we 
are  relieving  simply  one  phase  of  a  general  condition.  This  is  particu- 
larly true  in  cases  in  which  we  fix  loose  kidneys.  Loose  kidneys 
commonly  belong  among  the  stigmata  where  we  have  a  dragging 
colon  and  shallow  Gerota's  pouch.  In  well-selected  cases  in  which 
loose  kidney  has  brought  about  a  train  of  disturbing  symptoms 
peculiarly  its  own,  very  brilliant  results  sometimes  follow  a  fixation 
operation  properly  performed,  but  we  must  nevertheless  remember 
that  loose  kidney  as  a  stigma  commonly  does  not  require  operation 
at  all.  The  patient  may  even  be  harmed.  It  is  all  a  question  of 
good  judgment  of  the  sort  which  we  are  supposed  to  apply  in  every 
case  without  regard  to  argument  for  or  against  the  desirability  of 
any  given  procedure.  Loose  peritoneal  supports  and  the  prolapsed 
colon  commonly  belong  to  the  stigma  category.  Sometimes  the 
secondary  complications  call  for  surgical  work  in  these  cases,  but 
we  must  always  remember  that  the  patient  has  something  else  the 
matter — something  belonging  to  arrested  development.  Indiscrimi- 
nate operating  merely  upon  a  basis  of  the  objective  signs  will 
bring  surgery  into  disrepute  unless  we  clearly  obtain  a  comprehensive 
view  of  the  case  as  a  whole. 

6i6  Madison  Avenue. 


CLINICAL,  PATHOLOGICAL,  AND  SOCIOLOGICAL  OBSER- 
VATIONS UPON  NINETY  INTERNED  VENEREAL 
PATIENTS.* 

BY 

JAMES  E.  DAVIS,  A.  M.,  M.  D., 
Detroit,  Mich. 

Interning  of  prostitutes  and  libertine  patients  is  a  most  effective 
aid  in  the  treatment  of  venereal  diseases.  A  new  environment  is 
thereby  provided,  renewal  of  infection  is  effectively  prevented,  and 
intensive  treatment  can  be  instituted  until  both  cUnical  and  bacterio- 
logical cures  are  effected.    It  is  admitted  that  pathologic  tissue 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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changes  may  be  incurable  yet  arresting  active  processes  must  be 
conceded  as  of  the  utmost  value  for  the  definite  limitation  of  the 
specific  terminal  pathology. 

The  group  study  of  venereal  infections  suggests  many  interesting 
phases  pertaining  to  both  the  sociologic  and  the  therapeutic  recla- 
mation work. 

The  young  girl  afiiicted  with  venereal  disease  is  usually  ignorant; 
her  sexual  education  has  been  wholly  neglected,  often  because  of  the 
death  of  one  or  both  parents,  or  from  ignorance  of  guardians  or 
friends. 

The  normaUty  of  both  mental  and  physical  development  is  fre- 
quently in  question.  To  have  lived  with  the  environment  so  often 
surrounding  these  girls  is  to  have  contended  with  physical,  mental, 
and  moral  inflictions  begetting  a  lowered  resistance,  and  this  has  to 
be  pitted  against  persuasions  of  sexual  aggressors.  Illustrative 
of  the  business  life  opportunities  for  young  girls,  citation  is  made 
of  the  so-called  Dancing  Camps,  where  young  girls  are  employed 
from  7.00  p.  M.  until  twelve  midnight,  receiving  for  each  dance  a  five 
cent  check.  During  the  day  employment  in  factories  is  found  from 
7.00  A.  M.  until  5.00  P.  M.  Here  overwork,  loss  of  sleep,  small  pay, 
and  a  variety  of  sexual  stimulation  become  a  daily  monotony.  The 
aggressor  has  only  to  pity  and  then  embrace. 

One  of  this  series  at  the  age  of  fifteen,  under  the  urging  of  the 
mother  for  more  money,  accepted  a  dancing  camp  position  to 
increase  her  income.  Later  she  became  the  common  law  wife 
of  one  of  her  associates  in  the  factory,  whom  she  also  met  in  the 
dancing  camp,  with  resulting  gonorrhea,  syphiHs,  pregnancy, 
miscarriage,  and  internment.  The  man  of  the  narrative  was  drafted; 
his  blood  was  examined,  gave  a  four  plus  Wassermann  reaction, 
and  he  named  the  girl  as  infector.  She  in  turn  was  promptly 
interned. 

The  discussion  upon  the  control  of  venereal  disease  has  been 
notoriously  impotent  as  have  been  the  so-caUed  practical  measures 
enacted  under  the  best  of  conditions.  There  are  now  perhaps  three 
outstanding  historical  examples  of  efifectual  control,  namely,  those 
of  Cromwell's  army,  the  Japanese  army,  and  the  present  United 
States  army.  As  a  means  of  national  efficiency  in  man  power, 
it  became  necessary  to  do  what  national  courage  under  peace 
conditions  was  not  equal  to  doing.  The  military  examples,  with 
their  results,  suggest  that  exercising  necessary  control  mth  adequate 
intensive  treatment  is  the  practical  solution  of  the  venereal  problem. 

The  clinical  and  pathologic  observations  in  the  following  ninety 
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cases  are  from  material  interned  at  the  Wm.  Booth  Memorial 
Hospital  by  the  City  and  State  Boards  of  Health. 

Twenty-nine  of  the  group  were  closely  questioned  relative  to  the 
causative  factors  of  their  condition.  In  obtaining  this  data  veracity 
of  statement  and  freedom  of  speech  were  encouraged  by  having 
each  patient  understand  that  all  information  was  to  be  voluntarily 
given,  and  in  each  instance  where  the  truth  could  not  be  told,  no 
answer  was  desired.  Each  one  questioned  was  given  assurance 
that  her  identity  would  not  in  any  way  be  connected  with  the  in- 
formation divulged.  It  is  believed  that  the  statistical  data  obtained 
are  reliable. 

The  following  facts  were  elicited:  60  per  cent,  complained  of 
unpleasant  home  surroundings;  40  per  cent,  had  lost  their  mothers 
by  death;  20  per  cent,  were  the  daughters  of  divorced  parents; 
40  per  cent,  had  left  school  to  work  at  ages  varying  from  twelve  to 
seventeen;  yet  55  per  cent,  of  them  had  completed  the  eighth  grade 
or  better  in  school,  while  one,  in  addition  to  finishing  High  School, 
had  also  taken  a  course  in  a  Business  college.  Fifteen  per 
cent,  only  had  received  a  fair  sex  education  from  their  mothers; 
20  per  cent,  had  received  this  information  from  some  member  of 
the  family,  while  the  remainder,  65  per  cent.,  were  left  to  get  this 
information  as  best  they  could.  None  of  them  had  received  any 
instructions  concerning  venereal  disease;  instruction  of  this  nature 
is  now  being  given  by  illustrated  lectures  as  a  part  of  the  routine 
hospital  treatment.  When  questioned  with  regard  to  their  first 
sexual  experience,  there  were  but  15  per  cent,  who  gave  a  history 
of  compulsion,  while  6  per  cent,  only  admitted  that  they  had 
received  money  for  sexual  relations.  It  is  worth  noting  that,  while 
these  patients  were  all  sent  to  the  hospital  with  a  diagnosis  of 
syphilis  or  gonorrhea,  there  were  no  confessions  of  professional 
prostitution.  The  majority  declared  that  had  they  known  more 
about  the  results  of  sexual  relations,  and  especially  about  venereal 
disease,  they  might  have  avoided  getting  into  trouble. 

The  gynecologic  examination  of  each  patient  was  standardized 
so  as  to  involve  a  routine  critical  study  of  the  external  and  internal 
genitalia  in  the  following  sequence;  labia,  clitoris,  hymen,  major 
vestibular  glands  and  ducts,  urinary  meatus,  perineum,  vagina, 
cervix,  uterus,  and  adnexa. 

The  variation  exhibited  in  the  labia  as  to  form  was  not  significant : 
a  few  cases  were  infantile  in  development,  particularly  in  the  minor 
labia.  In  the  colored  patients  there  was  a  relative  disproportion  of 
the  major  and  minor  labia  with  an  increased  size  of  the  minor 
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divisions.  The  disproportions  of  form  and  size  in  the  right  and  left 
sides  were  insignificant.  The  structural  changes  included  only  a 
few  cases  of  slight  pressure  atrophy  of  the  central  fat  bodies;  this 
can  doubtless  be  attributed  to  the  fact  that  but  few  were  professional 
prostitutes  as  well  as  to  the  youth  of  the  patients.  A  few  cases 
of  general  furunculosis  were  observed. 

Condylomata  acuminata  were  observed  in  5  per  cent,  of  the  cases, 
condyloma  lata  in  3  per  cent,  while  chancres  were  found  in  10  per 
cent.  The  clitoris  showed  almost  no  changes  other  than  slight 
hypertrophy  and  minor  adhesions.  The  hymen  showed  in  carun- 
cular  remnants  only.     The  usual  atrophic  changes  were  not  marked. 

The  major  vestibular  glands  showed  an  unexpected  constancy  in 
position  and  palpability.  In  only  two  cases  were  the  glands  anterior 
to  the  midpoint  of  the  vestibule.  In  all  cases  the  glands  were 
palpable,  and  the  gland  positions  were  uniformly  close  to  the  pubic 
rami,  the  outer  border  being  definitely  attached  to  the  ramus  by  a 
ligamentous  formation.  A  technic  was  employed  by  which  the 
finger,  placed  within  the  vagina,  with  its  tip  against  the  inner  aspect 
of  the  pubic  ramus,  is  made  to  hook  the  levator  ani  and  the  vulvar 
tissue  into  an  extreme  forward  position.  Counter-rolling  pressure  is 
made  upon  the  cutaneous  surface  with  the  tip  of  the  thumb  touching 
the  outer  surface  of  the  ramus,  thus  enabling  easy  palpation  of  the 
gland  and  duct.  With  this  method  of  fixation,  gland  and  duct 
secretion  may  be  definitely  expressed  and  considerable  amounts 
obtained  for  smears,  at  the  same  time  an  excellent  exposure  of  the 
duct  meatus  is  obtained.  The  pathology  of  the  major  vestibular 
gland  apparatus  is  easily  and  frequently  overlooked.  In  this  series 
50  per  cent,  of  involvement  was  demonstrable.  Cyst  and  abscess 
formation  were  present  in  ;^.^  per  cent,  of  the  series.  It  is  to  be 
expected  that  frequent  coition  may  be  a  means  of  excessive  expres- 
sion of  the  gland  and  duct  secretion.  Hypertrophy  and  induration 
of  one  or  both  glands  and  ducts  were  very  frequently  observed. 

The  urinary  meatus,  which  is  doubtless  the  preferred  habitat  of  the 
gonococcus,  exhibited  very  few  visible  tissue  changes.  A  periure- 
thromeatal  hj^^ertrophy  and  hyperplasia,  however,  were  observed 
in  a  number  of  instances.  There  was  not  a  single  instance  of  ure- 
thral caruncle  formation,  although  a  diagnosis  of  potential  caruncle 
was  made  in  a  few  cases. 

It  is  to  be  supposed  that  from  this  class  we  find  a  large  percentage 
of  carunculas  developing  after  forty-five  years  of  age. 

A  striking  frequency  of  extensive  involvement  by  condylomata  of 
the  vagina  well  into  the  cervix  was  noted. 
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Visibility  of  venereal  pathology  is  most  distinct  in  the  cervix 
uteri.  In  70  per  cent,  of  this  series  spectacular  gross  changes  were 
observed,  which  varied  from  the  fiery  scarlet  red  appearance  to  the 
enormously  hypertrophied  and  h}^erplastic  cervix  which  glistened 
with  bulging  retention  cysts,  erosion,  ectropion,  endocervicitis,  and 
excessive  tenacious  mucus;  and  about  the  os  was  seen  a  free-flowing 
nontenacious  secretion  of  greenish  milk-like  color  which  oozed  from 
the  slightly  everted  tall  epithelial-celled  surface. 

In  almost  all  cases  the  external  os  was  relaxed,  and  the  internal 
OS  was  seldom  found  open. 

The  gross  cervical  and  fundal  changes  were  distinctly  contrasted 
in  the  majority  of  the  cases  of  the  series.  In  relatively  few  were 
fundal  changes  demonstrable,  excepting  as  seen  in  deviating  posi- 
tions from  adnexal  involvement.  The  cases  with  gross  corporal 
changes  belonged  largely  to  the  multipara.  Demonstrable  endo- 
metritis was  recorded  in  approximately  50  per  cent,  of  the  series. 
Subinvolution  and  metritis  were  observed  in  two  cases  following 
miscarriage. 

Deviations  of  the  cervix  and  of  the  uterine  body  to  the  left  of  the 
vaginal  axis  were  observed  so  frequently  as  to  deserve  comment. 
This  deviation  in  many  cases  was  not  due  to  adhesions,  for  the  posi- 
tions became  automatically  corrected  in  from  one  to  two  weeks 
after  admission  to  the  hospital. 

Comparatively  few  backward  displacements  of  the  uterus  were 
observed,  and  these  were  all  in  degrees  of  flexion.  Left  lateral  devia- 
tions from  adnexal  changes  were  very  frequently  noticed. 

The  pathology  of  the  adnexa  was  most  frequently  and  extensively 
present  upon  the  left  side  as  salpingitis,  perimetritis,  parametritis, 
ovaritis,  peritonitis,  and  cellulitis.  Salpingitis  was  demonstrated 
in  41  per  cent,  of  the  cases  in  the  series.  Ovaritis,  as  here  classified, 
includes  adhesions  by  which  these  organs  were  secondarily  involved 
following  a  primary  salpingitis.  Tissue  sections  in  this  class  of  cases 
have  proven  that  the  ovary  proper  is  not  easily  involved,  as  a  rule, 
in  the  early  gonococcal  infections.  What  is  termed  a  periovaritis, 
and  pressure  changes  incident  to  the  increase  of  surrounding  connec- 
tive tissue,  were  commonly  seen. 

Of  the  series,  4  or  3.4  per  cent,  were  operated  upon  for  late 
salpingitis  with  adhesions,  and  secondary  involvement  of  the  ap- 
pendix vermiformis. 

In  view  of  the  pathologic  changes  observed,  and  with  due  con- 
sideration of  the  subjective  symptomatology,  one  is  amazed  at  the 
discrepancy  in  their  correlation.     It  is  indeed  seldom  that  one  can 
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obtain  the  slightest  history  of  even  minor  discomfort.  Almost  all 
cases  disclaim  knowledge  of  infection  until  so  informed.  The 
question  might  well  be  raised:  Are  there  mutations  of  the  organisms, 
and  are  cellular  tolerations  established  by  variations  in  the  strains 
of  organisms  through  promiscuous  intercourse.  Individual  infec- 
tions seen  in  private  practice  appear  to  have  a  fairly  well  correlated 
pathology  and  symptomatology.  In  cases  where  rapid  tissue  changes 
exist,  pain  or  other  discomfort  is  shown.  In  slow  cases  processes 
of  cellular  compensatory  changes  become  estabUshed. 

All  cases  of  the  series  were  examined  serologically  by  the  State 
Board  of  Health.  Bacteriologic  examination  of  the  smears  taken 
from  the  urethral  meatus,  Bartholin  duct  meati,  cervix  uteri,  and 
vagina  were  repeatedly  made  under  the  supervision  of  Mr.  H.  L. 
Clark,  hospital  bacteriologist.  Methylene  blue  and  Gram  strains 
were  employed,  using  the  diagnostic  criteria  of  intracellular  organ- 
isms of  characteristic  morphology  disposed  in  definite  clusters  and 
having  the  necessary  specific  staining  affinities. 

Clinically  and  bacteriologically  cured  cases  were  so  judged  after 
the  cUnical  disappearance  of  all  lesions,  and  after  obtaining  negative 
Wassermann  reactions  before  and  after  provocative  salvarsan 
injections,  and  after  five  consecutive  smears,  preceding  which 
provocative  doses  of  gonococcal  vaccine  had  been  administered. 

SUMMARY. 

Average  age  of  patients,  17  years.     Married  14. 

Average  length  of  time  patients  were  confined  in  hospital .  13  weeks 

Average  cost  to  the  State  per  patient $195 

Gonorrhea  and  syphilis,  total  number  of  cases 90 

Syphilis 46 

Gonorrhea,  with  positive  laboratory  findings 72 

Gonorrhea,  clinically  positive,  laboratory  findings  nega- 
tive    10 

Extent  of  involvement: 

Urethritis 49 

Bartholinitis 45 

Vaginitis 49 

Cervicitis 63 

Endometritis 14 

Salpingitis 37 

Oophoritis 30 

Treatments  : 
For  syphilis: 

Xovarsenobenzol,    average    number   of   treatments    per 

patient 4.3 

Mercury  salicylate,  average  number  of  treatments  per 

patient 11 


46  SCHWARZ:    PAINLESS   CHILDBIRTH 

For  gonorrhea: 
Silver  nitrate,  lo  per  cent,  sol.,  average  number  of  treat- 
ments    14 

Iodine,  3.5  per  cent,  sol.,  average  number  of  treatments.  11 

Each  patient  received  also  daily  douches  of  biniodide  of  mercury. 
(Because  of  the  pain  complained  of  by  patients  receiving  the  iodine 
treatments,  they  have  been  discontinued  in  favor  of  the  silver  nitrate.) 

Davo  Whitney  Building. 


PAINLESS  CHILDBIRTH  AND  THE  SAFE  CONDUCT 
OF  LABOR.* 

BY 

HENRY  SCHWARZ,  M.  D.,  F.  A.  C.  S., 

St.  Louis,  Mo. 

The  controversies  over  the  advantages  and  disadvantages  of 
the  various  means  of  rendering  child-bearing  painless  have  spread 
the  erroneous  belief  that  child-bearing  is  naturally  associated  with 
excessive  pain,  which  those  who  are  enthusiastic  followers  of  one 
or  the  other  method  of  assuaging  pain,  relieve  in  every  single  case; 
while  those  who  are  not  blind  followers  of  any  one  specific  method, 
leave  their  patients  to  suffer  untold  agonies. 

The  truth  is  that  every  qualified  obstetrician  has  the  means 
at  his  command  to  make  child-bearing  safe  and  practically  free  from 
sufltering,  provided  he  can  deliver  his  patients  in  suitable  surround- 
ings, provided  that  he  has  fairly  good  help  in  the  way  of  assistants 
and  nurses;  provided  also  that  he  or  a  competent  assistant  remain 
with  the  parturient  woman  from  the  time  she  goes  into  labor,  till 
an  hour  or  two  after  dehvery,  and  provided,  further,  that  expectant 
mothers  place  themselves  under  his  care  early  during  the  period  of 
expectancy,  so  that  they  may  receive  proper  prenatal  attention  and 
may  enable  the  obstetrician  to  prevent  many  of  the  complications  of 
child-bearing,  and  that  they  give  him  the  chance  of  selecting  the 
time,  the  place,  and  the  mode  of  delivery  for  abnormal  cases. 

The  doctor  who  practises  obstetrics  under  such  ideal  condi- 
tions, will  have  no  difiSiculty  in  making  his  patients  comfortable, 
no  matter  which  anesthetics  or  which  drugs  he  uses;  in  fact,  he 
will  find  that  many  of  his  patients,  knowing  that  they  are  surrounded 

*  Read  by  title  at  the  Thirty-first  Annual  Meeting  of  the  American  Asso- 
ciation of  Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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by  all  the  safeguards  which  modern  obstetrics  provides,  and  know- 
ing that  there  is  a  competent  obstetrician  at  their  bedside,  will  com- 
plain very  little  of  pain,  except  perhaps  at  the  very  end  of  the 
second  stage.  Many  multiparas  and  not  a  few  primiparag  will  not 
complain  even  then,  so  that  the  administration  of  anesthetics  in 
these  cases  is  not  only  unnecessary,  but  directly  harmful. 

The  trouble  is  that  90  per  cent,  of  the  child-bearing  women  in 
the  United  States  are  not  delivered  under  such  ideal  conditions; 
that  most  of  them  receive  no  prenatal  care  whatever;  that  a  large 
percentage  is  not  attended  by  qualified  obstetricians,  and  that  the 
obstetrician,  when  called,  finds  himself  handicapped  by  the  lack  of 
facilities  and  competent  help. 

Under  such  circumstances  a  majority  of  our  women  must  continue 
to  suffer  intensely  in  body  and  mind  during  the  crowning  event  of 
their  lives,  that  of  becoming  mothers.  This  suflfering,  unnecessary 
and  deplorable  as  it  is,  constitutes  but  the  smallest  part  of  the 
crime  against  the  mothers  of  our  great  nation.  Thousands  of  women 
die  every  year  from  the  effects  of  confinement,  most  of  these  from 
infection  which  is  absolutely  preventable;  tens  of  thousands  be- 
come invalids  from  the  same  cause;  of  the  babies,  many  tens  of 
thousands  die  during  or  immediately  after  birth;  other  tens  of 
thousands  are  ruined  for  life  and  later  on  fill  the  institutions  for 
the  blind,  the  epileptic,  or  the  feeble-minded. 

In  judging  the  relative  value  of  various  means  employed  to 
reheve  the  pain  of  labor,  it  seems  advisable  to  select  a  series  of 
cases  which  has  been  attended  under  fairly  even  conditions  as 
to  surroundings  and  obstetrical  qualifications  of  the  attending 
physician. 

For  this  reason  the  writer  has  selected  a  series  of  1000 
cases,  namely,  the  first  thousand  cases  delivered  on  the  obstetrical 
service  of  Barnes  Hospital,  which  was  opened  in  December,  1914. 
This  service  is  conducted  by  the  Department  of  Obstetrics  and 
Gynecology  of  the  Washington  University  School  of  Medicine. 

The  cases  were  delivered  by  the  writer  or  by  the  two  instructors 
on  the  service,  Dr.  Grandison  Royston  and  Dr.  Otto  H.  Schwarz, 
or  by  members  of  the  house  staff  and  senior  students  under  our 
supervision. 

The  house  staff,  until  July  i,  191 8,  consisted  of  a  resident,  two 
assistant  residents,  and  three  house  officers;  instructors,  residents, 
and  assistant  residents  have  grown  up  in  the  department,  a  fact 
which  insures  uniformity  of  ser\ace,  and  uniformity  in  the  keeping 
of  records. 
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The  cases  comprise  all  ward  and  all  private  patients.  Both  re- 
ceive the  same  care. 

The  number  of  obstetrical  cases  is  relatively  small,  but  is  steadily 
increasing.  In  191 5,  it  was  less  than  200;  in  191 8,  it  will  be  more 
than  400.  The  department  conducts  a  fair-sized  obstetrical  poly- 
clinic, delivering  the  women  in  their  homes,  but  sending  all  com- 
plicated cases  to  the  hospital,  where  a  suflacient  number  of  free 
beds  is  always  available.  These  cases  all  receive  prenatal  care; 
medical  practitioners,  likewise,  send  a  large  number  of  abnormal 
cases  to  the  hospital  and  turn  them  over  to  the  staff. 

It  is  hardly  necessary  to  emphasize  that  we  practise  strict  asepsis, 
but  it  should  be  mentioned  that  we  are  quite  free  with  vaginal 
examinations;  we  have  had  no  cases  of  infection  on  that  account. 

We  manage,  except  in  rare  cases,  to  deliver  without  high  forceps 
or  forceps  in  midpelvis;  but  the  writer  has  always  taught  and 
always  practised  the  application  of  the  forceps  in  primiparae,  when 
the  head  is  on  the  perineum  and  completely  rotated;  and,  likewise, 
in  multiparae  under  the  same  conditions,  when  there  is  any  con- 
siderable delay. 

In  primiparae,  by  the  time  the  head  is  appearing  in  the  vulva, 
the  latter  has  usually  reached  the  greatest  degree  of  elasticity 
and  the  application  of  the  forceps  under  these  conditions  really  con- 
stitutes a  means  of  protecting  the  perineum,  especially  when  ac- 
companied by  single  or  double  episiotomy.  By  this  practice  we 
prevent  injury  to  the  pelvic  floor  in  most  cases;  the  incisions  usually 
heal  by  first  intention. 

This  mode  of  using  the  forceps  hardly  deserves  the  name  of 
forceps  deHvery,  especially  since  we  usually  remove  the  instrument 
before  the  head  is  completely  born.  It  represents  simply  a  lifting 
of  the  head  over  the  perineum,  and  is  the  only  application  of  the 
forceps  which  the  writer  encourages  members  of  his  staff  to  make. 

This  practice  accounts  for  the  many  episiotomies  and  low  for- 
ceps deliveries  in  this  service,  namely,  45  per  cent,  of  episiotomies 
and  64  per  cent,  of  low  forceps  in  primiparae,  and  8  per  cent,  of 
episiotomies  and  20  per  cent,  of  low  forceps  in  multiparae.  Women 
who  have  had  miscarriages  are  classed  on  the  hospital  records  as 
multiparae,  although  their  vulvar  ring  is  practically  in  primiparous 
condition;  hence  the  8  per  cent,  of  episiotomies  in  multiparae. 

The  anesthetics  and  analgesics  employed  in  these  1000  cases 
were  chloroform,  ether,  nitrous  oxid  and  scopolamine.  Morphine 
and  narcophine  were  used  only  as  adjuvants  except  in  a  few  cases 
in  which  they  may  have  been  used  to  meet  special  indications. 
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Chloral  hydrate  was  used  in  a  few  eclamptic  cases  only.  Ethyl 
chloride,  in  the  form  of  somnoform,  was  used  by  itself  in  only  four 
cases;  but  it  was  used  in  a  large  number  of  cases  in  connection  with 
the  scopolamine-narcophine  method. 

All  cases  are  classified  under  the  head  of  the  principal  anesthetic 
or  analgesic  used.  It  must  be  understood,  however,  that  nitrous 
oxid  and  scopolamine  are  usually  supplemented  at  the  end  of 
the  second  stage  of  labor  by  chloroform  or  ether. 

Chloroform,  ether,  nitrous  oxid  and  scopolamine  should  be  em- 
ployed only  when  the  obstetrician  is  in  constant  attendance  at  the 
bedside,  as  each  of  these  four  agents  has  its  special  sphere  of  use- 
fulness. In  seeking  to  give  relief  from  pain,  it  is  often  desirable 
and  at  times  indispensable  to  use  several  of  these  agents  in  succession 
or  in  combination.  Nitrous  oxid  and  scopolamine  are  comparatively 
harmless  for  mother  and  child;  chloroform  and  ether  are  not  quite 
so  harmless  for  the  mother,  and  they  are  distinctly  dangerous  for 
the  child;  the  same  statement  applies  to  morphine.  The  objection 
so  often  raised  that  the  employment  of  any  of  these  agents  may  pro- 
long the  second  stage  of  labor  or  may  cause  postpartum  hemorrhage, 
does  not  apply  to  cases  attended  by  qualified  obstetricians. 

The  judicious  use  of  pituitary  preparations  before  dehvery 
and  of  preparations  of  ergot  after  delivery  make  it  possible  to  regu- 
late the  uterine  contractions  during  delivery,  and  to  prevent  post- 
partum relaxation  of  the  uterus,  it  is  especially  helpful  in  cases  of 
multiparae  of  relaxed  habit,  in  whom  formerly  we  were  justly 
apprehensive  of  hemorrhage,  and  consequently  afraid  of  administer- 
ing anesthetics  and  narcotics. 

In  looking  over  the  records  of  the  looo  cases  under  considera- 
tion, we  find  that  twelve  primiparae  and  ninety-one  multiparas, 
that  is,  103  cases  or  lo  per  cent.,  received  no  anesthetic  of  any 
kind.  These  women  were  not  allowed  to  suffer;  they  simply  did 
not  feel  sufficient  pain  to  justify  the  administration  of  anesthetics. 

In  this  group  of  cases,  seven  children  were  stillborn  and  one  died 
soon  after  dehvery;  that  is,  eight  dead  babies  or  8  per  cent,  of  dead 
babies  in  a  group  of  mothers  who  had  received  no  anesthetics  of  any 
kind.  Included  are  several  cases  of  congenital  syphilis  and  some 
premature  deliveries. 

Chloroform  exclusively  was  given  in  377  or  37.7  per  cent,  of 
all  cases;  of  these  115  were  primiparae  and  262  were  multiparee. 
Chloroform,  from  its  introduction  to  the  present  day,  is  the  obstetrical 
anesthetic  par  excellence;  no  general  practitioner  could  do  without 
it,  and  every  hospital  service,  however  well  supplied  with  other 
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means  for  relieving  pain,  should  have  it  at  hand.  Chloroform 
is  easily  carried  in  the  obstetrical  satchel;  it  is  always  ready  for 
instant  use;  it  gives  immediate  rehef,  and  the  parturient  woman  is 
peculiarly  immune  against  its  after-effects.  Every  doctor  knows 
that  the  woman  who  will  be  nauseated  for  a  day  or  two  from  chloro- 
form narcosis  administered  during  some  minor  operation,  will  be 
able  to  take  and  retain  a  nasty  dose  of  ergot,  and  to  eat  and  drink 
as  soon  as  she  recovers  consciousness  from  a  much  deeper  and  more 
prolonged  chloroform  narcosis  during  a  difficult  deHvery. 

Of  course,  since  it  has  been  demonstrated  that  chloroform  may 
cause  the  same  necrotic  changes  in  the  liver  that  are  observed  in 
toxemia,  we  have  given  up  its  use  in  these  cases.  Opie  has  shown 
that,  if  two  noxious  agents  cause  necrotic  changes  in  the  liver,  a 
combination  of  such  two  agents  will  cause  a  greater  amount  of 
destruction  than  would  the  same  quantity  of  either  agent  alone. 
This  fact  is  an  added  reason  for  not  using  chloroform  in  toxemias. 

Opie's  work,  which  was  done  on  dogs,  showed  another  very  im- 
portant result.  In  some  of  the  dogs  the  entire  liver  was  found  to  be 
necrotic,  as  was  shown  by  sections  removed  by  laparotomy;  but  the 
animals  recovered,  and  later  examination  showed  that  the  liver 
had  been  completely  restored.  This  discovery  explains  the  ob- 
servation aU  older  obstetricians  have  made  in  eclamptic  patients 
who  were  kept  under  chloroform  for  long  periods,  who  had  twenty 
or  thirty  or  more  convulsions,  who  remained  comatose  for  several 
days,  and  who  finally  made  a  complete  recovery. 

It  is  possible  to  render  labor  painless  from  beginning  to  end 
by  giving  chloroform  <i  la  reine;  but  it  is  a  more  difficult  and  a  more 
tedious  task  than  to  secure  the  same  end  by  other  means.  Most 
women,  the  moment  they  are  given  ever  so  little  chloroform,  lose 
self-control  and  can  no  longer  be  managed,  except  by  the  more  or 
less  continuous  use  of  the  anesthetic. 

In  former  years,  in  private  practice,  the  writer  often  gave  chloro- 
form d.  la  reine.  More  often  the  patient  was  given  a  few  drops 
of  chloroform  during  a  pain  as  long  as  she  was  bearing  down;  though 
when  she  bore  down,  she  could  not  inhale,  and  consequently  did 
not  get  any  chloroform  worth  mentioning.  Chloroform  is  very 
commonly  employed  during  actual  delivery  after  nitrous  oxid  or 
scopolamine  analgesia;  but  in  cases  of  this  kind  it  usually  takes  no 
more  than  20  or  30  drops  of  chloroform  to  reach  surgical  anesthesia. 

Effect  of  Chloroform  on  the  Fetus. — Of  all  anesthetics  and  analgesics, 
chloroform  is  the  most  dangerous  to  fetal  life.  It  is  a  common 
experience  to  find  a  new-born  infant  so  deeply  under  the  influence 
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of  chloroform  as  to  require  prolonged  artificial  respiration.  Chloro- 
form forms  less  ephemeral  combination  with  the  blood  than  does 
nitrous  oxid,  and  it  requires  a  longer  period  for  its  elimination. 

Some  of  the  stillborn  and  asphyxiated  infants  attributed  to 
nitrous  oxid  or  to  scopolamine,  are  no  doubt  due  to  the  incautious 
use  of  chloroform  in  connection  with  these  agents. 

Eleven  babies  were  stillborn  under  chloroform  and  nine  were  so 
deeply  asphyxiated  as  to  require  artificial  respiration.  Of  these 
latter  cases  six  died  within  a  few  days  after  delivery,  bringing  the 
total  number  of  dead  babies  in  this  class  up  to  seventeen,  or  to 
4.5  per  cent. 

Among  the  seventeen  dead  babies  were  two  macerated  from 
mothers  with  4+  Wassermann  reaction ;  one  case  of  hydrocephalus 
with  craniotomy;  two  cases  of  placenta  previa  delivered  around 
the  thirtieth  week;  one  case  delivered  at  twenty-seven  weeks,  and 
one  case  of  high  forceps  delivery  in  a  contracted  pelvis,  which 
entered  the  hospital  after  being  in  labor  twenty-four  hours  and  after 
frequent  examinations. 

Ether,  exclusively,  was  given  to  fifty-four  cases,  of  which  twenty- 
five  were  primjparae  and  twenty-nine  were  multiparse,  that  is,  to 
about  5  per  cent,  of  all  cases.  These  were  mostly  cases  of  toxemia 
and  eclampsia.  Ether,  in  combination  with  nitrous  oxid  or  with 
scopolamine,  was  used  to  some  extent,  but  not  one-fifth  as  often  as 
chloroform.  Ether  is  comparatively  safe  for  the  mother,  but  not 
so  pleasant  to  take,  and  not  so  easy  to  recover  from  as  chloroform; 
hence  its  exclusive  use  was  restricted  to  cases  in  which  chloroform 
seemed  contraindicated.  The  effect  of  ether  on  the  fetus  is  very 
similar  to  the  effect  of  chloroform.  It  is  not  unusual  to  have  a 
baby  born  evidently  under  the  influence  of  ether  (ether-jag)  and 
requiring  artificial  respiration  and  prolonged  watching. 

Of  the  babies,  seven  were  stillborn,  two  were  deeply  asphyxiated 
and  died  within  a  few  days  after  delivery,  bringing  the  total  number 
of  dead  babies  in  this  group  to  nine,  or  16.6  per  cent.  The  higher 
mortality  in  the  ether-group  finds  its  explanation  in  the  abnormal 
character  of  the  cases  selected  for  this  anesthetic.  There  were 
also  one  case  of  craniotomy  of  a  dead  child  and  one  case  of  decapita- 
tion of  a  dead-locked  twin  in  this  group. 

Nitrous  oxid-oxygen  analgesia  was  used  in  sixty-nine  cases  only. 
We  have  used  nitrous  oxid-oxygen  anesthesia  in  the  operating  room 
for  many  years  and  in  certain  obstetrical  cases  at  all  times,  usually 
with  ether  sequence;  but  we  were  until  recently  unacquainted 
with  the  Klikowitsch  method  of  producing  analgesia.     Since  October, 
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1 91 7,  we  have  been  using  nitrous  oxid-oxygen  analgesia  in  increasing 
numbers  of  cases,  and  we  consider  it  the  safest  and  one  of  the  most 
effective  means  of  abolishing  a  certain  percentage  of  the  pain  and 
anguish  of  child-bearing. 

The  history  of  this  form  of  analgesia  is  interesting.  It  was 
first  practised  in  Petrograd  in  1880,  by  Klikowitsch,  who  published 
his  experience  in  1881  and  was  then  taken  up  by  Winkel  and  by 
Doederlein,  who  convinced  themselves  of  the  effectiveness  and 
absolute  safety  of  the  method.  For  various  reasons,  the  time  had 
not  come  for  its  general  adoption,  and  it  seems  to  have  been  com- 
pletely forgotten. 

In  1 914  it  was  again  employed  by  Dr.  Junius  Hoag  and  Dr.  Frank 
P.  Lynch,  because  Mr.  Clark,  a  maker  of  instruments  for  anesthesia, 
insisted  that  they  use  this  method  on  his  daughter.  Neither  Mr. 
Clark  nor  Drs.  Hoag  and  Lynch  were  at  that  time  acquainted  with 
the  work  of  Klikowitsch;  the  method  is,  therefore,  original  with 
these  three  men.  A  year  later  this  work  was  taken  up  by  Dr. 
Webster  and  his  associates  at  the  Presbyterian  Hospital,  and  to 
this  group  of  Chicago  physicians  we  are  indebted  for  cultivating 
and  popularizing  this  method  and  for  bringing  it  conspicuously  to 
the  attention  of  the  medical  profession. 

This  form  of  analgesia  is  particularly  suited  for  multiparous 
women,  and  is  absolutely  devoid  of  danger  for  mother  or  child.  It 
requires  the  constant  bedside  attendance  of  the  obstetrician,  even 
more  than  does  twilight  sleep.  At  the  oncoming  of  each  pain  the 
patient  is  requested  to  take  from  four  to  six  deep  inhalations,  and 
the  gas  is  then  shut  off  before  the  uterine  contraction  has  reached 
its  height.  The  analgesia  lasts  long  enough  to  render  the  patient 
insensible  to  the  greater  part  of  the  pain,  while  the  fact  that  she 
herself  plays  an  active  part  in  subduing  the  pain,  and  that  she 
remains  conscious  at  all  times,  adds  greatly  to  her  comfort  and 
satisfaction.  At  the  end  of  the  second  stage  of  labor,  the  analgesia 
can  readily  be  deepened  to  anesthesia  by  the  constant  breathing  of 
nitrous  oxid-oxygen.  If  no  ether  is  used  for  intensifying  the 
anesthesia,  the  patient  will  recover  complete  consciousness  before 
she  can  be  removed  from  the  delivery  room.  Nitrous  oxid  does 
not  enter  into  chemical  combination  with  the  tissues,  as  do  chloro- 
form or  ether.  Its  elimination  is  almost  instantaneous  as  soon 
as  the  administration  is  stopped,  and  thus  there  is  absolutely  no 
danger  of  asphyxiated  babies  from  this  source. 

Nitrous  oxid-oxygen  has  no  inhibitory  influence  on  uterine  con- 
tractions; in  some  cases,  in  fact,  it  seems  to  intensify  them. 
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The  use  of  nitrous  oxid  is  contraindicated  in  cases  of  valvular 
disease  of  the  heart,  high  blood  pressure,  and  in  very  feeble  persons. 

The  expense  for  gas  is  not  great  if  used  for  analgesia  alone,  as 
the  portable  gas  machines  make  it  possible  for  the  practitioner  to 
apply  the  method  in  the  patient's  home,  and  even  to  have  the  patient 
administer  the  gas  herself  under  his  instruction  and  in  his  presence. 

In  our  delivery  rooms  we  have  been  using  the  portable  machines 
to  impress  the  students  that  the  method  can  be  used  in  private 
homes;  we  have  also  used  the  larger  machines  of  the  type  used  in 
the  operating  pavilion.  We  derive  the  greatest  satisfaction  from  the 
use  of  a  large  dental  machine,  which  has  a  separate  bag  for  the 
nitrous  oxid  and  for  the  oxygen,  and  has  an  arrangement  by  which 
instant  and  noiseless  changes  are  made  from  pure  nitrous  oxid  to 
pure  oxygen,  or  to  any  percentage  of  oxygen  desired. 

On  the  gynecological  service  on  which  nitrous  oxid-oxygen 
anesthesia  has  been  used  for  years,  the  expense  for  gas  is  quite  con- 
siderable, and  any  device  which  will  reduce  the  amount  of  gas  used 
is  welcome. 

D.  E.  Jackson  has  perfected  a  machine  by  which  the  anesthetic 
(nitrous  oxid,  ether,  ethyl  chloride,  etc.)  is  constantly  rebreathed 
over  and  over  again,  while  the  carbon  dioxid  exhaled  by  the  patient 
is  constant!}'  and  completely  removed  from  the  respired  gases  or 
vapors,  by  passing  them  through  a  tank  filled  with  sodium  hydrate. 
We  have  used  this  machine  since  December,  191 7,  and  find  that  it 
saves  over  50  per  cent,  of  the  expense,  besides  avoiding  the  bad 
features  of  ordinary  rebreathing. 

Of  sixty-nine  babies  delivered  under  nitrous  oxid-oxygen  analgesia 
four  were  stillborn  and  one  was  asphyxiated,  but  recovered.  This 
result  gives  a  fetal  mortality  of  6  per  cent,  in  these  cases.  Among 
them  was  one  case  of  narrow  pelvis  with  prolapse  of  the  cord  and 
an  ii-pound  child;  one  case  of  contracted  pelvis  and  podaHc 
version,  and  one  case  of  anencephalus. 

Scopolamine-narcophine  seminarcosis  was  used  in  393  cases; 
of  the  babies  fifteen  were  stillborn,  and  thirteen  asphyxiated  so  as  to 
need  artificial  respiration.  Of  the  asphyxiated  babies  three  died 
before  the  mothers  left  the  hospital,  bringing  the  number  of  dead 
babies  in  this  group  up  to  eighteen,  or  to  4.6  per  cent.  Among 
these  stillborn  babies  were  one  case  of  hydrocephalus;  one  case  of 
anencephalus  with  spina  bifida;  one  ii-pound  brow-presentation 
with  meningocele;  one  craniotomy  of  the  dead  child  in  a  narrow 
pelvis;  one  child  with  congenital  s}^hilis,  and  five  cases  brought  to 
the  hospital  after  protracted  labor,  in  two  of  which  the  fetal  heart 
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beat  could  no  longer  be  heard,  and  all  five  of  which  required  in- 
strumental delivery  on  account  of  the  mechanical  disproportion 
between  the  pelvis  and  the  fetal  head. 

The  investigation  and  the  employment  of  the  Gauss  method  was 
taken  up  by  the  writer  and  his  associates  just  as  soon  as  the  Medical 
School  had  moved  into  its  new  quarters.  The  newspaper  and  maga- 
zine propaganda  and  controversies  for  and  about  twilight  sleep 
were  at  their  height,  and  it  seemed  a  public  duty  for  an  institution 
such  as  ours  to  make  a  thorough  investigation  of  a  question  in 
which  the  women  of  America  are  so  intensely  and  so  vitally  interested. 

The  perusal  of  the  original  publication  of  Gauss  in  1906  dem- 
onstrated the  fact  that  in  his  initial  series  of  500  cases  he  had 
encountered  and  carefully  recorded  most  of  the  difhculties  and  most 
of  the  objectionable  features  about  which  many  who  took  up  this 
method  of  relieving  the  pain  of  child-bearing,  complained,  and  that 
he  had  overcome  and  avoided  these  difficulties  and  by-efifects  in 
his  later  series  of  cases.  This  is  particularly  true  of  the  administra- 
tion of  morphine,  which  Gauss  held  responsible  for  the  delayed 
respiration  in  some  twilight-babies,  and  which  he  restricts  to  ^-q 
grain,  to  be  given  once  and  once  only  with  the  initial  dose  of 
scopolamine. 

To  the  writer  it  seemed  advisable  that  he  and  those  who  are 
associated  with  him  should  make  themselves  fully  familiar  by  animal 
experiment  with  the  effects  of  the  various  opium  alkaloids  and  of 
scopolamine  or  hyoscine  on  heart  and  respiration,  before  employing 
these  powerful  drugs  in  a  routine  clinical  method. 

These  experiments  were  made  by  Doctor  Otto  H.  Schwarz  in  the 
pharmacological  laboratories  of  the  Medical  School  under  the  guid- 
ance and  constant  supervision  of  Professor  Dennis  E.  Jackson. 
The  experiments  proved  to  our  satisfaction  that  scopolamine  in 
doses  much  larger  than  were  ever  recommended  for  twilight-sleep 
has  no  material  effect  on  blood  pressure  or  on  respiration. 

The  paralyzing  action  of  scopolamine  on  peripheral  nerve- 
endings  was  illustrated  by  its  action  on  the  endings  of  the  vagi  in 
the  bronchioles,  its  action  on  their  inhibitory  terminals  in  the  heart, 
and  its  action  on  the  terminals  of  the  third  nerve  in  the  iris. 

Experiments  on  spinal  dogs  with  morphine,  narcotine,  and  nar- 
cophine,  showed  that  these  alkaloids  act  directly  on  the  muscle  fibers 
of  the  bronchioles,  causing  broncho-constriction.  This  action  was 
most  pronounced  in  morphine,  less  so  in  narcotine,  and  least  in 
narcophine. 

The  interference  of  these  opium  alkaloids  with  the  respiration 
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of  the  new-born  child  is,  therefore,  twofold.  In  the  first  place,  the 
respiratory  center  is  depressed  so  that  it  requires  a  greater  degree 
of  stimulation  to  be  set  in  motion;  in  the  second  place,  there  is 
bronchoconstriction,  which  means  that  the  pipes  leading  to  the  air 
cells  of  the  lungs  are  reduced  in  diameter  and  give  passage  to  only 
part  of  the  usual  volume  of  air.  The  resuscitation  of  a  new-born 
child,  when  there  is  bronchoconstriction  coexisting  with  depression 
of  the  respiratory  center,  is  more  difficult  than  in  ordinary  cases  of 
asphyxia. 

The  drugs  employed  by  us  for  the  clinical  application  of  the 
Gauss  method  of  analgesia  are  principally  the  scopolamine  stable 
"Roche"  and  narcophine;  in  a  few  cases  hyoscine  in  tablet  form  has 
been  used  with  equal  success.  At  present,  hyoscine  in  ampule  form 
is  being  used  in  a  series  of  cases  and  is  giving  satisfaction,  after  an 
older  liquid  preparation  of  the  same  firm  had  been  found  to  be  inert. 

Gauss  in  1906  called  attention  to  the  fact  that  little  difference 
exists  in  the  preparations  of  scopolamine  obtained  from  various 
reliable  firms.  He  had,  among  other  preparations,  used  Burroughs, 
Welcome  &  Co.'s  tablets,  and  it  was  simply  for  the  sake  of  con- 
venience that  later  on  he  limited  himself  to  the  scopolamine-Merck. 
He  pointed  out,  likewise,  that  the  difference  in  reacting  to  the  drug 
is  to  be  sought  more  in  an  individual  disposition  of  the  patient, 
than  in  a  difference  in  the  various  preparations  of  scopolamine 
or  hyoscine. 

These  remarks  were  made  in  regard  to  dry  preparations.  In  deal- 
ing with  solutions  of  scopolamine,  however,  the  writer's  experience 
seems  to  point  out  that  with  the  exception  of  the  scopolamine  stable 
"Roche,"  solutions  of  this  drug  in  ampule  form  are  not  very  stable, 
and  comparatively  fresh  preparations  must  be  used  to  insure  success. 

The  advantage  of  narcophine  over  morphine  is  not  as  great  as 
it  might  appear  at  first  sight.  While  morphine  undoubtedly  has  the 
more  harmful  influence  on  fetal  respiration,  narcophine  is  adminis- 
tered in  dosis  three  times  larger,  and  thus  the  advantage  is  in 
great  measure  lost.  We  use  narcophine  in  3  2"gi"ain  dosis  or  mor- 
phine in  3^^  grain  dosis. 

In  the  beginning  we  followed  the  Freiburg  method  as  closely  as 
we  were  able  and  obtained  average  results;  that  is  to  say,  we  obtained 
amnesia  and  otherwise  perfect  results  in  about  80  per  cent,  of  cases. 
The  remaining  cases  developed  more  or  less  analgesia,  but  no  loss  of 
memory  concerning  what  they  had  passed  through,  and  now  and 
then  we  met  a  case  in  which  scopolamine  greatly  excited  the  patient 
and  had  to  be  stopped.     A  number  of  babies  were  born  in  a  state 
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of  apnea  or  oligopnea,  lasting  from  one  to  ten  minutes,  but  requiring 
no  artificial  respiration. 

When  an  injection  of  scopolamine  had  been  made  within  a  short 
time  before  the  baby  was  born,  the  baby's  skin  at  times  would  show 
large  patches  of  a  peculiar  bluish-red  discoloration,  which,  however, 
soon  disappeared. 

After  carefully  observing  and  recording  the  first  series  of  fifty 
cases,  our  present  method  of  administering  twilight  had  been  de- 
veloped, and  it  continues  to  give  perfect  satisfaction. 

We  use  twihght  practically  as  a  first-stage  measure  only.  As 
soon  as  the  parturient  woman  has  strong  uterine  contractions,  re- 
turning at  regular  intervals  and  beginning  dilatation  of  the  external 
OS  uteri,  she  is  prepared  for  delivery  and  taken  to  one  of  the  de- 
livery rooms.  Her  ears  are  stuffed  with  cotton  soaked  in  olive  oil 
to  keep  out  as  much  sound  as  possible,  and  her  eyes  are  covered  with 
little  pads  of  gauze  held  in  position  by  strips  of  adhesive  plaster 
to  protect  them  against  bright  light. 

The  initial  dose  of  scopolamine  is  H33  grain  or  1.5  c.c.  of  scopo- 
lamine stable  for  an  average  woman  of  from  120  to  150  pounds  of 
weight;  for  smaller  women,  only  i  c.c.  or  3'^oo  grain  is  used,  while 
for  larger  and  heavier  women  2  c.c.  or  Hoo  grain  may  be  used.  With 
this  first  injection,  separately  or  combined,  is  given  ^^  grain  of 
narcophine  or  3^6  grain  of  morphine. 

These  injections  are  given  subcutaneously.  This  procedure  is 
very  important,  as  it  is  not  desirable  to  get  the  scopolamine  to  act 
quickly.  On  the  contrary,  one  wishes  it  to  take  possession  of  the 
patient  very  slowly.  The  dosis  of  scopolamine  is  deposited  in  a 
pocket  under  the  skin,  so  to  speak,  and  its  absorption  takes  place 
gradually,  the  more  slowly,  the  better.  This  first  injection  usually 
causes  dryness  of  mouth  and  throat,  manifested  by  thirst  and  a 
flushed  condition  of  the  face;  the  patient  is  encouraged  to  drink 
water  freely  at  this  stage. 

The  second  injection  is  usually  given  forty-five  minutes  after  the 
first  one.  When  the  time  for  this  injection  approaches,  the  patient 
is  prepared  for  a  vaginal  examination  to  ascertain  the  degree  of 
dilatation,  and  this  procedure  is  repeated  before  every  subsequent 
injection.  If  at  any  time  it  is  found  that  dilatation  is  complete, 
or  nearly  so,  all  injections  of  scopolamine  are  stopped,  as  it  is  not 
desirable  to  give  scopolamine  during  the  second  stage  of  labor.  If 
the  cases  are  properly  selected,  one  is  usually  able  to  give  at  least 
three  injections  before  dilatation  is  so  far  advanced  as  to  contra- 
indicate  the  further  administration  of  scopolamine.     The  second 
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injection,  as  a  rule,  is  as  large  as  the  first  one;  that  is  to  say,  3^^ 33 
grain  for  an  average  woman;  the  narcophine  or  morphine  is  never 
repeated  after  the  first  injection. 

The  memory  test  we  have  abohshecl.  We  test  the  degree  to 
which  our  patients  are  under  the  influence  of  scopolamine  by  a  very 
simple  and,  at  the  same  time,  very  accurate  method.  Before  the 
second  injection,  and  before  each  contemplated  subsequent  injection, 
the  patient  is  requested  to  put  her  index-finger  on  the  tip  of  her  nose, 
while  her  eyes  remain  covered.  If  she  succeeds  in  doing  this 
promptly,  she  still  retains  locomotor  coordination,  and  the  contem- 
plated injection  is  given;  if,  however,  she  moves  her  finger  around 
vaguely  and  misses  the  mark,  she  has  lost  locomotor  coordination, 
and  the  injection  is  omitted,  or  the  dosis  is  reduced,  for  the  patient 
has  the  desirable  amount  of  scopolamine.  In  most  cases  this  stage 
is  reached  about  ten  minutes  after  the  third  injection.  The  third 
injection  is  usually  given  forty-five  minutes  after  the  second  one. 
If  the  patient  at  this  time  shows  signs  of  going  under  the  influence 
of  the  scopolamine,  such  as  drowsiness  or  sleeping  between  labor 
pains,  but  still  manifests  locomotor  coordination,  the  third  injection 
consists  of  }2  00  grain  or  less  for  an  average  woman.  If  no  such 
signs  are  present,  the  original  dosis  of  jiss  grain  is  repeated. 

After  the  third  injection  most  patients  remain  sufficiently  scopo- 
laminized  for  two  hours  or  longer.  At  the  expiration  of  this  period, 
complete  dilatation  of  the  cervix  uteri  has  usually  taken  place, 
and  further  injections  are  unnecessary  or  harmful.  The  first  stage 
of  labor  is  over  or  nearly  so,  and  the  time  is  close  at  hand  at  which 
the  seminarcosis  should  be  deepened  to  complete  anesthesia  by  the 
administration  of  a  little  chloroform  or  some  other  general  anesthetic. 

There  are,  however,  numerous  cases  in  which  the  first  stage  of 
labor  is  protracted  for  many  hours,  and  even  for  a  day  or  two.  This 
condition  is  especially  tiue  of  some  primiparous  women  in  whom  the 
membranes  have  ruptured  before  the  onset  of  labor,  and  of  some 
multiparous  women,  on  whom  thorough  repair  of  cervical  lacerations 
together  with  fixation  of  the  uterus  forward  by  some  abdominal 
method  has  been  perfoimed. 

Some  of  these  women  suffer  intensely  and  for  many  hours  during 
the  first  stage  of  labor  until  dilatation  is  at  last  complete,  and 
final  delivery  is  possible  and  usually  easy  enough. 

The  writer  knows  of  no  method  by  which  this  class  of  women  and 
the  members  of  their  family  can  be  kept  comfortable  and  under 
perfect  control  during  these  long  and  painful  hours  of  the  first  stage, 
which  can  be  at  all  compared  with  twilight  sleep.     It  is  in  these 
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cases  that  the  scopolamine  method  has  proved  itself  the  greatest 
blessing;  it  is  in  these  cases,  likewise,  that  the  administration  of 
the  drug  must  be  watched  most  carefully.  The  amount  of  scopo- 
lamine given  and  the  time  of  making  injections  depend  entirely 
upon  the  degree  to  which  the  patient  appears  to  be  under  the 
influence  of  the  drug. 

The  administration  of  the  drug  should  be  continued  until  the 
patient  has  lost  locomotor  coordination;  and  when  this  stage  is 
reached,  it  should  be  continued  in  small  and  infrequent  doses  to 
keep  the  patient  in  this  desirable  condition. 

The  loss  of  locomotor  coordination  marks  the  one  boundary  of 
twilight  sleep;  the  patient  must  cross  this  boundary  which  should  be 
labeled  "just  enough,"  and  she  must  be  kept  from  crossing  the  other 
boundary,  which  should  be  labeled  "  too  much."  This  other  boundary 
is  reached  when,  during  a  labor  pain,  the  patient's  pupils  no 
longer  show  the  usual  dilatation  at  the  height  of  a  labor  pain,  because 
they  are  already  dilated  at  maximum  by  the  action  of  the  scopo- 
lamine on  the  terminals  of  the  third  nerve  in  the  iris. 

These  are  the  two  boundaries  which  we  watch  by  frequent  tests 
during  the  administration  of  scopolamine  for  twilight  sleep.  We 
test  for  the  presence  or  absence  of  locomotor  coordination  until  we 
know  that  the  patient  has  crossed  the  first  boundary,  and  we  test 
the  pupils  from  time  to  time  during  a  labor  pain,  to  assure  us  that 
they  are  still  capable  of  dilatation,  and  that  the  patient  has  not 
crossed  "the  second  boundary. 

Keeping  the  patients  on  this  narrow  strip  between  these  two 
boundaries,  constitutes  scientific  twilight  sleep.  All  that  goes  be- 
yond the  second  boundary  is  unscientific  drugging,  and  has  as  little 
to  do  with  twilight  sleep  as  the  ordinary  nitrous  oxid-oxygen  anes- 
thesia has  to  do  with  nitrous  oxid-oxygen  analgesia. 

In  primiparous  women  the  scopolamine-analgesia  is  usually  in- 
tensified to  surgical  anesthesia  by  the  inhalation  of  very  small  quan- 
tities of  chloroform,  just  as  soon  as  the  head  is  on  the  floor  of  the 
pelvis  and  the  perineum  begins  to  bulge.  Great  care  is  necessary  in 
the  administration  of  chloroform  after  scopolamine;  lo  to  15  drops 
on  a  gauze  mask  are  usually  sufficient  to  render  the  patient  com- 
pletely relaxed  and  unconscious,  so  that  she  sleeps  and  snores  be- 
tween contractions.  The  doctors  w^ho  administer  this  chloroform 
must  constantly  be  reminded  of  these  facts,  as  otherwise  they  are 
inclined  to  use  it  more  liberally;  and  by  so  doing,  they  not  only- 
chloroform  the  mother  to  a  much  deeper  degree  than  the  occasion 
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demands,  but  they  also  chloroform  the  fetus  so  deeply  that  it  is 
bound  to  be  born  apneic  and  to  become  asphyxiated. 

In  multiparous  women  scopolamine  is  followed  by  chloroform 
only  in  those  cases  in  which  final  delivery  is  abnormally  painful  or 
complicated.  More  often  a  full  dose  of  some  potent  preparation  of 
the  pituitary  gland  is  administered  intramuscularly  at  this  stage, 
partly  to  expedite  the  expulsion  of  ihe  child,  and  partly  to  insure 
good  uterine  contractions  during  the  third  stage  of  labor. 

The  employment  preparations  of  scopolamine  or  hyoscine  in 
connection  with  a  small  single  dose  of  narcophine  or  morphine  in 
the  manner  described,  has  proved  itself  absolutely  safe  for  mother 
and  child.  Furthermore,  we  meet  with  no  failures.  In  about  80 
per  cent,  of  cases  the  results  are  perfect;  in  the  majority  of  the 
remaining  cases  the  relief  from  pain  is  sufficient  to  keep  the  mother 
comfortable  until  the  time  for  the  administration  of  chloroform 
has  arrived.  In  the  few  exceptional  cases  in  which  the  patient 
shows  an  idiosyncrasy  against  scopolamine,  we  give  up  the  attempt 
at  once  and  use  chloralhydrate  in  30-  or  40-grain  doses  (per  rectum, 
dissolved  in  2  ounces  of  mucilage  of  gum  arable  to  prevent 
irritation)  until  it  is  practicable  to  administer  nitrous  oxid-oxygen 
or  chloroform.  Our  sole  aim  is  to  reduce  the  suffering  of  the  child- 
bearing  woman  to  a  minimum  by  means  which  are  without  danger 
to  mother  or  baby;  if  in  a  certain  number  of  cases  our  method  of 
administering  scopolamine  does  not  induce  ideal  twilight  sleep, 
we  hold  that  it  is  the  part  of  wisdom  to  do  without  amnesia,  or  to 
change  to  some  other  analgesia  or  anesthetic  rather  than  to  try  to 
force  the  scopolamine  method  by  giving  larger  or  more  frequent  doses. 

The  method  can  be  employed  with  success  in  well-appointed 
homes,  provided  the  obstetrician  remains  at  the  bedside  throughout 
delivery,  and  provided  he  has  at  his  command  skilled  assistants 
and  trained  nurses.  The  writer  has  used  it  under  those  circum- 
stances in  a  considerable  number  of  cases  and  with  perfect  satisfac- 
tion. It  is  not  likely  to  be  successful  in  the  case  of  deliveries  in 
apartments  or  tenements. 

It  is  unreasonable  to  say  that  the  method  cannot  be  employed 
successfully  by  the  general  practitioner;  for  if  the  practitioner  is  a 
qualified  obstetrician,  he  can  use  this  method  as  easily  and  as 
successfully  as  the  specialist.  If  he  is  not  a  qualified  obstetrician, 
no  method  and  no  parturient  woman  are  safe  in  his  hands. 

It  is  for  this  reason  that  we  are  at  present  using  hyoscine  and 
morphine  in  a  series  of  cases,  although  we  are  well  supplied  with 
scopolamine  stable  and  with  narcophine.     The  former  are  accessible 
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to  every  practitioner,  while  the  latter  may  at  times  be  more  difficult 
to  secure. 

Recapitulation. — Chloroform,  ether,  nitrous  oxid-oxygen,  and  the 
so-called  twilight  sleep  are  all  four  highly  important  means  for  re- 
lieving the  pains  of  child-bearing,  for  regulating  uterine  contractions, 
for  preventing  or  combating  puerperal  convulsions,  and  for  securing 
anesthesia  for  obstetrical  manipulations  and  operations.  All  have 
their  special  indications  and  contraindications,  and  each  one  of  them 
has  advantages  in  certain  classes  of  cases.  Twilight  sleep  is  most 
applicable  during  the  first  stage  of  labor;  particularly  in  primiparous 
women.  When  the  first  stage  is  unusually  protracted  and  painful, 
as  it  is  in  some  cases  of  premature  rupture  of  the  membranes  or  in 
some  cases  in  which  repair  work  has  been  done  on  the  cervix  uteri, 
the  writer  knows  of  no  other  means  equally  capable  of  preventing 
excessive  pain  and  of  accelerating  the  dilatation  of  the  cervix  uteri. 

In  cases  of  delivery  through  the  natural  passages  in  women  who 
on  a  previous  occasion  have  been  delivered  by  abdominal  Cesarean 
section,  it  is  of  the  greatest  importance  to  prevent  all  straining  on  the 
part  of  the  parturient  woman,  and  to  extract  the  child  just  as  soon  as 
dilatation  is  completed,  so  as  to  keep  all  strain,  as  far  as  possible, 
from  the  uterine  scar.  Here  again,  twilight  sleep  is  the  safest  and 
surest  means  of  aiding  dilatation  and  of  preventing  straining. 
Under  twilight  the  patient  will  strain  if  the  doctor  rouses  her  and 
asks  her  to  bear  down,  but  she  will  not  do  it  otherwise;  under  nitrous 
oxid-oxygen  women  usually  cannot  help  bearing  down.  Among 
the  cases  included  in  the  series  here  reported,  are  two  cases  of 
twilight  delivery  after  Cesarean  section.  Obstetrical  Numher  1161, 
April  30,  1915.  In  igii  Cesarean  section  (Clarence  Webster)  and 
removal  of  ovarian  cyst.  Obstetrical  Number  1250,  October  3,  1915. 
In  191 1  Cesarean  section  by  the  writer  followed  by  myomectomy. 
Both  cases  were  kept  under  twilight,  the  one  for  five  hours,  the  other 
for  twelve  hours,  and  were  then  delivered  by  forceps  of  fine  living 
children,  and  both  made  unev'entful  recoveries.  1250  has  been 
delivered  a  second  time  since;  again  twilight  and  low  forceps;  living 
child  and  uneventful  recovery. 

Nitrous  oxid-oxygen  is  best  suited  for  multiparous  women  and 
for  the  second  stage.  Since  we  have  become  familiar  with  its  advan- 
tages and  absolute  safety  for  mother  and  child,  we  use  it  more  often 
and  extend  its  field.  It  has  the  advantage  in  that  it  can  be  used  by 
the  practitioner  in  any  kind  of  home.  For  this  reason  we  demon- 
strate the  use  of  the  portable  machines  in  our  delivery  rooms. 

Chloroform  is  as  indispensable  to  the  obstetrician  as  ever. 
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Ether  is  necessary  for  a  limited  number  of  cases  only,  but  in  these 
cases  we  cannot  work  without  it. 

Morphine  and  chloralhydrate  are  helpful  in  increasing  or  ac- 
celerating the  action  of  the  four  principal  obstetrical  analgesics  and 
anesthetics. 

The  following  tables  covering  the  first  looo  obstetrical  cases 
delivered  in  Barnes  Hospital  are  submitted  to  show  which  anes- 
thetics were  used,  how  many  children  were  born  dead  or  died  before 
leaving  the  hospital  and  in  how  many  low  forceps  were  practised. 

Of  the  1009  children  (there  were  nine  twin  pregnancies)  960  were 
vertex,  fourty-three  breech,  five  face,  and  one  brow  presentation. 

Of  the  mothers,  nine  died.  Among  these  were  several  cases  of 
eclampsia  brought  to  the  hospital  in  desperate  condition,  and 
one  case  of  acute  yellow  atrophy  of  the  liver.  In  no  case  had 
the  anesthetic  anything  to  do  with  the  fatal  ending.  The  one 
doubtful  case  was  that  of  a  woman  with  a  generally  contracted 
pelvis,  who  had  been  in  labor  two  days;  was  brought  to  the  hospital 
in  an  exhausted  condition;  was  delivered  of  a  living  child  by  Cesarean 
section;  lost  very  little  blood  at  the  operation  and  seems  to  have 
died  from  shock.  The  anesthetic  used  was  ether.  The  tables  are 
submitted  without  further  comment. 


TABULATED  RECORD  OF  ONE  THOUSAND  CASES  OF  LABOR 
DELIVERED  AT  BARNES  HOSPIT.\I.,  ST.  LOUIS. 

Obstetrical  Numbers  1085  to  2224  inclusiv^e;  Miscarriages  and  Cases  not  delivered, 

excluded. 
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Number 

Condition  of  children 

Total 

number 
of  dead 
children 

Anesthetic 

Asphyxiated 

Died 
before 
leaving 

Still- 
bom 

Per 
cent. 

Twilight 

Chloroform 

Nitrous  oxid-oxygen .  . 

Ether 

Somnoform 
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69 

54 

4 
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. — . — . 
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2 

0 

I 
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II 
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0 

7 

18 
17 
4 
9 
0 
8 

4   58 
451 
5.80 
16.66 
0.00 
7.76 

Total 

26 

12 

44 

56 

5.60 

CONCLUSIONS. 

Every  expectant  mother  has  the  right  to  demand  the  safe  and 
painless  conduct  of  labor  which  modern  obstetrics  makes  possible. 

Safety  for  mother  and  child  and  the  relief  from  pain  must  go  hand 
in  hand;  both  can  be  attained  if  adequate  obstetric  care  is  furnished 
to  every  mother  before,  during,  and  after  confinement,  and  in  no 
other  way. 

As  long  as  ignorance  regarding  the  facts  in  the  case  remains 
so  general  among  the  mothers  of  this  country;  as  long  as  Christian 
Scientists  and  those  who  complacently  point  out  that  their  grand- 
mothers and  the  Indians  and  the  mothers  of  Central  Africa  got  along 
without  prenatal  care  and  without  modern  obstetricians,  keep  the 
mothers  of  our  own  country  from  seeking  the  protection  of  these 
modern  blessings  and  from  securing  by  united  efforts  the  passage  of 
necessary  laws  which  would  make  it  incumbent  upon  the  communi- 
ties, the  states,  or  the  national  Government  to  make  proper  provisions 
for  all  expectant  mothers,  rich  and  poor,  alike;  just  so  long  will  the 
untold  suffering,  the  waste  of  thousands  of  infants'  lives,  the  im- 
measurable damage  to  health  and  mind  which  fill  our  hospitals  and 
our  institutions  for  the  blind  and  feeble-minded,  continue  to  go 
unchecked. 

For  be  it  remembered  that  toxemias,  puerperal  convulsions, 
postpartum  hemorrhage,  ophthalmoblennorrhea  and  many  other 
complications  of  pregnancy  and  labor,  are  preventable  by  prenatal 
care;  while  other  equally  serious  complications  are  recognized  in 
good  time  and  are  corrected;  and  be  it  remembered  that  the  relief 
from  pain,  desirable  and  wonderful  as  it  is,  constitutes  but  a  small 
part  of  proper  obstetrical  attendance. 

440  North  New  stead  Ave. 
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THE  PATHOLOGY  OF  CHRONIC  METRITIS  AND 
CHRONIC  SUBINVOLUTION.* 

BY 
OTTO  HENRY  SCHWARZ,  M.  D., 

Instructor  of  Clinical  Obstetrics,  Washington  University  School  of  Medicine. 

St.  Louis,  Mo. 

(With  fifteen  illustrations.) 

Chronic  metritis  and  chronic  subinvolution  are  two  g}'necological 
conditions  which,  until  recently,  have  been  considerably  confused, 
and  only  partially  understood.  The  work  of  Szasz-Schwarz, 
1903,  describes  the  changes  which  occur  in  the  distribution  of  elastic 
tissue  in  the  uteri  of  women  who  have  borne  children,  and  distin- 
guishes the  parous  uterus  from  the  nulliparous.  This  work  forms 
the  foundation  on  which  all  the  more  recent  investigation  has  been 
based. 

Pankow,  1906,  confirmed  the  work  of  Szasz-Schwarz;  and 
Goodall,  in  his  work  on  the  involution  of  the  circulatory  system  of 
(he  uterus,  1910,  uses  their  work  as  a  definite  basis  for  his  inves- 
tigations. Shaw,  1914,  confirming  most  of  Goodall's  findings, 
used  this  information  to  differentiate  certain  definite  t\TDes  of  uteri 
which  had  formerly  been  classed,  clinically,  under  the  title  of  chronic 
metritis.  In  a  later  work,  191 7,  Shaw  places  under  the  head  of 
chronic  metritis,  three  t>T3es  of  uteri:  those  due  to  true  chronic 
metritis;  those  due  to  hypertrophy;  and  those  due  to  chronic  sub- 
involution. In  this  investigation  he  examined  100  specimens  and 
points  out  that  one,  and  only  one,  specimen  showed  definite  signs 

*Read  by  title  at  the  Thirty-first  Annual  Meeting  of  the  American  Asso- 
ciation of  Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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of  true  chronic  metritis.  He  modifies  his  findings  by  stating  that 
there  was  considerable  overlapping;  that  many  uteri  which  showed 
changes  due  to  subinvolution,  no  doubt,  also  had  some  change 
due  to  chronic  metritis;  and  that  in  a  very  large  number  of  these 
the  subinvolution  was  due  to  the  presence  of  inflammation,  although 
it  was  impossible  to  say  that  any  of  the  histological  changes  were 
the  result  of  this  condition. 

The  fact  that  Shaw  found  so  little  evidence  of  chronic  inflam- 
mation in  his  specimens,  considering  that  there  is  so  much  inflam.- 
mation  of  the  pelvic  connective  tissue,  endometritis,  and  salpingitis, 
was  rather  surprising.  Further,  in  studying  routine  sections  in 
the  laboratory,  I  frequently  encountered  specimens  of  uteri  which 
showed  definitely  a  chronic  inflammatory  reaction  throughout  the 
musculature.  These  facts  led  me  to  investigate  for  myself,  in 
order  to  confirm  or  to  correct  his  findings. 

To  carry  out  this  investigation,  loo  uteri  which  were  re- 
moved at  operation,  or  at  autopsy,  were  selected;  of  these  seventy- 
eight  only  were  found  suitable  for  this  particular  study.  Those 
rejected  were  uteri  which  had  either  small  myomata  in  the  wall, 
or  nodules  of  the  subserous  variety;  a  few  of  the  discarded  specimens 
were  puerperal  uteri.  These  were  all  examined,  but  have  not 
been  included  in  the  series.  A  detailed  description  of  the  nature 
of  these  specimens  and  the  manner  in  which  they  were  studied  will 
be  given  later.  As  a  whole,  the  group  consisted  of  enlarged  uteri 
which  caused  either  pain,  hemorrhage,  or  leukorrhea,  or  a  com- 
bination of  these  symptoms,  and  showed  no  evidence  of  newgrowth. 

With  the  exception  of  this  mild  criticism,  the  work  of  Shaw  can- 
not be  praised  too  highly.  In  1907  Shaw  published  his  first  paper 
on  the  subject  and  brought  out  several  good  points;  but  in  this 
publication  the  pathology  was  not  definitely  understood.  In 
the  articles  of  1914  and  1917,  in  which  he  used  the  works  of  Goodall 
as  a  foundation,  he  clearly  differentiates  the  three  above-mentioned 
types  by  accurately  studying  their  independent  pathology,  and 
definitely  placed  the  subject  on  a  scientific  basis. 

Pankow,  1906,  states,  as  a  result  of  extensive  investigation,  that 
definite  alterations  were  constantly  found  in  the  distribution  of  elastic 
tissue  in  the  uterus  as  a  whole,  and  more  particularly  about  the  blood- 
vessels, in  women  who  had  borne  children;  and,  as  these  alterations 
were  never  observed  in  the  nulliparous  specimens,  he  feels  that  these 
changes  are  definitely  due  to  one  or  more  pregnancies.  The  es- 
sential findings  in  the  microscopic  picture  are,  in  short,  a  peculiar 
arrangement,  increase,  and  change  of  the  elastic  tissue  of  the  vessel 
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walls,  which  accompany  a  general  increase  of  the  elastic  tissue  in 
the  uterine  wall. 

According  to  this  author,  the  changes  are  so  characteristic  that 
he,  like  Szasz-Schwarz,  maintains  that  by  these  changes  alone  one 
may  decide  whether  the  uterus  is  that  of  a  parous  or  a  nuUiparous 
woman.  Goodall,  referring  to  these  statements,  says  that  it  is 
quite  possible  for  a  parous  uterus  to  undergo  such  extensive  in- 
volution that  the  vessel  changes  have  either  never  appeared,  or  have, 
at  some  later  period,  become  completely  absorbed.     He  looks  upon 


Fig.  I. — A  typical  case  of  chronic  subinvolution.  Enormous  thickening  of 
uterine  wall;  endometrium  also  thickened.  Myometrium,  30  mm.  Marked  in- 
crease in  elastic  tissue;  muscle  tissue  hypertrophic.  The  small  whitish  projec- 
tions from  the  cut  enlarged  are  thickened  blood-vessels.  Three-fourths  actual 
size.     Gyn.  Path.,  No.  695. 

this  condition  as  the  exception  rather  than  the  rule.  In  none  of  my 
specimens  of  multiparous  uteri  were  these  changes  lacking.  To  be 
sure,  in  some  cases  they  were  not  strikingly  marked,  but  they  were 
sufficiently  distinct  to  enable  one  to  make  a  diagnosis  of  previously 
existing  pregnancy.  These  lesser  changes  were  present  particularly 
in  women  who  had  but  one  child.  Pankow  points  out  that  age 
has  no  influence  on  these  findings,  and  that  they  occur  in  the  uteri 
of  young  as  well  as  old  women  who  have  borne  children. 

Pankow  does  not  know  whether  these  changes  occur  after  early 
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abortion  or  not,  as  no  specimen  of  this  character  had  come  into  his 
hands;  but  knowing  that  similar  changes,  only  less  marked,  occur 
in  the  blood-vessels  of  the  endometrium  of  females  past  puberty, 
he  believes  that,  in  cases  of  abortion,  these  changes  should  occur  at 
least  in  the  vessels  of  the  extreme  inner  part,  or  of  the  inner  third 
of  the  endometrium.  As  proof  that  there  is  considerable  truth 
in  this  assumption,  two  examples  are  here  cited:  In  the  first  case 
{Gyn.  Path.,  No.  66i)  the  uterus  was  removed  from  a  patient 
thirty  years  old,  with  a  history  of  one  pregnancy;  gestation  was  in- 


FiG.  2. — Chronic  subinvolution.  Immense  thickening  of  wall,  marked  increase 
in  elastic  tissue,  muscle  tissue  hypertrophic.  Muscle  wall  measures  30  mm. 
Three-fourths  actual  size.     Gyn.  Path.,  No.  468. 

terrupted  by  a  midwife  at  the  end  of  the  third  month,  nine  months 
before  the  removal  of  the  uterus.  In  this  specimen  three  vessels 
showed,  quite  definitely,  bands  of  elastic  tissue  outside  the  media, 
a  condition  which  could  be  readily  attributed  to  previous  pregnancy. 
In  the  other  case  {Gyn.  Path.,  No.  130),  which  will  be  fully  described 
under  the  heading  "Chronic  Metritis,"  the  uterus  was  that  of  a 
uniparous  woman,  aged  thirty-three,  who  miscarried  a  twenty-four 
weeks'  ovum,  six  weeks  previous  to  the  hysterectomy.  In  this  case 
one  vessel  in  the  inner  zone  showed  definite  change  by  the  presence 
of  a  thick  band  of  elastic  tissue  outside  the  media,  encirchng  half 
the  vessel. 
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In  the  series  of  seventy-eight  uteri  studied,  there  were  nine  speci- 
mens of  nulliparous  uteri.  In  none  of  these  specimens  were  there 
any  elastic  tissue  changes  about  the  blood-vessels,  a  fact  which  fur- 
ther substantiates  the  statement  that  the  changes  described  by 
Pankow  are  unquestionably  the  result  of  a  previous  labor.  Shaw, 
on  the  other  hand,  in  his  latest  contribution — 1917,  says  that  among 
100  specimens  there  were  several  from  patients  described  as  nulli- 
parous, which  showed  changes  typical  of  subinvolution.  He  states, 
in  regard  to  these  cases,  that  the  patients  from  whom  these 
specimens  came,  undoubtedly,  had  early  miscarriages;  and  that  the 


Fig.  3. — Chronic  metritis.  Increase  in  size  due  chiefly  to  marked  amount  of 
fibrous  tissue.  Muscle  wall  measures  27  mm.  Three-fourths  actual  size. 
Surgical  Path.,    Xo.    1206. 

changes  were,  in  reality,  due  to  this  cause.     From  my  findings 
I  feel  certain  that  this  must  have  been  the  case. 

Goodall,  in  his  paper  on  the  involution  of  the  puerperal  uterus, 
1910,  briefly  reviews  the  literature  to  date,  and  corroborates  most  of 
Pankow's  work.  As  an  introduction,  Goodall  describes  in  minute 
detail  the  histology  of  the  nulliparous  and  multiparous  uteri,  divid- 
ing the  uterus  into  three  zones:  the  inner,  or  submucosal;  the  mid- 
dle, or  vascular;  and  the  outer,  or  subperitoneal.  In  the  nuUi- 
parous  uterus  the  distribution  of  elastic  tissue  is  as  follows,  in  the  inner 
third,  the  submucosal  zone,  the  elastica  interna  of  the  arteries  is, 
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comparatively,  very  delicate  and,  at  times,  very  imperfect.  The 
media  of  the  vessels  present  only  a  slight  amount  of  fine  elastic 
tissue,  and  frequently  this  cannot  be  definitely  demonstrated.  Good- 
all  finds,  contrary  to  other  writers,  fine  elastic  fibrils  about  the  muscle 
fibers  of  the  inner  zone.  In  several  specimens  which  I  studied, 
the  elastic  tissue  between  the  muscular  tissue  of  the  inner  zone 
was,  apparently,  lacking.  Goodall  has  never  failed  to  make  this 
finding  in  uteri  of  individuals  over  fifteen  years  of  age.  He  attrib- 
utes this  condition  to  the  intensity  of  the  Weigert  stain;  this  may 


Fig.  4. — Hypertrophy.  Nulliparous  uterus.  Increase  due  chiefly  to  increase 
in  musculature.  Myometrium,  22  mm.  Only  slight  increase  in  fibrous  tissue. 
Three-fourths  actual  size.     Gyn.  Path.,  No.  577. 

be  due  to  overstaining,  as  fibrous  tissue  takes  the  stain.  Staining 
with  orcein,  or  some  other  method,  might  have  brought  out  this 
point.  In  the  vascular  zone,  in  the  larger  vessels,  the  elastica  interna 
is  prominent,  and  presents  a  homogeneous  corrugated  band.  In 
slanting  sections  of  the  vessel  it  will  be  seen  that  the  elastica 
interna  consists  of  thin,  closely  parallel  fibers  running  together. 
In  the  media  elastic  tissue  fibers  are  distinctly  seen;  none  of  them 
encircling  the  vessel  completely.  In  the  adventitia,  and  between 
the  muscle  bundles  of  this  zone,  very  little  elastic  tissue  is  observed. 
In  the  outer  zone  immediately  under  the  peritoneum,  there  is  a  layer 
of  fibrous  and  elastic  tissue,  which  branches  out  freely  between  the 
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muscle  bundles  and  between  the  smaller  fasciculi.  It  gradually 
disappears  as  it  approaches  the  middle  zone,  but  frequently  it  may 
be  traced  to  the  vessels  of  this  zone.  Goodall  states  that  in  some 
nulliparous  uteri  the  elastic  tissue  may  be  so  increased  as  to  repre- 
sent a  uniparous  uterus.  In  none  of  the  nine  cases  of  this  character 
which  I  examined,  however,  was  I  able  to  demonstrate  this  change. 

In  the  inner  third  of  the  nulliparous  uterus,  the  most  characteristic 
sign  of  this  type  is  the  presence  of  a  thick  collar  of  elastic  tissue 
which  surrounds  the  weak  walls  of  the  small  arteries,  and  which 
may  either  encircle  the  vessel  completely,  or  it  may  be  crescentric 
in  character.  This  tissue  has  some  interesting  features,  it  is  con- 
spicuous by  its  isolation  in  a  tissue  which  is  comparatively  free 
from  stout  elastic  tissue;  it  sends  very  few  fibers  into  the  surround- 
ing tissue  from  its  outer  margin;  it  lies  in  immediate  contact  with 
the  media  of  the  vessels,  though  in  some  cases  a  thin  layer  of  fibrous 
tissue  intervenes.  Goodall  suggests  that  these  changes  might  occur 
in  other  conditions.  As  an  example  he  mentions  large  submucous 
myoma,  the  changes  taking  place  after  the  removal  of  the  tumor. 
This  certainly  appears  probable.  Goodall  asks  the  question,  whether 
or  not  the  changes  are  a  necessary  sequence  of  pregnancy?  He 
states  that  two  of  his  nulliparous  specimens  show  no  vessel  changes 
whatsoever,  and  only  a  slight  increase  in  the  elastic  tissue  in  general. 
In  my  series  all  parous  uteri  revealed  the  vessel  changes  in  the  inner 
zone. 

In  the  middle  zone  the  vessel  walls  are  thicker  and  contain  a 
large  amount  of  elastic  tissue  in  their  media.  The  elastica  interna 
is  usually  composed  of  many  concentric  layers.  The  numerous 
re-duplications  of  the  elastica  interna  may  almost  completely 
obhterate  the  lumen.  This  hx^pertrophy  of  the  internal  elastic 
membrane  so  impinges  on  the  media  that  it  may  almost  cause  its 
disappearance,  a  case  in  which  the  h\-perplastic  layers  of  the 
elastica  interna  and  adventitia  meet.  The  elastic  tissue  in  the 
adventitia  is,  usually,  strikingly  increased;  and  continuations  of 
these  fibers  run  plainly  into  the  interfascicular  tissue.  The  veins 
are  frequently  constructed  of  irregular  lumina;  the  walls  are  built 
up  of  abundant  diffusely  placed  elastic  tissue,  sometimes  taking  in 
the  whole  vessel,  at  other  times  forming  only  a  very  small  part  of 
it.  Every  intermediate  t}'pe,  between  these  extremes,  is  found. 
In  the  outer  zone  there  is  considerable  increase  in  the  elastic  tissue 
under  the  peritoneal  surface,  between  the  muscle  fibers,  and  around 
the  vessels;  for  the  most  part  it  appears  in  a  swollen  condition  and 
in  large  strands.     In  the  vessels  themselves  the  elastica  interna  is 
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usually  normal  in  appearance,  and  the  muscular  wall  is  well  defined; 
but  one  frequently  sees  an  increase  of  the  elastic  tissue  of  the  media. 
The  thickly  walled  veins  consist  of  muscle,  with  fibrous  and  elastic 
tissue  interdispersed;  the  elastic  tissue  constitutes  the  bulk  of  the 
vessel. 

Goodall  chiefly  describes  the  involution  of  the  circulatory  system 
after  labor.  He  studied  a  series  of  puerperal  uteri,  and  some  of  his 
conclusions  are  as  follows: 

(i)  The  uterus  renews  all  its  arteries  after  each  pregnancy.  The 
renewal  always  consists  in  the  building  of  a  new  vessel  within  the 
lumen  of  the  old  one.  In  cases  in  which  a  small  vessel  is  built  within 
one  of  smaller  caliber,  i.e.,  vessels  that  supply  the  placenta,  the 
new  vessel  will  have  three  completely  new  coats,  interna,  media, 
and  adventitia.  In  the  case  of  a  vessel  which  has  to  reduce  its 
cahber  but  slightly,  i.e.,  ordinarily  vessels  that  do  not  take  part  in 
the  placental  supply,  the  new  vessel  will  build  for  itself  a  new  interna 
and  incorporate  as  much  of  the  media  of  the  old  vessel  as  is  required 
to  complete  its  wall. 

(2)  In  normal  cases,  the  walls  of  the  old  vessels,  which  have 
become  superfluous,  slowly  undergo  destructive  changes,  and  are 
completely  absorbed. 

(3)  Under  the  influence  of  advanced  age,  chronic  wasting,  or 
acute  disease,  the  destruction  and  absorption  are  very  incomplete. 

(4)  The  difference  between  the  parous  and  nuUiparous  uteri  arises 
out  of  the  incompleteness  of  destruction  and  absorption  of  waste 
products. 

(5)  When  elastic  tissue  of  the  parent  vessel  remains  in  the  uterus 
unabsorbed,it  undergoes  either  "vitreous  degeneration"'  or  "vitreous 
hypertrophy."  The  latter,  unless  disturbed  by  a  subsequent  preg- 
nancy, will  remain  throughout  the  woman's  life. 

(6)  The  fibrous  tissue  undergoes  hyaline  degeneration,  with  slow 
absorption  of  the  hyaline  substance. 

"Vitreous  degeneration"  is  a  term  which  Goodall  suggested  for 
the  changes  which  take  place  in  the  elastica  interna  and  elastic 
tissue  in  general  during  involution.  The  process  starts  with  the 
initial  swelling  of  the  elastic  tissue  until  its  final  absorption  in 
the  process  of  involution.  Goodall  describes  the  condition  as 
follows:  The  elastica  begins  to  swell  to  enormous  proportions,  and 
with  this  sweUing  the  fibers,  instead  of  staining  deep  black,  take  a 
deep  red  Port  wine  color.  This  change  first  affects  the  sides  of  the 
elastica  interna,  the  intervening  portion  still  holding  the  black  stain. 
The  entire  elastica  becomes  a  deep  red,  swollen,  hyaline  mass.     The 
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subsequent  stages  consist  in  a  gradual  loss  of  staining  properties. 
From  the  dark  red  color  it  fades  to  a  pale  red,  homogeneous,  vitreous 
substance;  then  to  a  pale  brick  red,  into  a  yellow,  and  finally  to  a 
colorless  mass.  These  descriptions  pertain  to  sections  stained  by 
the  Weigert's  Von  Gieson  stains.  If  at  some  stage  of  this  degenera- 
tion the  process  is  arrested,  the  stage  of  absorption  not  being  reached, 
the  swollen  elastic  tissue  has  the  power  of  regaining  its  staining 
properties  with  Weigert's.  It  does  not  take  the  stain  so  deeply, 
but  it  is,  usually,  seen  as  a  bluish  black  or  grayish  black  substance 
surrounding  the  new  vessels  more  or  less  completely,  all  depending 


Fig.  S-— Photomicrograph.  Chronic  subinvolution.  \e=.cls  of  the  inner  zone 
show  marked  mcrease  in  the  elastic  tissue.  Note  how  the  new  smaUer  vessel  is 
completely  surrounded;  the  thin  internal  elastic  membrane  can  be  definitely 
seen.     "\\  eigert's  Van  Gieson  stain.    Gyn.  Path.,  No.  686, 

upon  the  lack  or  amount  of  absorption  that  has  taken  place.  Good- 
all  caUs  this  process  "vitreous  hypertrophy."  This  vitreous  hyper- 
trophy, owing  to  lack  of  absorption  of  the  old  vessel,  is  found,  more 
or  less,  in  aU  multiparous  uteri.  Very  rarely  this  absorption  mav  be 
so  complete  as  not  to  show  at  least  a  few  vessels  in  the  condition 
described.  I  found  no  uniparous  or  multiparous  uterus  without  it, 
and  no  nuUiparous  uterus  with  it.  When  this  absorption  of  the 
elastic  tissue  is  arrested  throughout  the  uterus  in  a  marked  degree, 
it  gives  rise  to  the  condition  known  as  chronic  subinvolution.  The 
normal  multiparous  uterus  shows  these  changes  in  a  varying  degree; 
in  many,  particularly  in  the  uniparous  uteri,  only  the  slightest  traces 
are  left,  and  the  amount  in  many  instances  seems  directly  propor- 
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tional  to  the  number  of  pregnancies.  This,  however,  is  by  no  means 
the  rule,  as  in  my  series  there  were  several  multiparous  uteri  which 
showed  little  change;  and  a  few,  with  one  or  two  pregnancies,  in 
which  the  changes  were  quite  marked. 

Following  the  work  of  Goodall,  the  investigations  of  Shaw  on 
so-called  chronic  metritis  are  of  great  importance.  The  three 
publications  of  Shaw  appeared  in  1907,  1914,  and  191 7;  and  it  is 
particularly  interesting  to  note  the  distinct  progress  made  succes- 
sively in  each  of  these.  In  the  last  article,  which  appeared  in  Eden 
and  Lockyer,  '"New  System  of  Gynecology,"  he  reviews  the  subject 
thoroughly  and  classifies  the  uteri  according  to  their  pathology. 


'■'  'i^^^^k^-'''-^< 

-/,f 

^fwm» 

» 

^ 

V;.;         ^  ;.^^^                ■^^^^"  ■' 

0 

,■  -.^-^m      W    '' 

♦.-, 

Z^      >.  .  V^^^^'ii-        ^«"'''^ 

W  [-M^^J.- : 

■  ,■  >  • 

Fig.  6. — Photomicrograph.  Chronic  subinvolution.  IMiddle  third  of  vein 
markedly  thickened,  owing  to  the  large  amount  of  elastic  tissue  in  outer  half  of 
wall.  The  surrounding  intermuscular  elastic  tissue  is  increased  and  can  be 
traced  to  the  vein  wall.     Weigert's  Van  Gieson  stain. 

This  classification  I  have   strictly  adhered   to  in   describing  and 
diagnosticating  my  series. 

Shaw,  1906,  discussed  the  pathology  of  chronic  metritis.  At 
this  time  his  investigations  were  limited  to  the  hemotoxylin  and 
eosin  and  Von  Gieson  staining.  He  studied  particularly  the  relative 
amounts  of  muscular  tissue  and  fibrous  tissue.  His  method  con- 
sisted of  examining  the  entire  section  from  peritoneum  to  mucosa, 
taking  in  as  many  as  forty  or  fifty  fields.  This  was  done  by  placing 
the  slide  on  a  mechanical  stage  and  moving  it  from  field  to  field  under 
high  power  until  the  entire  thickness  of  the  wall  was  covered.  In 
regard  to  the  normal  amount  of  connective  tissue  he  quotes  Meier, 
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who  Studied  a  series  of  uteri  in  this  manner.  Under  normal  con- 
ditions Meier  found  a  regular  increase  in  musculature  from  child- 
hood to  twenty  years.  For  the  next  ten  years  a  constant  relation 
exists  between  muscle  and  fibrous  tissue.  After  the  age  of  thirty  the 
musculature  progressively  decreases  in  quantity.  This  writer 
quotes  Lorentz  in  estimating  the  amount  of  connective  tissue  in 
chronic  metritis  as  from  45  to  60  per  cent.,  with  an  average  of  50 
per  cent.  Meier  places  the  connective  tissue  for  a  normal  parous 
uterus  at  46.5  per  cent.     Shaw  estimates  the  latter  at  39.4  per  cent., 


Fig.  7. — Photomicrograph.  Chronic  subinvolution.  Outer  third  of  uterus, 
showing  marked  increase  in  elastic  tissue  between  the  muscle  bundles.  The 
internal  black  areas  in  the  picture  stained  a  deep  blue-black  with  Weigert's. 
Weigert's  Van  Gieson  stain.     Gyn.  Path.,  Xo.  402. 


and  the  former  at  30.5  to  50  per  cent.,  with  an  average  of  40.4 
per  cent.  Shaw  calls  attention  to  this  very  slight  increase  in  fibrous 
tissue,  4  per  cent,  in  the  cases  of  Meier  and  Lorentz,  and  only  0.8 
per  cent,  in  his  own  calculations.  He  deduces  from  this  estimate 
that  the  marked  increase  in  thickness  must  be  due  to  other  struc- 
tures, and  thinks  that  it  is  the  result,  in  great  part,  of  hypertrophy 
of  the  muscle. 

The  conclusions  reached  in  this  paper  are  as  follows: 

1.  Chronic  metritis  is  a  simple  hypertrophy  of  the  mesometrium 
and  is  not  a  connective-tissue  h\-perplasia. 

2.  The  percentage   of  connective    tissue   varies   considerably  in 
the  different  specimens  of  chronic  metritis.     There  is  no  evidence 
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of  active  inflammation  as  shown  by  small-celled  infiltration  or 
cicatricial  tissue. 

3.  Chronic  metritis  is  never  a  primary  affection;  it  is,  usually, 
secondary  to  chronic  endometritis,  though  it  may  be  associated 
with  any  pelvic  or  uterine  disease  leading  to  increased  uterine 
contraction  or  vascularity.  The  average  age  of  the  patients  was 
38.3,  which  is  well  below  the  average  age  of  the  menopause,  and 
proves  that  the  chmacteric  period  is  not  the  causal  factor. 

These  conditions  bring  out  some  interesting  points.  In  the 
first  place,  as  Shaw's  later  work  undoubtedly  proves,  many  of  the 


Fig.  8. — Photomicrograph.  Chronic  subinvolution.  Edema  and  liquefac- 
tion of  the  connective  tissue  of  the  outer  third.  Hyaline  areas  were  occasionally 
seen  in  such  sections,  both  in  the  connective  tissue  and  in  a  few  of  the  muscle 
bundles  immediately  adjacent  to  the  white  edematous  or  licjuefied  areas  seen  in 
the  section.     Hematoxylin  and  eosin  stain.     Gyn.  Path.,  Xo.  695. 

cases  studied  were  cases  of  chronic  subinvolution,  particularly  those 
showing  the  increase  in  muscle  and  the  absence  of  small  cell  infiltra- 
tion. Secondly,  in  the  cases  of  marked  increase  in  connective  tissue, 
this  increase  is  not  enough  to  account  for  the  entire  size  of  the 
organ,  and  the  muscularis  tissue  also  plays  a  role  in  it,  the  increase 
in  such  cases,  a  point  which  will  be  discussed  under  "True  Chronic 
Metritis." 

Shaw,  1914,  considers  the  classification  of  chronic  metritis,  stating 
that  there  are  at  least  two,  if  not  more,  divisions.  In  this  paper 
he  describes  two  of  these  groups.  Shaw  points  out  the  fact  that 
subinvoluted  uteri  with  large  amounts  of  elastic  tissue  form  the  main 
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mass  of  these  uteri,  which,  chnically,  are  diagnosticated  as  chronic 
metritis.  The  first  group  he  describes  under  the  head  of  "Chronic 
Subinvolution."  This  group  consisted  of  enlarged  uteri  associated 
with  symptoms  of  pain,  hemorrhage,  and  leukorrhea — hemorrhage 
was  the  most  constant  of  these  symptoms.  He  presents  twenty-five 
cases  in  this  group.  The  most  important  changes  in  these  uteri 
are  to  be  found  in  the  amount  and  distribution  of  elastic  tissue, 
which,  in  this  class,  has  the  same  distribution  as  in  the  normal 
multiparous  uterus,  except  that  it  is  more  abundant.  The  vessels 
are  surrounded  by  thick  slabs  of  dense  elastic  tissue,  and  much  of  it 
is  found  between  the  muscle  bundles.  Hemorrhage  was  particularly 
marked  in  those  cases  which  showed  extensive  lesions.  Of  the 
twenty-five  cases,  all  but  two  suffered  from  hemorrhage.  Twenty 
of  them  had  three  or  more  children.  Nine  of  these  cases  had  findings 
of  pelvic  inflammation. 

In  the  second  group  Shaw  places  the  cases  due  to  hypertrophy. 
In  the  former  group  uniparous  or  multiparous  uteri  alone  are 
concerned;  but  in  the  hypertrophy  group  only  nulliparous  cases 
are  found.  These  uteri  are  regularly  enlarged  and  cause  symptoms 
similar  to  those  of  the  previous  group;  namely,  hemorrhage,  pain, 
and  leukorrhea.  In  four  cases  which  were  placed  in  this  group, 
a  marked  thickening  of  the  endometrium  and  musculature  was 
observed.  The  findings  here  were  a  normal  nulliparous  distribu- 
tion of  elastic  tissue,  with  no  increase  in  the  percentage  of  fibrous 
tissue.  The  thickness  in  this  group  is  as  great  as  in  the  preceding 
group,  but  instead  of  being  due  to  lack  of  absorption,  it  is  due  to  an 
evident  hypertrophy  of  all  the  constituents  of  the  uterine  wall. 

Shaw  thinks  that  in  these  cases  the  endometrium  is  primarily 
at  fault.  This  thickening  of  the  endometrium,  if  persistent,  will 
act  as  a  foreign  body  and  give  rise  to  increased  contraction,  resulting 
in  so-called  "work  hypertrophy."  The  mucosa,  still  more  increased 
at  the  menstrual  period,  which  should  give  rise  to  still  further  con- 
tractions, causes,  as  was  the  finding  in  all  four  of  his  cases,  a  severe 
dysmenorrhea.  In  my  series  I  also  put  in  this  class  several  uteri 
of  women  who  had  had  children.  Histologically  they  answered 
all  the  requirements  of  this  group:  a  marked  hyperplasia  of  the 
endometrium;  no  increase  in  connective  tissue;  a  uterine  wall  show- 
ing marked  thickness,  due  almost  wholly  to  muscular  tissue;  no 
increase  in  elastic  tissue  except  for  a  slight  amount  in  one  or  two 
submucosal  vessels,  which  stamps  the  uterus  as  parous.  I  consid- 
ered this  division  the  only  one  in  which  these  specimens  could  be 
placed,  and  as  Shaw  considers  these  changes  in  the  wall  secondary 
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to  a  marked  glandular  hyperplasia  of  the  endometrium,  as  a  result 
of  "work  hypertrophy,"  a  supposition  which  is  wholly  logical,  I 
do  not  see  why  these  uteri  should  not  be  put  in  the  second  group. 
Glandular  hyperplasia  occurs  in  the  multiparous  as  well  as  in  the 
nuUiparous  uterus;  and  if  we  find  a  multiparous  uterus,  as  I  have 
done,  with  no  increase  in  fibrous  tissue,  no  increase  in  elastic  tissue, 
and  no  signs  of  inflammatory  reaction,  yet  with  a  marked  hyper- 
plasia and  a  markedly  thickened  uterine  wall,  we  must,  necessarily 
place  it  in  this  group. 


Fig.  9. — Photomicrograph.  Chronic  metritis.  Outer  third  of  the  uterus 
showing  a  rather  marked  diffuse  lymphoid  cell  infiltration.  A  large  area  is 
seen  a  short  distance  from  the  center  of  the  field.  Hematoxylin  and  eosin  stain. 
Gyn.  Path.,  No.  130. 

Shaw,  191 7,  described  chronic  metritis,  subinvolution,  and  hyper- 
trophy. The  additional  classification  of  chronic  metritis  is  the 
principal  feature  of  this  publication.  He  states  that  only  the  uteri 
which  show  a  definite  pathological  change  due  to  inflammation, 
the  late  result  of  either  an  acute  metritis  or  a  chronic  inflammation, 
belong  to  this  class.  He  points  out  that  this  term  was  used  on  the 
supposition  that  the  enlarged  uteri,  complicated  with  pain,  hemor- 
rhage, and  leukorrhea,  were  solely  of  inflammatory  origin;  but  that 
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they  were  really  the  result  of  subinvolution.  Clinically,  he  suggests, 
the  term  is  convenient  for  general  application,  but  pathologically 
it  must  be  divided  into  classes. 

In  my  opinion,  although  I  found  evidence  of  inflammation  in 
thirteen  out  of  seventy-five  specimens,  it  is  a  question  whether 
this  term  is  the  best  and  most  descriptive.  This  point  will  be 
discussed  later.  Shaw  asks  the  question:  "Is  there  such  a  condition 
as  true  metritis?"  He  then  states  that  in  the  whole  literature 
of  the  subject  there  is  much  confusion  between  chronic  metritis  and 
subinvolution;  and,  while  the  microscopic  appearance  of  the  latter 
condition  is  well  described,  he  has  been  unable  to  find  a  separate 
detailed  description  of  the  former  and  of  the  latter.  These  state- 
ments, as  I  have  mentioned  before,  led  me  to  take  up  the  study, 
and  I  have  been  able  to  show  cases  that  clearly  fulfil  all  require- 
ments necessary  to  place  them  in  this  class;  in  particular,  case 
{Gyn.  Path.,  No.  130),  which  will  be  explained  fully  when  in  the 
account  of  my  own  experience  with  this  group.  Shaw  says,  to  prove 
that  true  chronic  metritis  does  occur,  that  it  is  necessary  to  make 
use  of  a  uterus  which  has  never  been  pregnant;  otherwise  changes 
due  to  subinvolution  obscure  the  results.  With  this  statement 
I  cannot  agree.  Frequently  the  changes  due  to  a  previous  pregnancy 
are  so  slight  that  they  are  found  only  after  careful  search  in  the  entire 
section;  and  it  is  reasonable  to  assume  that  chronic  inflammation 
of  the  uterus  may  occur  in  a  uterus  of  this  kind  as  well  as  in  any 
other.  He  further  states  that  multiparous  uteri  are  removed  with 
the  diagnosis  of  chronic  metritis,  in  which  the  symptoms  date  from 
a  septic  infection,  and  which  show  matted  appendages,  the  unmistak- 
able signs  of  an  old  inflammation;  but,  microscopically,  these 
cases  reveal  only  the  changes  of  chronic  subinvolution.  This  is  sub- 
stantiated by  several  similar  specimens  of  my  series.  It  does 
not  necessarily  mean,  however,  that  we  may  not  have  a  multi- 
parous uterus  without  signs  of  subinvolution  and  inflammatory 
lesions.  In  Shaw's  series,  only  one  case  could  be  placed  in  this  class. 
In  this  instance  the  patient  was  thirty  years  old.  A  nulliparous 
uterus  and  its  appendages  were  removed.  The  appendages  were 
matted  together  and  many  adhesions  appeared  throughout  the 
pelvis.  The  uterine  wall  was  hard  and  measured  three-fourths  of  an 
inch  in  thickness.  The  only  change  in  the  uterine  wall,  found 
microscopically,  was  an  increase  in  fibrous  tissue  throughout  its 
entire  structure,  particularly  in  the  outer  third.  The  presence 
and  distribution  of  elastic  tissue  were  normal.  No  mention  is 
made  of  lymphoid  cell  infiltration. 
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In  the  series  of  seventy-eight  specimens  which  I  studied,  I  fol- 
lowed, more  or  less,  the  routine  of  Shaw,  using  his  classifications, 
and  attempting  to  place  the  specimens  accordingly  with  a  few  excep- 
tions. In  several  cases,  where  there  was  an  obvious  overlapping 
between  chronic  metritis  and  chronic  subinvolution,  I  placed  the 
specimens  in  a  separate  class.  Whenever  a  uterus  showed  no 
definite  changes,  no  marked  thickening,  no  increase  in  fibrous  tissue, 
no  increase  in  elastic  tissue,  no  round-cell  infiltration,  or  h^^per- 
trophy,   it  was  placed  in   the  class  of  normal  uteri.     There  were 


Fig.  io. — Photomicrograph.  Chronic  metritis.  Outer  third,  showing  marked 
increase  in  connective  tissue.  The  intermuscular  strands  stain  bright  red  with 
Weigert's  Van  Gieson  stain.     Gyn.  Path..,  No.  130. 


also  several  specimens  that  could  answer  only  the  description  of  the 
senile  uterus.  Blocks  were  taken  from  the  thickest  portion  of  the 
uterine  body  including  endometrium  and  peritoneum.  These 
were  placed  in  celloidin  and  cut  10  to  12  microns  in  thickness, 
the  smaller  blocks  in  ten,  the  larger  blocks  in  twelve.  Of  each 
block  two  sections  were  stained,  one  by  hematoxylin  and  eosin, 
and  another  by  the  Weigert-Van  Gieson  method.  In  using  the 
latter,  I  allowed  all  sections  to  lie  in  the  stain  over  night.  The 
clinical  data  secured  were  similar  to  those  obtained  bv  Shaw  in  his 
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work  of  1914;  namely,  the  age  of  the  patient,  number  of  pregnancies, 
number  of  years  since  last  pregnancy,  duration  and  character  of 
symptoms,  especially  concerning  as  regards  hemorrhage,  pain,  and 
leukorrhea.  The  operative  and  subsequent  microscopic  findings 
in  regard  to  pelvic  inflammation  were  also  recorded.  The  sections 
were  measured,  and  the  thickness  of  both  endometrium  and  myo- 
metrium was  determined  separately.  The  condition  of  the  endo- 
metrium, and  the  distribution  of  elastic  tissue  throughout  the  wall, 
and  around  the  vessels,  were  noted  and  described;  the  presence  of 


Fig.  II. — Photomicrograph.  Chronic  metritis.  Outer  third,  sho\\-ing  marked 
increase  in  connective  tissue.  The  dark  intermuscular  strands  took  a  bright, 
crimson  stain  with  the  Weigert's  Van  Gieson  stain.  Xo  el  vStic  tissue  stain  was 
at  all  evident,  with  the  exception  of  a  few  fine  strands. 

round-cell  infiltration  was  looked  for.  The  hematoxylin  and  eosin 
stained  sections  were  preferably  employed  for  this  purpose.  The 
amount  of  increase  or  decrease  of  connective  tissue  was  carefully 
studied  in  relation  to  the  uterine  muscularis. 

This  routine  study  placed  the  following  number  of  cases  in  the 
various  classes:  chronic  subinvolution,  thirty-eight;  chronic  metritis, 
thirteen;  chronic  metritis  and  chronic  subinvolution  combined, 
nine;  hj-pertrophy,  four;  normal,  eleven;  senile,  three.  Each 
group  will  be  described  separately;  the  pathological  groups  will  be 
taken  first,  in  the  order  of  their  frequency.  After  the  description 
of  each  group  the  cHnical  history  and  pathological  description  of 
one  or  two  of  the  best  examples  of  that  particular  t\'pe  will  be  given 
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in  detail.  The  illustrations  for  the  most  part  are  taken  from  these 
cases  and  will  be  referred  to  in  the  text. 

Chronic  Subinvolution. — In  this  group  were  placed  those  speci- 
mens which  show  a  definite  increase  in  the  distribution  of  elastic 
tissue,  which,  in  many  cases  was  unusually  great.  The  increase 
was  particularly  marked  around  the  arteries  of  the  inner  third, 
around  both  veins  and  arteries  of  the  middle  zone,  and  between  the 
muscle  bundles  of  both  middle  and  outer  thirds,  particularly  the 
outer.  Fig.  5  shows  the  marked  increase  around  the  arteries 
of  the  inner  third.  It  illustrates  the  so-called  collar  or  pad  of  elas- 
tis  tissue  very  well.  In  these  cases  there  was  little  or  no  absorp- 
tion as  the  prominence  of  these  collars  indicate.  Fig.  6  shows  very 
well  the  marked  increase  in  elastic  tissue  in  the  wall  of  a  vein  of  the 
middle  third;  the  entire  outer  half  of  the  wall  is  made  up  of  elastic 
tissue,  sending  many  ramifications  into  the  adjacent  muscle  bundles. 
This  picture  was  often  seen  throughout  this  class.  An  almost 
constant  feature  was  the  marked  increase  between  the  muscle  bun- 
dles of  the  outer  third,  as  illustrated  in  Fig.  7.  The  increase  is 
shown  by  the  heavy  black  strands  interlacing  betweeii  the  muscle 
bundles;  practically  no  red  connective  tissue  is  seen  in  such  a  section. 
The  black  in  the  picture  stained  intensely  black  with  Weigert's  in 
the'section. 

Another  constant  feature  of  this  class  was  the  considerable  amount 
of  edema  present  in  many  of  the  specimens.  This  edema  was  occa- 
sionally noticeable  in  the  cases  of  chronic  metritis,  but  was  more 
constantly  found  in  the  cases  of  chronic  subinvolution.  This 
picture  was  particularly  marked  in  many  cases.  It  was  found  most 
frequently  in  the  inner  portion  of  the  outer  third  where  the  lym- 
phatics are  comparatively  large  and  numerous.  The  connective 
tissue  between  the  muscle  fibers  was  distinctly  edematous  and  often 
seemed  to  be  in  a  state  of  liquefaction.  Hyaline  changes  were 
occasionally  found  in  these  areas  and  sometimes  the  adjacent 
muscle  fibers  seemed  to  be  involved,  as  shown  in  Fig.  8.  The 
lymphatics  were  dilated  in  many  instances. 

The  whole  picture  impressed  me  by  its  resemblance  to  the  so-called 
hyaline  changes  and  liquefaction  in  myomata.  In  my  opinion,  this 
condition  plays  a  considerable  part  in  increasing  the  size  of  the 
uterine  wall.  The  individual  muscle  cells  also  seemed  enlarged;  in 
many  instances  they  stain  poorly  and  have  a  cloudy  appearance.  I 
take  it  that  in  these  cases  the  apparent  increase  in  the  musculature 
is  due  to  the  enlargements  of  the  individual  cell.  By  a  rather  crude 
method  with  a  stage  micrometer,  I  counted  several  similar  areas  in 
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a  nulliparous,  normal  uterus  and  compared  them  with  similar  areas 
in  cases  of  subinvolution  and  chronic  metritis.  In  the  two  conditions 
last-named  there  were  found,  on  an  average,  about  three-fifths  as 
many  cells  as  in  the  normal  nulliparous  uterus.  The  fewest  cells 
were  found  in  the  cases  of  marked  chronic  subinvolution,  a  fact  which 
indicates  that  there  is  considerable  increase  in  the  size  of  the  indi- 
vidual cells.  I  conclude,  therefore,  that  the  thickness  of  the  walls 
in  cases  of  chronic  subinvolution  is  due  to  several  factors.  In  the 
order  of  their  importance  they  are:  marked  increase  in  elastic  tissue, 


Fig.  12. — Photomicrograph.  Hypertrophy.  Inner  portion  of  middle  zone. 
Normal  nulliparous  distribution  of  elastic  tissue  in  and  around  the  vessels.  No 
increase  in  connective  tissue.  The  section  is  made  up  almost  wholly  of  muscle 
tissue.     Weigert's  Van  Gieson  stain.     Gyn.  Path.,  No.  538. 

edema  and  liquefaction  of  connective  tissue,  and  h^-pertrophy,  or, 
at  least,  enlargement  of  the  individual  muscle  cells. 

Thirty-eight  cases  were  placed  in  this  group.  The  age  of  the  pa- 
tients varied  between  twenty-six  and  fifty-three  years.  There 
were  three  between  fifty  and  fifty-five;  seven  between  forty-five 
and  fifty;  seven  between  forty  and  forty-five;  fourteen  between 
thirty-five  and  forty;  three  between  thirty  and  thirty-five;  and  four 
below  thirty.  These  figures  show  that  about  60  per  cent,  of  the 
cases  were  in  the  decade  between  thirty-five  and  forty-five,  thus 
proving  that  the  condition  occurs  most  frequently  during  the  ten 
years  previous  to  the  average  time  of  the  appearance  of  the  meno- 
pause. The  number  of  pregnancies  ranged  between  one  and  four- 
teen.    One  case  with  fourteen;  one,  with  nine;  three,  with  eight; 
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one,  with  seven;  three,  with  six;  eight,  with  five;  three,  with  four; 
five,  with  three;  seven,  with  two,  and  six,  with  one  pregnane}'. 
This  condition  shows  that  twenty-five  out  of  thirty-eight  cases  had 
three  or  more  children;  the  most  marked  changes  taking  place, 
as  a  rule,  in  the  older  cases,  and  those  which  have  had  repeated 
pregnancies.  In  my  series  there  were  several  exceptions.  The  thick- 
ness of  the  musculature  varied  between  14  and  30  mm.  There  were 
five  between  25  mm.  and  30  mm.;  seventeen  between  20  mm.  and 


Fig.  13.- 


-Photomicrograph.     Senile  uterus.     Obliterative  endarteritis.     Hema- 
toxylin and  eosin  stain,     Gyn.  Path.,  No.  185. 


25  mm.;  fourteen  between  15  mm.  and  20  mm.,  and  two  at  14  mm. 
Of  those  between  15  mm.  and  20  mm.;  five  were  below  18  mm.; 
in  other  words,  twenty-two  were  markedly  thickened,  nine  were 
moderately  thickened,  and  seven  were  only  slightly  thickened. 

The  endometrium  was  normal  in  sixteen  cases,  showing  glandular 
hyperplasia  in  thirteen,  chronic  interstitial  endometritis  in  seven, 
and  senile  atrophy  in  two.  In  the  cases  of  glandular  hyperplasia 
there  was  enormous  thickening  in  many  instances,  several  being 
of  the  polypoid  type.  The  thickest  endometrium  in  this  series 
measured  9  mm.  (Fig.  2).     In  none  of  these  cases  was  any  increase 
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in  the  connective  tissue  noticeable.  No  round-cell  infiltration  was 
found  in  the  musculature.  In  only  six  cases  evidence  of  inflamma- 
tion of  the  appendages,  or  pelvic  cellulitis  appeared.  The  symptoms 
were  chiefly  pain  and  hemorrhage.  Twenty-seven  of  the  cases 
complained  of  pain;  hemorrhage,  in  the  form  of  intermenstrual 
or  prolonged  menstrual  bleeding,  was  present  in  twenty-four,  leu- 
korrhea  was  present  in   thirteen.     The  duration  of  the  symptoms 


Fig.  14. — Photomicrograph.  Senile  uterus.  Same  field  as  Fig.  13.  Wei- 
gert's  Van  Gieson  stain.  The  black  material  in  the  picture  stained  blue-black 
with  Wiegert's.  This  illustration  shows  the  marked  increase  in  elastic  tissue 
in  this  field. 

varied  from  six  months  to  ten  years,  most  frequently  between  two 
and  three  years;  and  very  often  a  history  was  obtained  in  which  the 
symptoms  dated  back  to  a  previous  pregnancy.  As  examples  of 
this  class,  Gyn.  Path.,  No.  480,  and  Gyn.  Path.,  No.  468,  will  be  taken. 

Gyn.  Path.,  No.  480. — The  patient  was  forty-seven  years  of  age; 
had  had  eight  children,  the  last  two  years  ago.  Since  her  last  preg- 
nancy a  partial  prolapse  of  the  uterus  developed,  with  more  or  less 
constant  pelvic  discomfort,  and  a  marked  increase  in  the  menstrual 
flow.  She  menstruated  every  two  weeks  during  the  past  two  years, 
the  flow  lasting  three  to  four  days  at  a  time.     Vaginal  hysterectomy 
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was  performed.  The  uterus  was  considerably  enlarged  and  meas- 
ured 12X6X5  cm.  There  was  no  evidence  of  pelvic  inflammation. 
The  uterine  wall  in  its  thickest  portion  measured  21  mm.;  the  endo- 
metrium, I  mm.,  and  was  normal.  Histologically  no  increase  in 
connective  tissue  was  found;  there  was  no  evidence  of  round  cell 
infiltration,  nor  was  there  any  of  edema  present  in  this  case.  The 
blood-vessels  of  the  inner  third  showed,  in  most  instances,  a  very 
marked  collection  of  elastic  tissue  around  the  outer  portion  of  the 
media.  The  vessels  of  the  middle  third,  particularly  the  veins, 
showed  an  immense  amount  of  elastic  tissue  (Fig.  6).  The  elastic 
tissue  between  the  muscle  bundles  in  the  outer  third  was  markedlv 


Fig.  15. — Photomicrograph.  Senile  uterus.  Outer  third,  showing  marked 
increase  in  elastic  tissue.  The  black  in  this  section  stains  blue-black  with 
Weigert's.     Weigert's  Van  Gieson  stain.     Gyn.  Path.,  Xo.  458. 


increased.     In  this  case  the  thickness  could  be  readily  attributed 
to  the  increase  in  the  elastic  tissue  elements. 

Gyn.  Path.,  No.  468. — The  patient  was  forty-one  years  of  age. 
She  had  three  children,  the  youngest  being  five  years  old  at  the  time 
of  the  operation.  Patient  had  profuse  intermenstrual  bleeding 
between  the  last  two  periods.  On  examination  the  uterus  was  found 
to  be  about  twice  its  normal  size  and  freely  movable.  No  pelvic 
inflammation.  Vaginal  hysterectomy  was  performed.  The  uterine 
wall,  including  the  endometrium,  measured  39  mm.,  at  its  widest 
portion  (Fig.  2).  There  was  not  the  slightest  evidence  of  small 
myomata  in  this  uterus.  Histologically  the  endometrium  showed 
a  marked  glandular  hyperplasia,  and  a  slight  increase  in  the  amount 
of  stroma.  There  was  no  increase  in  fibrous  tissue.  The  elastic 
tissue  was  found  decidedly  increased  about  the  vessels  of  the  inner 
third,  moderatelv  increased  about  and  within  the  vessels  of  the 
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middle  third.  There  was  a  definite  increase  in  the  elastic  tissue 
between  the  muscle  bundles  of  the  outer  third.  The  muscle  tissue 
was  very  distinct;  the  cells  seemed  rather  large,  but  were  compara- 
tively clear,  and  they  stained  well.  This  case  showed,  undoubtedly, 
a  slight  hypertrophy  of  the  muscle  tissue.  The  edema  was  very 
slight. .  I  attribute  the  thickness  in  this  case  alike  to  the  elastic  and 
muscular  tissue. 

In  all  the  cases  of  this  series  where  marked  glandular  hyperplasia 
was  present,  the  hypertrophy  of  the  muscle  tissue  was  definite.  The 
explanation  is  the  same  as  that  given  in  the  true  hypertrophy  group. 
Namely,  that  it  is  secondary  to  a  primary  glandular  hyperplasia. 

Chronic  Metritis. — Under  the  heading  of  chronic  metritis  were 
placed  those  uteri  which  plainly  showed  round-cell  infiltration  in 
the  musculature,  increased  fibrous  tissue,  or  both,  without  any  of  the 
features  within  the  uterine  structure  characteristic  of  chronic  sub- 
involution. In  this  class  were  placed  thirteen  specimens;  of  these, 
an  increase  in  fibrous  tissue  and  round-cell  infiltration  were  present  in 
nine  specimens;  four  others  showed  increase  in  fibrous  tissue  without 
any  evidence  of  round-cell  infiltration.  In  these  specimens  the 
chief  feature  was  the  increase  in  fibrous  tissue;  in  some  specimens 
this  was  rather  marked  throughout  the  entire  wall  and  around  the 
blood-vessels  of  all  zones.  In  several  specimens  where  the  increase 
was  not  general,  it  was  pronounced  in  the  outer  half,  especially 
in  the  outer  third  and  around  the  blood-vessels  of  this  zone.  The 
small  cell  infiltration  which  was  found  in  nine  specimens,  was,  in 
three,  very  marked  throughout  the  entire  musculature;  in  the  re- 
maining specimens  it  was  found  diffusely  distributed  throughout  the 
wall;  and  in  a  few  of  these  cases  considerable  search  was  necessary 
before  this  lymphoid  cell  infiltration  could  be  detected. 

The  uterine  wall  in  these  cases  was,  for  the  most  part,  considerably 
enlarged.  A  normal  multiparous  uterine  wall  should  vary  between 
12  mm.  and  15  mm.  In  the  walls  of  several  uteri  as  thick  as  17 
mm.,  nothing  unusual  could  be  detected.  In  this  series  the  largest 
measured  27  mm.;  five  were  between  20  mm.  and  25  mm.;  five  were 
between  18  mm.  and  20  mm.,  and  below.  In  other  words,  six 
specimens  showed  marked  thickening,  five  of  which  were  decidedly 
thickened,  and  one  of  which  was  practically  of  normal  thickness 
for  the  multiparous.  This,  however,  was  a  nuUiparous  uterus,  and, 
therefore,  it  was  only  slightly  thickened. 

There  were  in  this  series  three  nulliparous  and  ten  parous  uteri, 
eight  of  which  were  uniparous,  and  two  multiparous.  In  none  of 
these  were  the  changes  which  occur  in  the  vessels  of  parous  uteri 
easily  demonstrable.     These  changes  were  found  in  all  the  parous 
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uteri  of  this  series,  but  were  not  at  all  marked;  in  many  there  was 
only  the  very  slightest  evidence  of  these  changes.  In  one  instance 
of  induced  abortion,  pregnancy  of  three  months'  duration,  six  years 
previous  to  operation,  definite  evidence  of  these  changes  in  two  or 
three  vessels  was  revealed.  In  another  specimen,  from  a  uterus 
which  delivered  a  six  months'  fetus  six  years  before  operation, 
the  evidence  was  very  slight,  as  far  as  the  vessels  were  concerned. 
However,  the  changes  were  sufficiently  ample  to  enable  one  to  diag- 
nosticate a  previous  pregnancy. 

The  endometrium  was  interesting.  In  the  specimens  showing 
chronic  interstitial  endometritis  the  lesions  in  the  wall  were  especially 
marked.  There  were  five  such  cases,  four  of  which  were  associated 
with  inflammatory  disease  of  the  appendages.  In  five  cases  the 
endometrium  was  normal;  in  two,  there  was  glandular  hyperplasia; 
and  in  one  a  senile  endometrium  was  found.  Evidence  of  chronic 
inflammation  of  the  appendages  was  present  in  nine  of  the  cases. 
A  typical  example  of  this  type  of  uterus  may  be  seen  in  Gyn.  Path. 
No.  130. 

Gyn.  Path.,.  No.  130. — Patient  thirty-three  years  old.  One 
pregnancy  six  years  ago.  Pregnancy  occurred  immediately  after 
marriage,  and  terminated  in  a  miscarriage  at  the  end  of  the  twenty- 
fourth  week  of  gestation.  No  complications.  Menstrual  history: 
slight  increase  in  duration  and  quantity.  Past  history  negative, 
except  an  operation  for  gall-stone  two  years  previous  to  admission 
to  the  hospital.  Symptoms:  pelvic  pain  for  many  years.  Several 
acute  attacks  of  pelvic  peritonitis.  Present  attack  started  with  a 
chill  and  a  sudden  acute  pain  in  left  lower  quadrant  two  weeks  before 
admission.  Operation:  supravaginal  hysterectomy;  bilateral  sal- 
pingo-oophorectomy.  Uterus  enlarged  to  twice  its  normal  size; 
walls  very  much  thickened,  measuring  in  its  thickest  portion  28  mm. 
Fibrous  tissue  greatly  increased;  consistency,  very  firm;  no  nodules. 
Both  tubes  four  times  their  normal  size,  and  measured  at  ampulla 
1 3-^  inches.  Tube  wall  firm,  lumen  contained  a  small  amount  of 
pus.  Microscopic  section  of  tube  showed  a  marked  infiltration  of 
polynuclear,  plasma,  and  lymphoid  cells  throughout  the  wall  and 
the  lumen.  Marked  increase  in  connective  tissue  throughout  the 
wall  of  the  tubes.     Tubes  and  ovaries  markedly  adherent. 

Microscopic  description  of  section  of  uterus.  Hematoxylin  and 
eosin  stain.  Endometrium  shows  glands  normal  in  number,  size 
and  shape.  Considerable  small  cell  infiltration  throughout  the 
stroma.  Endometrium  ij-'o  mm.,  the  muscularis  27  mm.  in  thick- 
ness. The  latter  is  diffusely  infiltrated  with  small  round  cells 
(Fig.  9).  Vessels  of  the  mid-zone  are  prominent  and  thickened; 
vessels  in  the  inner  zone  are  not  prominent.     The  nuclei,  in  the 
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media  of  the  vessel  wall,  stain  well.     There  are  slight  hyaline  areas 
surrounding  some  of  the  blood-vessels. 

Weigert's  Van  Gieson  stain  shows  a  marked  general  increase  in 
connective  tissue,  particularly  in  the  subperitoneal  area.  The 
connective  tissue  is  also  distinctly  increased  about  the  blood-vessels 
of  the  outer  and  middle  zones  (Fig.  lo).  The  vessels  of  the  inner 
third  show  only  a  slight  amount  of  connective  tissue  about  them. 
In  no  place  throughout  the  section  does  Weigert's  stain  indicate  an 
abnormal  distribution  of  elastic  tissue.  The  internal  elastic  mem- 
brane, and  the  fibrils  in  the  media,  are  well  stained;  they  are,  appar- 
ently more  prominent  in  the  large  vessels  of  the  mid-zone.  The 
inter-fascicular  elastic  tissue  in  the  outer  third  is  well  stained,  but 
not  increased.  One  vessel,  an  artery,  shows  a  small  amount  of 
degenerative  elastic  tissue  in  the  periphery,  which  might  be  con- 
sidered evidence  sufficient  to  stamp  the  uterus  as  parous. 

Surg.  Path.,  No.  1206.— Patient  twenty-nine  years  old.  Had  one 
child  seven  years  previous  to  operation.  Patient  complained  of 
increased  and  painful  menstruation  for  the  past  four  years.  Opera- 
tion: supravaginal  hysterectomy,  with  a  double  salp'ingo-oophorec- 
tomy.  The  uterus  was  of  normal  contour,  but  decidedly  enlarged. 
The  whole  pelvis  was  the  seat  of  chronic  inflammatory  process. 
Both  tubes  were  thickened,  measuring  about  three-fourths  of  an 
inch  in  diameter,  they  were  universally  adherent,  and  matted  to 
the  ovaries;  the  lumen  of  each  tube  contained  some  of  pus.  Micro- 
scopically, a  picture  of  chronic  salpingitis  was  revealed.  The  uterus 
was  very  firm;  a  cross-section  in  the  anteroposterior  diameter  is 
shown  in  Fig.  3  and  is  three-fourths  of  the  actual  size.  The  wall 
measured  21  mm.  including  the  endometrium,  which  measured 
2  mm.  The  enlargement  of  the  wall  was  due  entirely  to  the  increase 
in  connective  tissue.  There  was  no  evidence  of  subinvolution  by 
nonabsorption  of  elastic  tissue;  only  the  slightest  increase  was  ob- 
servable, just  enough  to  stamp  the  specimen  as  parous.  The  endo- 
metrium \vas  thickened  and  showed  decided  chronic  interstitial 
endometritis.  The  hematoxylin  and  eosin-stained  section  showed 
a  diffuse  lymphoid  cell  infiltration  throughout  the  musculature. 
The  connective  tissue  was  greatly  increased  throughout  all  zones, 
particularly  in  the  outer  third  and  around  the  blood-vessels.  Illus- 
tration No.  I  £  shows  the  increase  in  the  outer  third  very  plainly. 

Chronic  Subinvolution  and  Chronic  Metritis  Combined. — In  this 
class  are  the  cases  in  which  the  changes  were  such  that  the  speci- 
men could  not  be  placed  conclusively  in  either  of  the  two  classes 
just  described.  In  this  class  were  placed  nine  specimens,  all  show- 
ing signs  of  chronic  subinvolution.  In  five  cases  the  connective 
tissue  was  very  much  increased;  in  three,  the  increase  was  moderate; 
and  in  one,  there  was  no  increase  in  the  connective  tissue;  in  six  there 
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was  round  cell  infiltration,  which  in  three  of  the  cases  was  excessive. 
In  the  section  which  showed  no  increase  in  connective  tissue,  round 
cell  infiltration  was  marked.  The  age  of  these  patients  ranged  from 
twenty-seven  to  fifty- three  years;  of  these,  two  were  above  fifty, 
four  between  forty  and  fifty,  and  three  between  twenty-seven  and 
forty.  The  number  of  pregnancies  varied  from  one  to  seven  as 
follows:  one,  with  seven;  two,  with  six;  one,  with  five;  one,  with  four; 
one,  with  three;  two,  with  two;  and  one,  with  one.  In  four  cases 
a  pelvic  inflammatory  condition,  involving  the  appendages,  was 
present;  three,  showed  chronic  interstitial  endometritis;  three,  had 
a  normal  endometrium;  two,  revealed  a  mild  glandular  hyperplasia, 
and  one,  a  senile  endometrium.  Seven  suffered  pain,  five  had  in- 
creased menstrual  bleeding,  and  four  had  leukorrhea.  The  thick- 
ness of  the  myometrium  varied  between  17  mm.,  and  28  mm.;  in 
these  three  the  thickening  was  between  25  mm.  and  30  mm.;  in 
four,  between  20  mm.  and  25  mm.;  and  two,  under  20  mm.  The 
increase  in  thickness  in  this  class,  as  can  be  seen  from  the  figures,  was 
considerable. 

As  an  example  of  this  class,  Gyn.  Path.,  No.  928,  will  be  taken. 
The  patient  was  fifty-three  years  of  age,  and  had  been  pregnant 
six  times.  The  last  occurred  twenty-four  years  before,  and  she 
passed  the  menopause  six  years  ago.  During  the  last  three  years 
this  patient  has  suffered  from  occasional  uterine  hemorrhages. 
Operation:  vaginal  hysterectomy.  No  e\adence  of  inflammation 
of  the  appendages  appeared.  The  endometrium  measured  3  mm., 
and  showed  a  slight  chronic  inflammation;  the  myometrium  meas- 
ured 26  mm.  Histologically,  the  myometrium  showed  a  marked 
increase  in  fibrous  tissue;  this  was  particularly  noticeable  in  the 
outer  third  and  around  some  of  the  vessels  of  the  middle  zone. 
There  was  a  moderate  increase  of  the  elastic  tissue  around  the  blood- 
vessels of  the  inner  and  middle  thirds;  a  moderate  increase  between 
the  muscle  bundles  was  also  observable.  With  the  hematoxylin 
and  eosin  stain  a  definite  lymphoid  infiltration  was  occasionally 
found  in  the  musculature. 

Hypertrophy. — In  this  class  were  placed  those  uteri  in  which  there 
was  no  evidence  of  chronic  metritis  or  chronic  subinvolution, 
but  which  showed  a  definite  glandular  hyperplasia,  and  a  marked 
increase  in  the  thickness  of  the  myometrium,  due  essentially  to 
muscle  tissue.  In  this  class  was  one  specimen  of  a  nulliparous 
woman,  which  was  not  as  classical  an  example  as  the  case  of  Dr. 
Donald,  described  so  well  by  Shaw  in  191 7,  but  which  was  character- 
istic enough  to  be  placed  in  this  category  (Fig.  4).  Three 
multiparous  uteri  were  also  classified  in  this  group.     These  showed 
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no  increase  in  the  elastic  or  fibrous  tissue,  no  evidence  of  chronic 
inflammation,  and  no  marked  edema.  In  all  four  cases  the  endome- 
trium revealed  a  marked  glandular  hyperplasia.  In  the  nulliparous 
uterus  the  endometrium  measured  3  mm.,  and  an  unmistakable 
glandular  hyperplasia  was  present.  In  the  three  multiparous 
uteri,  the  glandular  hyperplasia  was  very  marked.  The  endome- 
trium in  these  cases  measured  5  mm.,  7  mm.,  and  7  mm.  respec- 
tively. There  was  no  evidence  of  inflammation  in  the  endometrium, 
nor  was  there  a  trace  of  inflammation  of  the  tubes.  The  muscle 
cells  stained  well,  and  seemed  to  increase  in  size  rather  than  in 
number.  Here,  also,  in  a  comparison  between  similar  areas  in  these 
uteri  and  in  a  normal  nulliparous  uterus,  the  average  showed  that 
the  fields  in  the  hypertrophic  uteri  contained,  approximately,  only 
three-fifths  as  many  cells  as  the  similar  fields  in  the  nulliparous 
uterus.  These  were  rather  crude  determinations,  but  accurate 
enough  to  illustrate  the  point. 

As  examples  of  this  type  of  uterus,  Gyn.  Path.,  No.  645  and  577 
will  be  described.  The  patient.  No.  645,  was  thirty-nine  years 
old  and  had  six  children,  the  last  child  having  been  born  ten  years 
ago.  Her  chief  complaint  was  prolapse  of  the  uterus,  draggincr 
pain,  and  slightly  increased  menstruation.  These  symptoms  dated 
back_  about  six  years.  The  specimen  was  obtained  by  the  inter- 
position operation,  and  is  part  of  a  large  triangular  section  from  the 
fundus  uteri,  including  the  entire  anteroposterior  thickness  of  the 
body.  The  endometrium  measured  5  mm.,  and  the  mvometrium 
29  mm.  The  thickness  of  the  muscle  wall  was  due  chiefly  to  an 
increase  m  muscle  tissue,  in  addition  to  a  very  slight  amount  of 
edema  m  the  outer  third.  There  was  no  increase  in  the  elastic 
tissue  in  any  zone,  with  the  exception  of  a  few  small  pads  around 
one  or  two  vessels  of  the  inner  third.  The  connective  tissue  present 
was  very  moderate. 

The  nulliparous  specimen,  Gyn.  Path.,  No.  577,  is  the  uterus  of 
an  unmarried  woman  forty  years  of  age,  who  had  complained  of 
excessive  dysmenorrhea,  notwithstanding  palliative  treatment 
Operation:  abdominal  panhysterectomy.  The  uterus  was  con- 
siderably enlarged;  thickness  of  the  myometrium,  22  mm.,  and  that 
^il-^""  n""^^""^""'  3  mm-  The  gross  specimen  is  shown  in  Fig. 
t-  .  1  •  ^Hl'^^''^^'^''  '^'  approximately,  three-fourths  actual  size. 
Histologically,  the  muscle  tissue  was  most  pronounced  The 
fibrous  tissue  was  very  slightly  increased,  and  the  elastic  tissue  was 
m  entire  harmony  with  the  classical  distribution  of  the  nulliparous 
uterus  A  few  vessels  in  the  lower  portion  of  the  endometrium 
showed  an  increase  m  elastic  tissue,  the  result  of  menstruation, 
ihe  muscle  tissue,  stained,  showed  no  edema,  nor  was  there  edema 
ot_  the  outer  zone.  Inflammatory  signs  were  absent  in  the  endome- 
trium and  mvometrium. 
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Normal  Uteri. — -In  this  class  there  were  eleven  uteri,  the  walls 
of  which  were  approximately  of  normal  thickness  and  showed  none 
of  the  changes  described  in  the  previous  groups.  The  six  mul- 
tiparous  uteri  of  this  class  indicated  no  marked  increase  in  elastic 
tissue.  In  the  nulliparous  uteri  the  distribution  was  normal.  The 
thickness  of  these  uteri  varied  between  8  mm.  and  i6  mm.  Pain 
was  present  in  four  cases;  in  eight,  an  inflammation  of  the  tubes 
might  have  accounted  for  this  symptom.  One  of  these  specimens  was 
interesting  because  of  the  pelvic  findings  at  the  autopsy.  In  an 
attempt  to  abort  herself,  thinking  she  was  one  month  pregnant, 
the  anemic  girl  punctured  the  cul-de-sac  and  produced  an  acute 
pelvic  peritonitis.  She  died,  subsequently,  of  tuberculous  pneu- 
monia. At  the  autopsy,  which  was  performed  about  three  months 
after,  she  had  missed  her  "period,"  a  normal  nulliparous  uterus, 
with  intact  internal  os,  and  a  practically  normal  endometrium, 
was  found.  However,  a  marked  pelvic  inflammation  was  present 
in  the  form  of  a  subacute  pelvic  peritonitis.  It  was  thought,  at 
autopsy,  that  the  patient  had  never  been  pregnant.  Menstruation 
ceased  because  of  failing  health;  but  she  had  reason  to  believe  herself 
pregnant,  and,  in  attempting  to  abort  the  supposed  pregnancy, 
she  punctured  the  cul-de-sac,  penetrating  the  peritoneum.  Sections 
of  this  specimen  portray  a  marked  fibrino-purulent  peritonitis, 
but  absolutely  no  evidence  of  inflammation  below  the  peritoneum 
in  the  outer  portion  of  the  uterine  wall.  No  lymphoid  infiltration 
appeared  in  the  uterine  wall,  and  no  changes  in  the  blood-vessels; 
in  other  words,  the  uterus  proved  to  be  surrounded  on  all  sides  by 
pelvic  inflammation  without  becoming  involved  in  the  inflammatory 
process.  There  were  several  instances  under  the  head  of  chronic 
subinvolution  complicated  with  marked  pelvic  inflammation  with- 
out an  infection  of  the  uterus. 

The  Senile  Uterus. — Three  cases  were  placed  in  this  group.  Two 
were  multiparous  uteri  and  were  striking  examples  of  this  condition; 
the  other  uterus  was  that  of  a  nulliparous  patient,  aged  forty-two, 
who  was  approaching  the  menopause.  In  the  latter  case  the  myome- 
trium measured  9  mm.,  and  the  endometrium  0.75  mm.  The  endo- 
metrium was  atrophic;  the  glands  were  greatly  reduced  in  number 
and  size,  and  the  stroma  distinctly  diminished.  The  uterine  wall 
showed  a  diminished  amount  of  muscle  tissue  and  an  increase  in 
fibrous  tissue  which,  for  the  most  part,  particularly  in  the  outer 
third,  gave  evidence  of  hyaline  change.  This  was  noticeable  also 
about  the  larger  vessels.     The  lumina  of  nearly  all  the  vessels, 
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were  narrowed  and,  in  some  instances,  obliterated.  With  the  Wei- 
gert  Van  Gieson  stain,  no  increase  in  elastic  tissue  could  be  ascer- 
tained. This  condition  was  a  marked  contrast  to  the  finding  of  elastic 
tissue  in  the  multiparous  uteri  of  advanced  years. 

One  senile  multiparous  uterus, Gyn.  Path.,  No.  185,  was  exceedingly 
small.  The  patient,  aged  sixty-two  had  had  four  children.  Meno- 
pause occurred  twelve  years  previous  to  the  vaginal  hysterectomy. 
The  cHnical  diagnosis  was  cystocele  and  prolapse  of  the  uterus.  The 
uterine  wall,  at  its  widest  point,  measured  7.5  mm.,  the  myometrium 
7  mm.,  and  the  endometrium  0.5  mm.  The  endometrium  was 
markedly  atrophic  with  only  a  few  glands,  here  and  there  and  the 
lining  mucosa  intact.  The  myometrium  was  made  up,  principally, 
of  muscle  and  elastic  tissue,  the  muscle  constituting  about  three-fifths 
of  the  thickness.  There  was  scarcely  a  trace  of  connective  tissue 
in  this  section.  In  the  hematoxylin  and  eosin  sections,  the  blood- 
vessels were  enormously  thickened  and  were  apparently  made  up  of 
hyaline  tissue.  In  many  of  the  sections  the  lumina  of  the  vessels  were 
obliterated,  and  in  all  of  them  they  were  considerably  narrowed. 
With  the  hematoxylin  and  eosin  stain  a  hyalin  change  is  found  in 
the  outer  zone.  With  the  Weigert  Van  Gieson  stain  these  areas,  as 
well  as  the  apparent  hyaline  change  about  the  vessels,  became  a 
diffuse  granular  bluish-black.  It  was  quite  apparent  in  the  outer 
portion  and  in  the  vessels  of  this  zone.  The  vessel  wall  stained  bluish- 
black  in  many  cases,  and  in  other  places  it  involved  the  greater 
portion  only.     All  areas  show  these  vessel  changes  clearly. 

Goodall  describes  obUterative  endarteritis  as  occurring  in  the  inner 
third  of  the  uterus  after  labor,  and  compares  the  process  to  that  of 
the  formation  of  corpora  albicantia  in  the  ovary.  The  process  is, 
briefly,  a  proliferation  of  elements  of  the  intima,  the  closing  of  the 
lumen,  and  gradual  hyaline  changes  of  all  the  constituents  of  the 
vessel.  That  the  elastic  tissue  of  the  vessel  wall  is  the  last  tissue 
which  undergoes  this  change  is  well  seen  in  the  specimen  of  the  two 
multiparous  uteri  (Figs.  14  and  15).  Obliterative  endarteritis  was 
only  occasionally  found  in  the  examination  of  the  series  of  seventy- 
eight  cases)  and  in  one  case  it  was  particularly  well  illustrated. 

In  another  senile  uterus,  Gyn.  Path.,  No.  458,  this  process  was  still 
in  an  earlier  stage.  Only  a  few  vessels  were  entirely  obliterated,  but 
all  displayed  narrowing  of  the  lumen.  The  patient  was  fifty-seven 
years  of  age,  and  had  eight  children.  Menopause  ten  years  before 
the  operation.  The  myometrium  measured  10  mm.,  the  endome- 
trium 0.75  mm.  No  increase  in  connective  tissue  was  evident, 
but  the  elastic  tissue  was  very  much  increased,  especially  in  the  outer 
third.  All  vessels  were  made  up,  almost  entirely,  of  elastic  tissue; 
and  almost  all  were  surrounded  by  it.  Proliferation  of  fibroblasts 
appeared  in  the  intima,  which  caused  the  narrowing  of  the  lumen. 
Findley,  1905,  described  obUterative  endarteritis,  diflferentiating 
it  from  the  other  changes,  which,  undoubtedly,  are  the  result  of 
subinvolution,  but  were  not  well  understood  at  that  time. 
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From  these  findings  the  features  of  a  senile  uterus  of  a  woman  who 
has  borne  children  consist  chiefly  of  an  atrophic  endometrium, 
atrophy  of  the  muscular  elements,  marked  increase  of  elastic  tissue 
in  the  outer  third,  and  within  and  around  all  vessels  of  all  the  zones. 
There  is  also  distinct  obhterative  endarteritis;  but  no  increase  in 
fibrous  tissue.  In  the  nulliparous  uterus  of  the  senile  type,  judging 
from  my  specimen,  the  same  process  takes  place;  only  instead  of 
the  increase  in  elastic  tissue,  these  is  just  a  hyaline  change  of  the  con- 
nective tissue  and  of  the  muscles  of  the  media  of  the  blood-vessels. 
The  elastic  tissue  in  such  an  uterus  is  present  in  so  small  an  amount 
that,  in  its  degeneration,  it  does  not  show  itself  conspicuously. 
At  a  later  stage  than  that  shown  in  my  specimens,  the  elastic  tissue 
must  finally  become  absorbed;  and,  as  a  late  process,  calcification 
may  be  found. 

CONCLUSIONS. 

1.  In  general  my  views  coincide  with  those  of  Shaw.  The  patho- 
logical classification  of  Shaw;  namely,  chronic  subinvolution, 
chronic  metritis,  and  hypertrophy,  is  an  ideal  one.  A  large  per- 
centage, over  85  per  cent.,  may  be  placed  in  one  or  the  other  of  the 
above  groups.  In  a  small  percentage,  however,  there  is  a  distinct 
overlapping  which  concerns,  chiefly,  the  groups  of  chronic  metritis 
and  chronic  subinvolution.  In  my  series  12  per  cent,  of  the  cases 
were  classified  as  a  combination  of  these  two  conditions. 

2.  Chronic  subinvolution  alone  is  by  far  the  most  frequent  cause 
of  enlarged  uteri,  causing  hemorrhage,  pain,  or  leukorrhea. 

3.  The  thickness  of  the  uterine  wall  is  due,  in  order  of  their  im- 
portance, to  an  increase  of  the  elastic  tissue,  edema  and  liquefaction 
of  the  connective  tissue,  and  hypertrophy  or  enlargement  of  the 
individual  cells. 

4.  Chronic  metritis,  as  a  true  inflammatory  condition,  does 
exist;  it  is  frequently  responsible  for  the  symptoms  in  these  en- 
larged uteri. 

5.  Chronic  metritis,  locally,  is  never  a  primary  disease;  it  is 
secondary  to  chronic  endometritis,  chronic  salpingitis,  or  chronic 
inflammation  within  the  pelvis. 

6.  Chronic  subinvolution  and  chronic  metritis  may  coexist  in 
the  same  uterus. 

7.  Hypertrophy  of  the  uterus  has  a  pathologic  basis  of  its  own; 
it  may  occur  in  the  multiparous  as  well  as  in  the  nulliparous  uterus. 

8.  Chronic  pelvic  inflammation  is  seen  occasionally  only  in  con- 
nection  with   chronic   subinvolution;   and,   therefore  other  factors 
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must  play  a  greater  role  in  the  production  of  this  condition.  In 
the  thirty-eight  cases  of  my  series,  there  were  only  six  that  showed 
inflamed  appendages.     Only  seven  had  chronic  endometritis. 

9.  The  thickness  of  the  wall,  in  the  majority  of  cases  of  chronic 
metritis  and  chronic  subinvolution,  is  due,  partially,  to  the  increase 
of  the  musculature. 

10.  The  term  "chronic  metritis,"  used  clinically,  should  be 
abolished.  The  term  chronic  subinvolution  might  be  substituted  in 
cases  of  multiparous  uteri,  which  are  definitely  enlarged,  and  cause 
symptoms  without  evidence  of  pelvic  inflammation.  This  would 
probably  include  over  80  per  cent,  of  uteri  which,  pathologically, 
show  signs  of  chronic  subinvolution.  The  term  chronic  metritis 
might  be  applied  to  those  cases  in  which  there  is  evidence  of  pelvic 
inflammation,  in  connection  with  a  more  or  less,  immovable  uterus. 
This  would,  in  all  probability,  embrace  a  greater  portion  of  cases 
of  true  chronic  metritis,  as  well  as  those  in  which  there  is  a  distinct 
overlapping  of  both  conditions. 

In  addition  to  placing  a  majority  of  these  cases,  clinically,  in  a 
class  descriptive  of  their  pathology,  is  there  any  other  advantage 
in  using  the  term  chronic  subinvolution?  In  my  opinion,  there  is. 
The  frequency  of  its  occurrence  will  constantly  be  impressed  upon 
the  observer.  The  condition,  of  necessity,  must  result  from  a  lack 
of  involution  of  the  puerperal  uterus;  therefore  its  prevention  lies 
in  the  proper  care  of  patients  during  pregnancy,  labor,  and  the 
puerperium.  Many  patients  have  the  opportunity  of  such  care. 
Some  take  advantage  of  it,  others  do  not;  and  some  are  not  able  to 
avail  themselves  of  it.  However,  the  combination  of  an  intelligent 
and  obedient  patient,  and  a  conscientious  obstetrician  will  do  much 
to  reduce  the  frequency  of  this  rather  common  clinical  condition. 

820  University  Club  Bitilding. 
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A  STUDY  OF  THE  EFFECT  OF  ANTERIOR  WALL  AND 

SUSPENSION  OPERATIONS  ON  THE  FLOOR  OF 

THE  FEMALE  BLADDER.* 

BY 

WILLIAM  A.  JEWETT,  M.  D.,  F.  A.  C.  S., 

Brooklyn,  New  York. 

The  occasional  occurrence  of  a  trigonitis,  with  the  distressing 
symptoms  of  increased  frequency  and  painful  urination,  which 
follow  some  operations  on  the  pelvic  organs,  would  seem  to  warrant 
a  study  of  the  causative  factors  in  the  production  of  this  annoying 
condition.  This  analytical  study  of  cases  occurring  in  the  gyneco- 
logical service  of  the  Long  Island  College  Hospital  was  undertaken 
to  determine  whether  or  not  there  were  any  mechanical  conditions 
present  that  could  in  any  way  contribute  to  the  frequency  of  its 
occurrence. 

The  combination  of  infection  and  urinary  stasis  in  the  bladder 
will  almost  invariably  produce  an  inflammation  of  that  organ.  On 
the  other  hand,  a  bladder  that  is  provided  with  proper  drainage 
will  usually  resist  the  invasion  of  even  the  most  virulent  bacteria. 
The  unbroken  mucous  membrane  of  the  bladder  seems  to  possess 
an  exceptional  degree  of  tolerance  when  in  a  normal  condition, 
but  when  its  resistance  is  lowered  by  trauma,  disturbance  of  its 
innervation  or  the  presence  of  stagnant  urine,  this  barrier  is  broken 
down  and  the  tissues  succumb  to  the  action  of  the  invading  organisms. 

The  normal  female  bladder,  for  convenience,  may  be  divided  into 
a  freely  movable  and  contractile  upper  portion  and  a  rather  wide 
base  that  is,  in  a  measure,  fixed  by  its  attachment  to  the  cervix 
and  the  upper  part  of  the  vagina  with  its  overlying  fascia.  Its 
complete  emptying  is  dependent  on  the  closing  down  of  the  upper 
movable  portion  on  this  fixed  base.  In  the  event  of  a  downward 
displacement  of  the  lower  segment,  we  may  have  an  interference 

*Read  at  a  meeting  of  the  New  York  Obstetrical  Society,  November  12, 
1918. 
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with  this  normal  mechanism,  the  cavity  of  the  bladder  is  not  obliter- 
ated and  we  have  a  resulting  retention  of  urine.  This  same  course 
would  follow  a  sacculation  of  any  part  of  the  lower  segment.  The 
importance  of  this  retention  of  urine  as  a  factor  in  the  production 
of  a  cystitis  has  been  demonstrated  by  Curtis,  who,  after  a  study 
of  the  postoperative  bladder  disturbances  in  the  gynecological 
service  at  the  St.  Luke's  Hospital,  Chicago,  concludes  that  "stasis 
of  urine  is  the  chief  cause  of  bladder  trouble  after  operation." 

It  is  evident,  then,  that  the  patient  who  has  the  least  amount 
of  disturbance  to  the  floor  of  the  bladder  is  less  likely  to  develop 
a  cystitis  than  where  the  vesical  base  is  distorted  by  operative 
procedure.  Any  condition  that  favors  the  retention  of  a  portion 
of  the  urine  increases  the  probability  of  infection  and  its  resulting 
symptoms. 

We  have  noted  at  times,  in  the  course  of  our  postoperative  cysto- 
scopic  examinations,  certain  lateral  pockets  in  the  floor  of  the  bladder 
that  were  capable  of  holding  a  considerable  quantity  of  urine  and 
so  situated  as  to  make  retention  probable.  Transverse  folds  that 
could  not  be  smoothed  out  by  bladder  distention  were  also  observed. 

The  cases  so  far  studied  have  been  few  in  number,  but  a  report 
of  the  findings  may  be  of  interest.  Cystoscopic  examinations  were 
made  in  the  third  week  after  operation  in  seven  vaginal  cases  which 
involved  the  anterior  wall;  in  eight  cases  in  which  some  abdominal 
suspension  operation  was  done,  and  in  two  combined  vaginal  and 
abdominal  operations.  The  examinations  were  conducted  as  far  as 
possible  under  like  conditions,  a  water  distention  cystoscope  being 
used  with  the  patient  in  the  dorsal  position;  150  c.c.  of  fluid  were 
used  in  each  case  to  provide  for  uniform  pressure  and  distention. 

These  observations  included  making  note  of '  the  direction  and 
contour  of  the  floor  of  the  bladder,  whether  it  was  flat,  raised  or 
sloping  backward,  whether  or  not  there  were  lateral  pockets  or 
areas  lower  than  the  plane  of  the  trigone,  whether  there  were  trans- 
verse or  lateral  folds  in  the  mucosa  and  the  presence  of  edema.  We 
also  made  note  of  the  position  of  the  ureteral  orifices  and  their 
relation  to  the  floor  of  the  bladder. 


CASE   RECORDS. 

Vaginal  Cases. 

Case  I. — An  Emmett-Baldwin  operation.  The  floor  was  raised, 
there  were  lateral  pockets  on  either  side,  the  depression  was  more 
marked  on  the  right  side  than  on  the  left.     There  was  no  edema, 
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nor  were  there  folds  in  the  mucosa.  The  right  ureter  opened  out- 
ward from  the  side  of  the  central  prominence. 

Case  II. — -A  vaginal  hysterectomy.  In  this  case  the  floor  was 
flat,  with  no  lateral  pockets,  there  was  no  edema,  there  were  no 
folds  and  the  ureteral  openings  were  in  normal  position. 

Case  III. — A  Watkins  interposition,  preceded  by  a  trache- 
lorrhaphy. The  floor  was  raised,  with  deep  troughs  on  either  side. 
There  was  no  edema  nor  folds.  The  ureters  were  normally  placed, 
but  gaping. 

Case  IV. — A  Watkins  interposition,  following  an  amputation 
of  the  cervix.  The  floor  was  raised,  with  deep  troughs  on  either 
side,  and  there  was  no  edema  and  there  were  no  folds.  The  right 
ureter   opened  outward  from  the  side  of  the  central  prominence. 

Case  V. — -A  Watkins  interposition,  after  an  amputation  of  the 
cervix.  The  floor  was  raised,  with  deep  lateral  pockets  on  both 
sides.  There  was  a  slight  amount  of  edema  present  and  the  mucosa 
lay  in  transverse  folds  on  either  side  above  the  urethrovesical  junc- 
tion.    The  right  ureter  opened  outward  from  the  central  mass. 

Case  VI. — An  anterior  colporrhaphy  (Graves  technic).  The  floor 
was  flat,  with  no  lateral  pockets.  '  There  was  considerable  edema 
trigonum,  with  a  few  transverse  ridges  below  the  interureteric  line. 
The  ureter  openings  were  normal. 

Case  VII. — An  amputation  of  the  cervix  and  an  anterior  col- 
porrhaphy by  a  Bissell-Rawls  procedure.  The  floor  in  the  center 
was  flat,  but  there  were  depressions  on  both  sides.  The  mucosa  lay 
in  transverse  folds,  but  there  was  no  edema.  The  ureter  openings 
were  normal. 

Abdominal  Suspension  Cases. 

Case  VIII. — A  Kelly  suspension.  The  floor  was  flat,  with  no 
lateral  pockets.  There  was  no  edema,  no  transverse  folds,  and  the 
ureteral  openings  were  normal. 

Case  IX. — A  Kelly  suspension.  The  floor  was  flat,  with  no 
lateral  pockets.  There  was  no  edema,  no  transverse  folds,  and  the 
ureteral  orifices  were  normal. 

Case  X. — A  Kelly  suspension.  The  floor  was  flat,  with  no  lateral 
pockets.  There  was  no  edema,  there  were  no  transverse  folds, 
and  the  ureters  were  normal. 

Case.  XL — A  Kelly  suspension.  The  floor  was  flat,  but  there 
were  lateral  pockets  on  both  sides.  There  was  edema  present,  but 
no  transverse  folds.     The  ureter  openings  were  normal. 

Case  XII. — A  Kelly  suspension.  The  floor  was  flat,  with  no 
lateral  pockets.  There  was  no  edema,  no  transverse  folds,  and  the 
ureters  were  normal. 

Case  XIII. — A  Mann  round  ligament  suspension.  The  floor 
was  raised,  with  lateral  pockets  on  both  sides.  There  was  edema 
present,  but  no  transverse  folds.     The  ureters  were  normal. 

Case  XIV. — A  Gilliam  suspension.  The  floor  was  flat,  but  there 
were  lateral  pockets  on  both  sides.  There  was  no  edema  nor 
transverse  folds,  and  the  ureters  were  normal. 
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Case  XV. — A  Pool  suspension  of  the  ovaries.  The  floor  was 
flat.  There  was  a  slight  retraction  on  the  right  side,  but  no  edema 
or  transverse  folds.     The  ureter  openings  were  also  normal. 

Vaginal  and  Abdominal  Cases. 

Case  XVI. — Vaginofixation  of  uterus  and  ventral  suspension. 
The  floor  sloped  backward,  forming  a  central  pocket,  behind 
which  was  a  raised  area  with  transverse  folds  extending  outward 
on  both  sides.  There  was  no  edema  and  the  ureters  were  in  normal 
relation. 

Case  XVII. — An  anterior  colporrhaphy  and  Webster-Baldy  sus- 
pension. The  floor  was  flat  and  there  were  no  lateral  pockets. 
Edema  was  present  and  the  mucosa  lay  in  transverse  folds.  The 
ureter  openings  were  normal. 

A  review  of  the  findings  in  these  cases  shows  that  in  a  large  majority 
of  them  the  plane  of  the  central  portion  of  the  bladder  floor  was 
normal.  There  was  but  one  case  in  which  there  was  a  central 
pocket  or  depression  which  would  favor  the  retention  of  a 
portion  of  the  urine  after  voiding.  This  result  followed  a  combined 
vaginal  and  abdominal  operation  for  the  cure  of  a  complete  prociden- 
tia. In  five  cases :  the  three  interpositions,  the  Emmett-Baldwin  and 
the  Mann  suspension,  there  was  a  central  elevation.  The  effect 
of  this  prominent  central  portion  was,  of  course,  to  produce  pockets 
on  either  side,  each  having  a  plane  lower  than  the  level  of  the  neck 
of  the  bladder.  In  addition  to  these,  there  were  three  other  cases, 
making  one-half  the  total  number,  that  showed  lateral  depressions. 
These  were  the  cases  following  the  BisseU-Rawls  anterior  colpor- 
rhaphy, a  KeUy  suspension  and  a  Gilham  suspension.  There  was 
a  unilateral  retraction  following  the  ovarian  suspension. 

The  transverse  folds  in  the  bladder  wall  were  found  only  in  the 
cases  that  had  vaginal  operations,  the  four  anterior  wall  repairs, 
two  of  which  had  suspensions  as  well,  and  in  one  of  the  interpositions. 
This  condition,  which  may  not  be  as  potent  a  factor  in  the  etiology 
of  a  cystitis  as  the  presence  of  irregularities  in  the  contour,  would 
tend  to  increase  and  prolong  the  inflammation  in  the  event  of  an 
infection. 

The  edema  present  in  five  of  the  cases  seems  to  have  no  particular 
significance.  Its  ocurrence  was  .fairly  evenly  distributed  among 
the  various  classes  of  cases  and  was  probably  due  to  operative 
trauma  or  to  the  inflammatory  condition  present. 

It  was  interesting  to  note  the  absence  of  any  marked  disturbance 
in  the  relation  of  the  ureter  openings  to  the  bladder  wall.  In  but 
three  cases  was  there  any  abnormality  found,  and  in  none  of  these 
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was  it  of  a  serious  nature.  One  case  of  interposition  showed  a  slight 
gaping  of  the  normally  placed  ureters.  In  each  of  the  other  two 
interpositions  and  in  the  Emmett-Baldwin  one  ureter  opened  into 
the  bottom  of  the  trough  and  the  other  opened  outward  from  the 
central  prominence.  There  was  no  interference  with  their  normal 
closure  and  retraction,  except  in  the  first  instance,  and  the  urine 
flowed  normally  from  all. 

In  none  of  these  seventeen  cases  was  there  a  general  acute  cystitis, 
due,  doubtless,  to  the  fact  that  the  routine  of  the  department  calls 
for  prompt  catheterization  in  all  patients  showing  symptoms  of 
bladder  disturbance,  but  there  was  a  congestion  and  irritation  at 
the  base  of  the  bladder  sufficient  to  give  rise  to  difficult  or  painful 
urination. 

From  the  evidence  hereby  obtained,  it  seems  reasonable  to 
conclude: 

1.  That  disturbances  of  the  plane  of  the  bladder  floor  not  in- 
frequently follow  operations  on  the  pelvic  organs,  and  that  they  are 
more  likely  to  follow  vaginal  operations  involving  the  anterior  wall 
than  operations  by  the  abdominal  route. 

2.  That  such  disturbances  have  a  definite  effect  on  the  power  of 
the  bladder  to  completely  empty  itself,  which  may  result  in  urinary 
stasis  and  inflammation. 

3.  That  there  may  be  considerable  distortion  of  the  floor  of  the 
bladder  without  its  interfering  with  the  function  of  the  ureters. 

380  Vanderbilt  Avenue. 
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The  lengthening  list  of  indications  for  Cesarean  section  and  the 
number  of  articles  on  obstetrics  as  a  lost  art,  justify  any  study  that 
seeks  to  aid  in  increasing  the  number  of  deliveries  by  the  natural 
passages.  It  has  seemed  to  the  writer  that  a  not  inconsiderable 
number  of  abnormal  births  have  been  created  unintentionally  by 
the  attendant  on  account  of  his  failure  to  understand  the  mechanism 
of  the  three  stages  of  labor.  Often  has  it  been  this,  rather  than  a 
misconception  of  the  proper  balance  of  the  factors,  it  seems  to  him, 
that  has  called  for  the  attendance  of  the  consultant. 

The  mechanism  of  labor,  especially  that  of  the  second  stage,  offers 
a  problem  at  once  interesting  and  complex.  That  a  body  of  irregular 
size,  shape  and  density  should  be  propelled  through  a  cavity  firm 
and  unyielding  in  part,  as  is  the  pelvis,  dilatable  in  part,  as  are  the 
soft  structures,  with  so  little  resultant  damage,  excites  the  admira- 
tion of  the  close  observer.  To  the  earnest  student  of  obstetrics, 
with  the  problem  solved  daily  before  his  eyes,  the  usual  explanations 
leave  considerable  to  be  desired,  and  the  terms  flexion,  molding, 
internal  rotation,  etc.,  that  fall  so  glibly  from  our  lips  are  merely 
the  end-results  of  action  of  component  forces  that  are  still  shrouded  in 
mystery.  When  a  slight  deviation  in  the  relationship  among  powers, 
passages  and  passenger  changes  eutocia  to  dystocia,  surely  there  is 
room  for  abundant  research  work  and  for  the  eternal  ''Why?"  of 
the  investigator.  It  is  to  the  female  with  balance  of  youth,  muscu- 
lar and  bony  development  and  average-sized  fetus  that  we  must 
turn  for  a  proper  example  for  study,  and  so  the  much-despised  nor- 
mal obstetrical  case  becomes  not  the  annoying  interrupter  of  other 
work,  but  a  study  rich  with  interest,  differing,  even  though  slightly, 

*Read  at  a  meeting  of  the  New  York  Obstetrical  Society,  November  12, 
1918. 

tFrom  the  Department  of  Gynecology  and  Obstetrics  of  the  Long  Island 
College  Hospital. 
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from  any  that  ever  preceded  it.  Nothing  but  obstetrical  enthu- 
siasm can  compensate  for  the  loss  of  the  more  spectacular  and 
better-paid  gynecological  operation. 

Much  has  been  gained  in  other  departments  of  practice  from  a 
comparative  study  of  the  lower  orders  of  animal  life  and  perhaps  in 
their  reproductive  activities  we  shall  find  some  light  on  our  problem. 
This  is  not  a  new  thought,  for  Fleming,  in  his  text-book  on  Veteri- 
nary Obstetrics,  written  in  1877,  lamented  the  fact  that  his  art  had 
advanced  so  slowly  as  to  offer  little  for  the  investigator  of  compara- 
tive obstetrics,  for  he  insisted  there  was  a  close  relationship  between 
the  parturient  periods  of  women  and  animals.  It  is  interesting  to 
read  in  his  work  that  "the  veterinary  obstetrician  to  be  successful 
must  possess  special  and  varied  information  of  a  highly  scientific 
kind  in  the  domains  of  anatomy,  physiology,  hygiene,  pathology, 
surgery,  etc.,  and  to  this  must  be  added  the  benefits  to  be  derived 
from  experience,  for  in  proportion  as  his  intervention  is  salutary  and 
beneficial  when  it  is  intelligent  and  opportune,  so  may  it  be  fatal  and 
disastrous  when  it  is  irrational  or  inopportune."  This  latter  part, 
written  in  1877,  might  almost  have  been  written  of  forceps  on  un- 
dilated  cervices. 

What  was  the  status  of  human  obstetrics  at  a  corresponding  period 
when  veterinarians  were  taking  this  high  stand?  Even  at  that 
date  veterinarians  were  insisting  that  merely  attendance  at  parturi- 
tion was  not  all  that  was  demanded  of  the  obstetrician,  that  this 
was  but  the  final  act  and  that  a  proper  knowledge  of  menstruation, 
conception,  gestation  and  parturition  with  anomalies  or  deviations  in 
any  of  them,  waS  not  only  wise,  but  essential.  Also  given  as  essen- 
tial we  learn  that  he  "must  be  possessed  of  great  tact  in  manipu- 
lation, a  certain  amount  of  mechanical  skill,  much  patience  and  readi- 
ness of  device."  The  principal  devices  in  our  obstetrical  bag 
at  that  time,  and  even  up  to  recently,  were  the  long  forceps,  the 
curet  and  the  douche  bag.  All  this  was  insisted  upon  from  a  purely 
economical  point  of  view  in  producing  beasts  of  burden  and  food, 
though  the  humanitarian  side  in  preventing  and  abbreviating 
suffering  was  not  overlooked.  Obstetrics  of  woman  had  not  at  that 
date  come  into  its  own  as  a  specialty. 

When  locomotion  changed  from  quadrupedal  to  bipedal  the  pelvic 
axis  became  a  curved  line  instead  of  a  straight  one.  When  the  de- 
velopment of  the  intellectual  supplemented  the  existing  animal  facul- 
ties of  the  brain,  the  head  became  globular  instead  of  conical,  and 
the  problem  was  upon  us.  As  the  human  female  advanced  in  the 
social  scale  she  did  so  at  the  expense  of  her  muscular  and  reproduc- 
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tive  activities,  and  so  to-day  her  sister  of  the  forest  and  fields  has  the 
larger  proportion  of  physiological  labors.  With  the  change  in 
pelvic  axis  came  the  prominence  of  the  lumbosacral  articulation, 
the  absence  of  the  promontory  aiding  greatly  in  the  case  of  delivery 
in  horses  and  cows. 

The  pelvis  in  itself  is  seldom  a  cause  of  dystocia  in  animals.  Dr. 
W.  L.  WiUiams,  Professor  of  Veterinary  Obstetrics  at  Cornell  Uni- 
versity, in  a  personal  communication,  states: 

"Deformed  pelvis  is  virtually  unknown  in  quadrupeds.  Rarely 
there  is  a  callus  from  fracture,  or  a  callus  from  dislocation  of  the 
head  of  the  femur  through  the  obturator  foramen.  The  latter 
animal  would  not  likely  breed.  Rachitic  deformities  fall  in  other 
parts  of  the  skeleton.  In  large  animals  some  60  per  cent,  of  the 
body  weight  falls  upon  the  fore  limbs  and  nearly,  if  not  over,  half 
of  the  remaining  40  per  cent,  consists  of  the  weight  of  the  limbs 
themselves.  Rickets  is  uncommon  and  rickety  animals  are  not 
ordinarily  permitted  to  breed." 

Would  that  we  could  similarly  control  the  reproductive  activities 
of  our  rachitic  females.  In  the  cow  labor  is  oftener  more  difficult 
than  in  the  mare,  however,  because  the  pelvis  is  deeper  with  a  longer 
and  more  curved  symphysis,  but  quite  as  often  from  the  fact  that 
"the  floor  of  the  pelvic  cavity  is  on  a  much  higher  level  than  that 
of  the  abdomen."  .  .  .  "Therefore  it  is  that  a  kind  of  steep  step 
has  to  be  ascended  by  the  calf  before  it  can  enter  the  pelvic  cavity 
and  this  explains  why  it  often  remains  fLxed  against  this  upper  level 
at  the  inlet."  Rather  similar  to  our  pendulous  abdomen  as  a  cause 
of  malpresentation  due  to  deviation  of  direction  of  uterine  con- 
tractions and  pelvic  axis.  The  pelvic  axis  is  nearly  a  straight  line 
and  approximately  horizontal,  passing  through  the  center  of  the 
inlet  and  outlet.  There  is  no  false  pelvis  and  the  fetus  does  not 
usually  enter  the  pelvic  cavity  until  the  second  stage  of  labor. 
Indeed,  Fleming  states  that  "when  the  uterus  of  a  carnivorous 
animal  contains  only  one  fetus  it  is  developed  in  the  horn  and  not 
in  the  body  and  it  is  not  until  parturition  commences  that  it  descends 
into  the  latter."  It  will  be  remembered  that  the  uterus  of  the 
quadruped  is  bicornate.  Since  there  is  no  pelvic  inclination,  there 
is  seldom  any  difficulty  at  the  sacrovertebral  articulation  because 
of  its  prominence,  and  what  little  promontory  exists  is  lessened 
during  parturition  by  the  posture  of  the  animal.  Later  writers 
dispute  Fleming  in  this. 

Such  cases  of  dystocia  as  do  arise  occur  either  from  obstruction 
of  soft  parts,  or  what  is  commoner,  malpresentations.     The  lax 
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articulations  at  or  about  term,  with  the  greater  distensibility  of  all 
the  ligaments,  remove  the  pelvis  as  a  factor  in  difficult  labor  in  most 
animals.  This  laxity  has  its  counterpart  in  the  human  female 
and  is  utilized  in  the  Walcher,  exaggerated  lithotomy,  or  lateral 
prone  postures  to  increase  inlet  and  outlet  diameters  respectively. 
It  is  very  doubtful,  however,  whether  posture  will  in  any  way 
reduce  the  size  of  the  sacral  promontory,  much  as  this  is  desirable. 
Reynolds,  in  1877,  stated  that,  in  addition  to  the  obliquity  of  the 
uterus,  the  promontory  deviates  the  direction  of  the  expelling  force 
from  the  midline  and  compels  the  descending  part  to  enter  the  pelvis 
to  one  or  other  side. 

The  pelves  of  the  gorilla  and  chimpanzee  more  nearly  approximate 
the  human  and  will  be  made  the  subject  of  another  article,  as  the 
limits  of  time  forbid  their  inclusion  here. 

The  direction  of  the  force  of  the  uterine  contractions  in  the  horse  is 
horizontal  or  at  right  angles  to  the  force  of  gravity;  in  the  cow  it  is,  as 
stated  previously,  due  to  pendulous  abdomen,  uphill,  or  greater  than 
90  degrees.  It  is  well  known  that  in  these  animals  the  membranes 
seldom  rupture  prematurely.  Dr.  W.  L.  Williams  says  he  is  "not 
aware  that  premature  rupture  of  the  membranes  occurs.''  It  is 
granted  that  these  membranes  are  tough,  but  it  cannot  be  denied 
that  the  direction  of  the  force  of  the  powers  being  against  gravity 
has  a  powerful  influence,  too,  in  their  preservation.  We  habitually 
employ  the  recumbent  or  the  Trendelenburg  postures  for  the  same 
purpose  in  malpresentations,  and  these  postures  are  at  90  degrees, 
or  greater,  to  gravity,  and  they  might  equally  well  be  utilized  where, 
because  of  pendulous  abdomen,  the  direction  of  the  uterine  contrac- 
tions was  deviated  from  the  proper  axis  of  the  birth  canal.  Further- 
more, since  Edgar  has  shown  that  the  angle  of  the  plane  of  the  brim 
drops  from  60  degrees  in  the  upright  posture  to  30  degrees  in  the 
recumbent,  the  uterine  contractions  wall  be  the  more  effectually 
used  in  the  recumbent  posture,  and  it  is  suggested  that  this  be 
employed  until  the  head  has  firmly  engaged  or  entered  the  lower 
segment  in  all  cases.  Polak,  also,  has  urged  that  the  parturient 
be  allowed  to  remain  in  bed  during  the  entire  labor  from  the  onset  of 
pains,  stating  that  the  uterine  contractions  are  in  no  wise  diminished 
in  force  or  frequency,  and  that  the  patient's  strength  is  thus  con- 
served for  the  final  effort  when  maximum  efficiency  is  demanded. 

I  am  aware  that  this  is  contrary  to  most  modern  writers,  who  speak 
of  the  patient  being  allowed  to  be  out  of  bed  until  the  os  is  dilated 
to  a  varying  degree,  but  it  is  urged  in  this  connection  merely  until 
full  engagement  is  obtained.     By  that  time  the  dilatation  usually 
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wU  have  proceeded  to  such  an  extent  that  the  matter  of  the  mem- 
branes will  cease  to  worry  us,  and  we  shall  have  made  logical  use  of 
a  simple  procedure  to  aid  descent.  If  dilatation  be  not  considerable, 
the  upright  posture  will  not  materially  endanger  the  membranes 
if  engagement  be  complete.  This  posture  is  employed  by  Markoe 
in  his  obstetric  chair,  regarding  which  he  says  that  "  the  anteflexed 
uterus  of  the  old  multipara  is  brought  more  nearly  into  the  axis 
of  the  pelvis  by  the  tipped  rocking  chair  plus  abdominal  binder." 

The  fetal  head  of  calf  and  foal  is  conical  and  is  born  in  extension 
with  forelegs  preceding.  The  largest  part  of  the  fetus  to  enter  the 
pelvis  is  the  thorax  and  here  a  process  akin  to  molding  occurs. 
William  says: 

''The  thorax  calls  for  only  very  slight  modification  of  its  diameters 
because  the  shoulders  are  displaced  forward  and  rest  alongside  the 
neck.  This  leaves  only  the  chest  walls,  the  empty  lungs  and  the 
heart.  The  ribs  and  sternum  are  quite  resilient  and  mold  readily 
so  far  as  demanded." 

rotation. 

That  step  of  labor  that  has  been  least  understood  and  therefore, 
perhaps,  most  \vTitten  upon,  is  internal  rotation.  It  does  occur  in 
quadrupeds,  contrary  to  Schumann,  and  does  not  seem  to  be  brought 
about  because  of  pelvic  inclination,  as  he  urges.  J.  W.  Williams 
says  we  are  ''in  ignorance  of  the  ultimate  causes  of  the  movement." 
A  very  excellent  critical  review  of  the  various  theories  of  this  step 
has  been  made  by  Paramore. 

A  study  of  the  outlet  diameters  shows  them  to  be  so  nearly  alike, 
12  cm.  anteroposterior,  and  ii  cm.  bisischial,  as  to  make  it  certain 
that  rotation  is  not  caused  by  the  head  seeking  the  largest  available 
diameter  at  that  plane;  further,  by  the  time  the  head  has  reached 
this  plane  it  is  usually  well  flexed  with  a  circular  circumference 
the  diameters  of  which  are  both  9.5  cm.,  and  it  is  entirely  possible, 
as  far  as  diameters  are  concerned,  for  the  head  to  emerge  with  the 
sagittal  suture  opposite  one  or  other  of  the  ischial  tuberosities. 
It  is  a  common  observation  that  this  suture  is  seldom  directly  antero- 
posterior. The  great  factor  in  rotation  is  the  intact  pelvic  floor, 
upon  which  the  head,  either  well  flexed  before  it  reaches  there, 
or  flexed  on  arrival  there,  and  propelled  by  firm  uterine  contractions, 
has  its  most  dependent  portion,  usually  the  occiput,  driven  dowTi- 
ward,  forward  and  inward.  The  classical  experiment  of  Dubois, 
repeated  by  Edgar,  proves  this;  the  birth  of  the  second  of  twins 
coming  over  a  stretched  muscle,  or  the  persistent  O.  P.  in  a  lacerated 
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multipara  with  no  upward  pressure  to  flex  or  rotate  it,  attest  it. 
Were  it  the  shape  of  the  pelvis,  or  the  slope  of  the  sacrum  or  the  ischial 
spines,  there  is  no  reason  why  Dubois'  fetus  should  not  have  rotated 
ad  infinitum.  The  ease  with  which  the  head  rotates  from  O.  P. 
in  the  majority  of  cases  from  the  location  of  the  posterior  inclined 
plane,  over  the  ridge  and  into  the  anterior  inclined  plane,  rather 
weakens  the  case  against  these  as  factors  of  weight  in  rotation,  though 
it  is  freely  admitted  that  these,  as  well  as  all  other  factors  usually 
quoted,  probably  have  a  share,  as  the  process  is  not  as  simple  as 
we  might  wish  to  believe. 

In  quadrupeds  rotation  occurs  occasionally,  as  the  head  does  some- 
times enter  the  pelvis  in  an  oblique  diameter  and  emerges  in  the 
anteroposterior.  Just  what  does  this  is  uncertain.  W.  L.  Williams 
states  that: 

"The  levator  ani  muscle  occurs  in  all  domestic  mammals,  but  has 
no  office  of  note  in  the  expulsion  of  the  fetus  so  far  as  I  am  aware." 

The  mechanism  of  rotation  in  the  chimpanzee  and  gorilla,  who, 
because  of  the  upright  posture  so  frequently  assumed  have  had 
some  degree  of  pelvic  rotation,  will  have  to  be  discussed  at  a  later 
date,  though  it  is  felt  that  here  will  probably  be  found  more  infor- 
mation than  in  the  preceding  study,  as  they  more  closely  approach 
the  human. 

The  practical  points  of  value  that  I  can  bring  to  you  from  this 
study  are  few  and  I  am  disappointed  that  realization  did  not  meet 
anticipation,  but  it  has  none  the  less  confirmed  me  in  the  hope  of 
subsequently  finding  a  "gem  or  two  in  such  comparative  study. 

SUMMARY. 

Pelvis. — No  false  pelvis  in  quadrupeds,  pronounced  in  women. 

Axis  practically  a  straight  line  in  quadrupeds,  curved  in  women. 

Dystocia  seldom,  if  ever,  caused  by  pelvic  deformity  in  animals, 
while  in  women  it  is  a  frequent  cause. 

The  promontory  in  quadrupeds  is  not  marked,  does  not  interfere 
with  descent,  and  may  possibly  be  reduced  in  degree  by  posture. 
In  woman  the  promontory  is  marked,  is  responsible  for  entrance 
of  head  in  obhque  diameter,  and  probably  impossible  by  posture 
to  reduce  in  any  degree. 

Pendulous  Abdotnen. — In  cows  occasionally  causes  dystocia; 
seldom,  if  ever,  does  so  in  the  mare;  in  woman  is  probably  the  pre- 
dominating cause  of  face,  brow,  and  transverse  presentations. 

Dystocia. — In  quadrupeds  oftenest  caused  by  malpresentations; 
in  woman  oftener  due  to  anomaUes  of  passages  or  passenger,  and 
less  often  to  deficient  powers. 
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Membranes. — Premature  rupture  in  animals  practically  unknown, 
and  this  is  due  to  the  force  of  the  uterine  contractions  acting  at 
right  angles  to  gravity.  In  woman  they  frequently  rupture  early, 
especially  in  malpresentations;  posture,  which  is  now  used  in  the 
latter  to  save  the  membranes,  could  logically  be  employed  until 
the  head  is  fully  engaged  and  for  the  same  purpose.  Recumbent 
posture  will  also  direct  force  of  uterine  contractions  more  accurately 
into  the  brim. 

Head. — In  quadrupeds  is  conical,  is  born  in  extension  between 
extended  forelegs.  Is  globular  in  the  human  fetus,  is  born  in  flexion, 
occasionally  in  extension  (as  face  presentations),  arms  accompanying 
make  an  abnormal  delivery. 

Molding. — Of  fetus  of  cow  and  mare  practically  negligible.  In 
fetus  of  woman  is  a  prominent  part  of  the  mechanism. 

Rotation.— In  woman,  probably  the  shape  of  the  pelvis,  its  in- 
clination, ischial  spines,  or  inclined  planes  are  not  concerned  in 
the  movement,  the  intact  pelvic  floor  being  the  chief  agent.  In 
quadrupeds  rotation  does  occur,  though  seldom,  but  its  cause  is 
undetermined. 
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A  CASE  OF  INTERSTITIAL  TUB.AL  PREGNANCY.* 

BY 
O.  G.  PFAFF,  M.  D., 

Indianapolis,  Ind. 

Interstitial  tubal  pregnancy  is,  undoubtedly,  of  more  frequent 
occurrence  than  we  formerly  believed;  this  conviction  is  due  to  the 
more  careful  observation  and  report  of  specimens  in  recent  years. 
Lawson  Tait,  in  commenting  upon  a  postmortem  specimen,  which 
was  presented  to  him,  wrote:  "In  the  enormous  experience  I  have 
now  had  of  tubal  pregnancy  this  is  my  solitary  experience  of  intersti- 
tial tubal  pregnancy,  but  it  so  closely  resembles  a  number  which  I 
have  seen  in  museums,  that  I  take  it  to  be  quite  typical  of  its  class. 
I  am,  therefore,  disposed  to  believe,  from  physical  examination, 
that  interstitial  tubal  pregnancy  could  not  be  diagnosticated,  and 
I  can  imagine  no  symptoms  which  would  help  us  to  recognize  it 
before  rupture." 

Only  five  or  six  museum  specimens  were  known  at  the  time  I 
reported  a  unique  case  to  this  Association  at  the  St.  Louis  meeting. 
This  case  I  operated  upon  in  the  fifth  month  of  gestation,  and  before 
rupture.  The  gross  appearance  in  this  case  was  that  of  a  large  red- 
dish bag  which  had  developed  from  the  wall  of  the  right  uterine 
horn,  involving  the  tube,  while  the  left  side  of  the  uterus  was  but 
slightly  enlarged,  which  made  a  very  unusual  appearance  on  account 
of  the  resulting  asymmetry.  With  a  desire  to  save  the  uterus,  I  did 
what  was  practically  a  Cesarean  operation,  excepting  that,  the  uter- 
ine cavity  not  being  invaded,  I  placed  a  large  tube  through  the 
abdominal  incision,  thus  obviating  the  danger  of  exposing  the  uter- 
ine wound  to  infection  from  the  vaginal  tract  in  providing  drainage 
through  that  canal.  A  rather  troublesome  adhesion  at  the  site  of 
drainage  was  later  released  surgically. 

In  recent  years  numerous  cases  of  interstitial  pregnancy  have  been 
reported,  but  all  of  them,  so  far  as  I  have  learned,  ruptured  before 
they  came  into  the  hands  of  the  surgeon,  and  some  were  postmortem 
specimens. 

*Read  by  title  at  the  Thirty-first  Annual  Meeting  of  the  American  Asso- 
ciation of  Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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It  would  appear  that  the  history  of  interstitial  pregnancy  differs 
from  that  of  other  forms  of  tubal  pregnancy  only  in  that,  as  the 
uterine  wall  is  capable  of  much  greater  distention  than  is  the  un- 
supported tube,  rupture  may  not  occur  until  a  later  period.  This 
was  exemplified  in  the  case  to  which  I  have  alluded,  and  which  had 
not  ruptured  though  well  into  the  fifth  month. 

On  June  6th,  of  this  year,  I  operated  on  a  second  case  of  interstitial 
pregnancy  in  the  eighth  week  of  gestation,  which  had  ruptured  two 
weeks  previously.  The  woman  lived  in  the  country,  and  had  had 
little  attention  until  symptoms  of  serious  infection  developed,  when 
she  was  brought  to  St.  Vincent's  Hospital,  Indianapolis.  On 
opening  the  abdomen  the  characteristic  quantity  of  clots  and  debris 
was  encountered,  and  also  a  quantity  of  walled-ofif  pus  in  the  cul- 
de-sac.  A  crater-like  opening  in  the  left  posterior  side  of  the  fundus 
showed  the  site  of  the  pregnancy  which  did  not  involve  the  uterine 
cavity.  After  removing  the  clots  I  pared  the  ragged  edges  of  the 
rent  in  the  uterine  wall,  and  with  little  difiiculty  folded  the  organ 
slightly  upon  itself  and  closed  the  rent  with  catgut,  leaving  the  low- 
est point  in  the  damaged  wall  patulous  for  drainage,  and  then  placed 
a  large  rubber  tube  through  the  cul-de-sac  into  the  vagina.  After 
a  few  days  of  extreme  weakness  the  patient  proceeded  with  a  satis- 
factory convalescence. 

L.  S.  Stone(i)  reported  a  case  in  which  an  interstitial  pregnancy 
of  five  and  a  half  months  had  ruptured.  He  operated,  and  did  a 
hysterectomy.     The  patient  recovered. 

W.  Kohlman(2)  made  observations  on  two  cases;  one,  at  four 
months;  the  other,  period  of  gestation  not  stated,  but  which  pre- 
sented the  peculiar  history  of  having  had  the  tube  and  ovary  of  the 
right  side  removed  sixteen  months  previously,  and  yet  it  was  in  this 
interstitial  segment  that  the  pregnancy  occurred.  Both  cases  were 
treated  alike  by  hysterectomy,  and  both  recovered. 

A.  H.  Harrigan(3)  and  Dr.  Norris  each  reports  a  case  without 
giving  periods  in  which  hysterectomy  was  done,  and  both  cases 
recovered. 

H.  N.  Vineberg(4)  reports  a  case  of  early  interstitial  pregnancy 
in  which  he  repaired  the  damaged  wall,  the  patient  leaving  the 
hospital  in  ten  days. 

Lillian  Farrar(5)  opened  the  abdomen  in  an  interstitial  preg- 
nancy of  about  six  weeks,  and  then  dilated  the  cervical  canal,  and, 
going  through  the  septum,  curetted  the  gestation  cavity,  the  patient 
making  a  good  recovery. 

G.  G.  Wood(6)  operated  upon  a  case  which  ruptured  at  four 
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months.  Hysterectomy  resulted  in  recovery.  A  similar  case  oc- 
curred in  the  service  of  Dr.  West,  at  the  Post-Graduate  Hospital, 
and  one  was  reported  by  G.  W.  Kosmak,  and  one  by  J.  W.  Markoe, 
the  treatment  of  which  I  did  not  learn. 

Nacke(7)  reported  a  case,  rupturing  in  second  month,  in  which  he 
repaired  the  rent  in  the  uterine  wall,  with  resulting  good  recovery. 

F,  W.  Johnson(8)  evacuated  a  case,  which  had  ruptured  at  four 
months,  in  which  he  repaired  the  uterine  wall,  with  happy  recovery. 

Bellecombe  of  Paris,  truly  says  that  the  clinical  diagnosis  of 
ectopic  pregnancy,  with  an  interstitial  locaHzation,  is  extremely 
difl&cult,  and  can  only  be  confirmed  after  laparotomy.  An  asym- 
metrical enlargement  of  the  uterus,  the  existence  of  a  cystic  tumor 
at  the  level  of  the  uterine  horn,  asymmetry  in  the  insertion  of  the 
tubes  and  especially  of  the  round  ligaments,  represent  the  principal 
features  of  such  a  diagnosis.  As  to  the  treatment  of  these  cases 
he  says  the  following  rule  has  been  definitely  formulated  by  Legond : 
*'  All  interstitial  pregnancies,  recognized  on  laparotomy,  call  for  imme- 
diate performance  of  supravaginal  or  total  abdominal  hysterectomy." 

A  majority  of  the  cases  here  referred  to  were  treated  according 
to  this  dictum,  but  several  of  them  were  treated  more  conservatively, 
and  all  of  the  cases,  the  records  of  which  I  have  had  access  to,  have 
recovered;  so  that  it  may  well  be  that  in  some  cases  the  radical  opera- 
tion is  clearly  indicated,  while  in  others  we  may  still  be  left  with  an 
opportunity  to  gratify  our  natural  desire  to  be  conservative  and  make 
the  repairs  necessary  to  permit  the  woman  to  retain  a  normal  organ 
capable  of  performing  its  accustomed  physiological  functions. 

Newton-Claypool  Bldg. 
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RUPTURED    APPENDIX;    RECURRENT    CYST    OF   PAR- 
OVARIUM; INTESTINAL  OBSTRUCTION  FOLLOWING 
THE  GILLIAM  OPERATION;  THREE  TUBAL  CON- 
CEPTIONS   IN    ONE    WOMAN;    TWO    CASES 
ILLUSTRATING    RAPIDITY   OF    TUBAL 
REGENERATION.* 

BY 

DAVID  HADDEN,  M.  D., 

Oakland,  Cal. 

The  following  case  reports  I  shall  present  as  concisely  as  possible, 
giving  only  the  details  that  have  direct  bearing  on  the  points  to  be 
emphasized.  The  cases  are  of  varying  pathology,  but  each  has  an 
interest  somewhat  out  of  the  ordinary. 

RUPTURED   APPENDIX   IN   A    CHILD    OF    TEN   MONTHS. 

^  Doris  K.,  ten  months  old,  had  presented  no  disturbances  of  moment 
since  birth,  and  had  been  more  or  less  under  the  feeding  directions 
of  a  pediatrician  for  some  months.  The  diet  consisted  largely 
of  modified  milk,  with  some  cereals,  fruit  juices,  and  strained  spinach. 
Late  in  the  evening  the  parents  noticed,  while  they  were  out  with  the 
child  in  her  carriage,  that  she  was  somewhat  fretful  and  wanted  to 
be  carried,  but  had  eaten  the  evening  meal  as  usual.  Toward 
morning  the  rapid  breathing  and  listless  condition  of  the  child 
alarmed  the  mother,  who  called  Dr.  Edith  Brownsill.  She  found  the 
child  in  a  state  of  marked  collapse;  pulse  and  respiration  rapid;  skin 
white  and  clammy;  and  at  once  called  me  as  consultant.  We  found 
the  abdomen  generally  tender  to  light  pressure  and  dull  on  percus- 
sion over  the  bladder  and  right  inguinal  region.  As  the  child  had 
not  urinated  during  the  night,  we  passed  a  catheter  to  determine 
whether  the  dull  area  was  not  bladder  distention.  Only  a  small 
quantity  of  urine  was  present,  and  no  variation  of  dulness  resulted. 
The  general  appearance  of  the  child  denoted  a  serious  condition, 
and  suspecting  an  intussusception  as  the  most  Hkely  cause,  even 
though  no  blood  had  been  passed,  we  took  him  to  the  hospital. 
Here  an  examination  per  rectum  under  anesthesia  showed  the  two 
findings_  supposedly  diagnostic  of  ileocecal  intussusception — the 
vacant  iliac  region  and  the  tumor  mass  in  the  right  hypochondriac 

*Read  by  title  at  the  Thirty-first  Annual  Meeting  of  the  American  Asso- 
ciation of  Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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region.  Operation,  however,  through  the  middle  third  of  the  rec- 
tus showed  a  large  amount  of  flocculent  fluid  free  in  the  abdomen, 
a  high  cecum  with  an  almost  adult  sized  appendix  gangrenous  over 
two  large  hard  dark  concretions.  There  was  only  an  elementary 
omentum,    and   no    evidence    of    protective    adhesions    anywhere. 

The  convalescence  was  uneventful;  with  drainage  sinus  closed 
within  a  week. 

The  main  point  of  interest  in  the  case  was  the  simulation  of  an 
intussusception,  which  stimulated  immediate  operation  and,  prob- 
ably thus  saved  the  child's  life.  The  literature  at  my  command  is 
rather  meager  on  acute  perforative  appendicitis  during  the  first 
year  of  life. 

RECURRENT  PAROVARIAN  CYST. 

Mrs.  A.,  aged  sixty-seven,  was  operated  upon  about  March,  1917, 
for  some  pathology  of  the  gall-bladder,  which  necessitated  its  re- 
moval. She  had  had  four  or  five  operations  on  the  perineum 
because  of  poor  support  results.  Exploration  of  the  pelvis  at  the 
time  of  the  gall-bladder  excision  revealed  nothing  abnormal. 

On  July  22,  191 7,  another  abdominal  section  was  done  for  a  large 
rapidly  growing  tumor  in  the  right  inguinal  region  that  had  been 
discovered  a  few  weeks  before.  The  doctor  in  attendance  reported 
that  the  same  surgeon  then  found  a  large  cystic  growth  filled  with 
mucoid  material  arising  from  the  right  ovarian  region.  The  abdo- 
men also  contained  a  large  amount  of  the  same  gelatinous  material. 
The  growth,  with  the  right  tube  and  ovary,  was  removed.  The 
pathologist  reported  a  cyst  of  probable  malignant  tendency. 

Until  November,  191 7,  the  patient  was  in  good  enough  physical 
condition  to  refrain  from  reporting  to  her  physician,  but  by  Novem- 
ber 15  was  confined  to  bed  feeling  badly. 

I  first  saw  Mrs.  A.  on  January  12,  191 8.  Her  general  physical 
condition  was  fair,  but  the  abdomen  was  markedly  distended.  Pel- 
vic examination  disclosed  a  large  cystic  mass  filling  the  whole  lower 
abdomen,  and  crowding  down  between  the  rectum  and  vagina  so 
as  to  almost  bulge  from  the  vulva.  The  pressure  symptoms  were 
sufficiently  grave  to  warrant  an  attempt  at  even  temporary  relief. 

Operation  on  January  16,  1918,  disclosed  a  large  cyst  filling 
the  lower  abdomen  and  extending  above  the  umbilicus.  A  large 
amount  of  gelatinous  fluid  was  free  in  the  abdominal  cavity,  but  the 
peritoneum  presented  no  growths,  though  it  was  markedly  congested. 
The  growth  proved  to  be  a  cyst  whose  walls  were  formed  by  the 
layers  of  the  right  broad  ligament  and  the  distended  uterine  body; 
its  contents  were  of  the  same  gelatinous  material.  The  left  tube 
and  ovary  were  normal.  The  removal  of  the  cyst  left  the  ureters 
and  pelvic  vessels  stripped  of  peritoneum,  and  the  vagina  and  rec- 
tum separated  to  the  rectovesical  fascia  layer.  The  anterior  rectal 
wall  presented  the  only  area  where  the  tissues  composing  the  cyst 
wall  could  not  be  well  differentiated.  A  loose  pack  was  placed  in 
the  pelvic  cavity  protruding  from  the  vagina,  and  the  abdomen 
closed  without  drainage  above. 
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The  day  the  gauze  was  removed  50  milligrams  of  radium  well 
screened  was  placed  in  the  vault  for  twelve  hours.  Ten  days  later 
an  application  of  the  same  dose  was  made  and  directed  toward 
the  rectum  about  the  middle  third  of  the  vagina. 

The  Western  Laboratories  made  an  extract  from  the  fluid  and  cyst 
walls,  which,  however,  we  have  not  used. 

Dr.  Moore  reported  the  growth  to  be  a  large  multilocular  cyst. 
The  cyst  cavities  varied  from  a  few  miUimeters  to  ten  centimeters  in 
diameter  and  were  filled  with  a  clear  gelatinous  material.  Micro- 
scopically the  stroma  was  composed  of  fibrous  and  elastic  connect- 
ive tissue  with  a  few  smooth  cells.  The  cyst  cavities  were  hned 
with  a  single  layer  of  cuboidal  epithelium. 

The  pelvis  has  remained  without  induration,  and  the  scar  tissue 
in  the  vagina,  resulting  from  the  perineal  repairs,  has  softened 
markedly.  On  September  3,  1918,  I  found  the  patient  in  excellent 
general  health  with  negative  findings  in  the  pelvis. 

The  cyst's  rapid  origin  with  rapid  recurrence  and  extensive  growth 
is  of  interest.  The  evident  loss  of  malignancy  of  the  remnants  of 
cyst  wall  left  on  the  rectum,  due  undoubtedly  to  the  radium  appli- 
cation, is  also  of  importance.  The  recurrence  was  not  from  implan- 
tation, but  from  direct  extension  of  the  portion  of  broad  ligament 
left  at  operation. 

INTESTINAL   OBSTRUCTION   FOLLOWING    GILLIAM    OPERATION. 

As  you  are  all  well  aware,  the  claim  has  frequently  been  made  that 
the  loop  of  round  ligament  drawn  through  the  abdominal  wall  in 
the  Gilliam  operation  can  in  no  way  interfere  with  the  intestinal 
function  because  there  is  no  ring  formed  sufficiently  narrow  to  de- 
tain a  bowel  loop  that  might  slip  in,  and  because  the  location  of  the 
slings  is  in  the  pelvis.  Gilliam,  in  a  discussion  of  the  operation 
written  not  so  long  ago,  claimed  that  no  case  of  intestinal  interfer- 
ence had  been  reported.  That  there  is  at  least  a  theoretical  possi- 
bility of  trouble  is  emphasized  by  the  modifications  devised  by  other 
men,  as,  for  instance,  Montgomery,  to  prevent  such  a  happening. 

Mrs.  O.  J.  had  a  Gilliam  operation  done  by  one  of  the  recognized 
gynecologists  of  the  East  with  much  benefit  to  her  general  and  pelvic 
symptoms.  Within  some  months,  however,  she  was  having  severe 
attacks  of  constipation  which  unaccountably  disappeared  for  vary- 
ing periods.  The  intervals  of  relief  rapidly  decreased  and  the  con- 
stipation became  more  severe  and  harder  to  control. 

When  she  came  under  my  care  she  was  in  the  habit  of  obtaining 
evacuation  of  the  bowels  with  the  use  of  the  Cascade  syringe.  A 
large  quantity  of  water  under  considerable  pressure  produced  what 
she  described  as  a  "slipping  of  something  inside"  and  an  evacuation 
would  follow.  However,  the  pressure  used  was  continually  being 
augmented,  and  sometimes  no  results  were  obtained  for  days. 
The  x-ray  plates  showed  as  in  the  prints  presented. 

Some  weeks  later,  after  a  week  of  inaction  of  the  bowels,  despite 
all    treatment,   I    operated.     The   round   ligaments   presented   as 
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single  cords  passing  to  the  abdominal  wall  from  the  mid-broad 
ligament  edge.  The  mobile  cecum  had  passed  to  the  right  side  of 
the  right  cord,  then  to  the  mid  sling.  The  elongated  sigmoid 
had  done  the  same  on  the  left  side.  The  cords  were  removed  and, 
as  the  uterus  showed  no  tendency  to  retrovert,  nothing  further  was 
done.  For  sometime  later  we  had  to  deal  with  a  torpid  bowel  be- 
cause of  the  redundancy  produced  by  the  distentions,  due  to  rather 
large  doses  of  laxatives. 


Fig.  I. — Obstruction  following  Gilliam  operation.     A'-ray,  enema. 


THREE   TL^AL   CONCEPTIONS    IN   ONE    WOM.\N. 

It  has  been  my  experience  that  two  out  of  every  three  cases  of 
extrauterine  pregnancy  have  been  of  Japanese  nationality.  Two 
of  our  Japanese  physicians  explain  the  condition  as  due  to  the  preva- 
lence of  gonorrheal  infection.  Recently  a  case  in  my  practice 
gave  us  a  tube  unruptured  with  a  definite  amniotic  sac,  and  another 
case  a  tube  showing  a  healing  process  of  four  months'  duration. 
The  material  in  both  cases  was  immediately  and  excellently  fixed. 
Dr.  Evans  of  the  University  of  California  (Anatomy  Department) 
is  having  this  material  prepared,  and  next  year  I  hope  to  be  able  to 
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present  with  him  some  histologic  evidence  that  may  have  impor- 
tant bearing  on  the  (Uverticuhmi  theory  of  the  causation  of  tubal 
conception. 

In  December,  1916,  Mrs.  Y.,  a  Japanese  patient,  came  to  my  office 
giving  a  typical  history  of  an  extrauterine  pregnancy  that  had  evi- 
dently undergone  partial  abortion  ten  days  earlier.  The  clinical 
symptoms  were  absolutely  pathognomonic — the  two  weeks  overtime; 
the  sharp  pain  in  the  right  side,  faintness,  and  beginning  uterine 
flow.     She  had  consulted  no  physician  during  the  acute  symptoms. 


Fig.  2. — Obstruction  following  Gilliam  operation.     6-hour  %-ray. 

Examination  showed  an  enlarged  tube,  hard  and  tender  on  the 
right  side,  a  temperature  of  one  degree  exacerbation,  and  some 
grumous  discharge  from  a  normal-sized  uterus.  As  the  patient 
was  adverse  to  operation  and  the  danger  of  further  bleeding  had 
evidently  disappeared,  we  watched  her  for  some  weeks  while  the 
pathology   gradually   subsided. 

In  December,  191 7,  Mrs.  Y.  had  an  attack  of  similar  character; 
but  devoid  of  the  pain  and  faintness.  A  Japanese  physician  curetted 
the  uterus  with  a  resulting  aggravation  of  the  pain  and  soreness  in 
the  left  side.     I  was  called  a  week  later  and,  at  operation,  resected 
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the  left  tube  which  contained  the  remnants  of  a  partially  aborted 
ampullar  conception.  The  right  tube  was  closed  by  adhesions  from 
conception  of  a  year  ago.  These  adhesions  were  freed.  The 
conservation  operation  on  both  tubes  I  did  because  of  the  woman's 
great  desire  for  a  child. 

In  March  of  1918,  the  patient  came  directly  to  me  complaining 
of  pain  and  soreness  in  the  right  side.  She  had  gone  two  weeks 
overtime  and  now  had  some  slight  uterine  bleeding.  The  diagnosis 
of  right  tubal  conception  with  probable  termination  by  partial 
abortion  and  a  hope  for  a  resolution  of  the  mass,  delayed  operation 


Fig.  3. — Obstruction  following  Gilliam  operation.     24-hour  .r-ray. 

some  weeks,  but  the  increased  size  of  the  mass  with  more  soreness 
and  a  moderate  temperature,  resulted  in  operation.  The  findings'in 
the  right  tube  were  as  suspected,  but  the  stump  of  the  left  tube  had 
become  occluded.  A  removal  of  both  tube  remnants  was  done. 
I  am  becoming  more  and  more  convinced  that  extrauterine 
pregnancies  are  of  much  more  frequent  occurrence  than  we  are 
usually  led  to  believe.  I  feel  certain  that  a  large  percentage  of 
these  conceptions  are  never  recognized  but  go  on  to  resolution. 
And  also  that  many  of  our  pelvic  abscesses  have  as  their  causation 
an  extrauterine  conception. 
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The  cases  reported  next  showing  the  rapid  tubal  involution  bear 
out  these  behefs  largely,  I  feel. 

TWO    CASES   ILLUSTRATING   RAPIDITY   OF    TUBAL   REGENERATION. 

It  is  a  well-recognized  fact  that  the  inflamed  or  injured  Fallopian 
tube  has  marked  regenerative  powers.  Every  gynecologist  of  any 
experience  has  seen  cases  of  acute  double  pyosalpinx  undergo  such 
resolution  so  as  to  permit  of  normal  pregnancy.  When  such  results 
are  possible  it  is  easy  to  understand  how  the  tube  injured  by  an  extra- 
uterine conception  can  return  to  normal.  On  the  speed  of  such 
recuperation  we  have  little  data.  The  two  cases  here  reported  are 
of  interest  in  showing  how  extremely  rapid  may  be  the  return  to 
normal. 

Case  I. — Mrs.  J.  C,  aged  twenty-five,  had  been  married  six 
months.  Her  menstrual  history  was  normal  until  the  last  period 
which  should  have  occurred  two  weeks  ago.  The  breasts,  she 
noticed,  were  somewhat  tender  and  enlarged,  and  a  tendency  to 
nausea  in  the  mornings  was  present.  Upon  walking  to  the  street 
car  one  afternoon,  she  was  seized  with  a  sudden  stabbing  pain  in 
in  the  left  ovarian  region,  and  was  faint  and  dizzy.  She  was  com- 
pelled to  sit  on  the  curb  for  some  time  before  returning  home. 
She  then  noticed  some  bleeding  from  the  uterus.  Being  a  nurse 
and  suspecting  a  possible  disturbance  of  her  pregnancy,  she  remained 
in  bed  for  three  days  but  without  calling  any  physician.  The 
soreness  in  the  side,  with  the  continued  bleeding  and  slight  tempera- 
ture, alarmed  her,  and  when  I  saw  her  she  had  very  definite  tender- 
ness and  rigidity  in  the  left  inguinal  region.  The  uterus  was  only 
slightly  enlarged,  but  a  soft  baggy  mass  was  felt  on  the  left  side. 
A  grumous,  scanty  discharge  came  from  the  uterus. 

Operation  was  delayed,  and  was  undertaken  some  days  later 
because  of  continued  soreness  and  pain  on  the  left  side.  The  find- 
ings at  operation  were  in  a  way  disappointing  since  the  left  tube 
presented  practically  a  normal  appearance  except  for  some  conges- 
tion and  numerous  web-like  adhesions  surrounding  its  ostium  for 
some  inches.  The  right  appendages  were  normal  with  an  only 
slightly  enlarged  uterus.  The  appendix  was  removed.  The  uterine 
curettage  showed  no  gross  fetal  elements.  That  a  pregnancy  had 
occurred  was  undoubtedly  true  since  the  breast  changes  and  the 
presence  of  lacteal  fluid  were  definite. 

Case  II. — Mrs.  T.,  a  Japanese,  who  had  had  two  children,  had 
missed  her  last  period,  and  was  two  weeks  overtime.  She  was 
feeling  perfectly  well,  when  at  noon  time,  while  bending  over  the 
wash  tub  she  was  suddenly  seized  by  a  very  severe  pain  in  the 
right  ovarian  region  and  almost  fainted.  She  returned  home  and 
called  her  Japanese  physician  toward  evening  because  of  the  in- 
creased weakness  and  chilliness.  His  diagnosis  was  a  ruptured 
tubal  pregnancy.  I  was  called  by  him  a  few  hours  later  and  con- 
curred in  the  findings.  The  patient's  pulse  and  color  had  improved 
so  definitely,  and  she  was  so  anxious  to  remain  home  until  morning 
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that  I  consented,  provided  I  was  notified  should  any  change  occur. 
A  few  hours  before  her  removal  to  the  hospital  in  the  morning,  her 
pain  recurred  and  the  pulse  rate  increased.  The  lower  abdomen  was 
distended  and  tender. 

The  operation,  thus  done  within  twenty  hours  of  the  onset  of 
symptoms,  showed  a  large  amount  of  blood  in  the  abdominal  cavity, 
but  a  perfectly  normal  pelvis,  except  for  the  right  tube  which  was 
devoid  of  adhesions  and  appeared  normal  in  every  respect,  except 
that  it  was  torn  completely  across  in  the  middle  and  was  bleeding 
freely  from  both  ends. 

We  realize  that  in  the  majority  of  tubal  conceptions  nature  at 
once  begins  a  process  of  protection  by  laying  down  a  blood  clot 
around  the  fetal  elements.  As  the  process  of  growth  and  repair 
continues,  the  result  is  a  mass  consisting  of  concentric  layers  of 
blood  clot  penetrated  by  chorionic  elements,  but  seldom  containing 
any  definite  fetus  or  amniotic  cavity.  Such  a  blood  clot  mass 
is  what  is  found  at  most  operations.  Unless  completely  extruded 
from  the  tube,  it  will  naturally  delay  the  restitution  of  the  injured 
oviduct,  and  because  of  its  density  and  slow  absorption  rather  favors 
infection.  These  are  the  cases  most  often  recognized  by  the  general 
practitioner  from  physical  examination  because  of  the  presence  of 
the  palpable  mass,  and  the  more  time  that  has  elapsed  since  the 
termination  of  the  process,  as  indicated  by  the  symptoms  of  rupture 
or  abortion,  the  firmer  and  more  definite  the  clotted  mass. 

The  diagnosis  of  the  cases  here  reported  rested  wholly  upon  the 
history  and  cHnical  symptoms,  as  no  definite  pathology  was  pal- 
pable pelvicly,  and  if  the  symptoms  had  subsided  in  the  one  case, 
or  bleeding  ceased  in  the  other,  they  would,  probably,  never  have 
come  under  a  physician's  care.  A  careful  study  of  our  pelvic  opera- 
tive findings  will,  I  am  sure,  lead  us  to  the  conclusion  that  a  larger 
portion  than  we  suspect  of  our  pelvic  pathologies  are  due  to  unrecog- 
nized terminated  tubal  conceptions.  Many  cases  that  have  been 
laid  at  the  door  of  gonorrheal  infection  may  be  end-results  of  extra- 
uterine pregnancies;  though  in  the  last  analysis,  I  beheve  we  will 
find  that  mild  degrees  of  tubal  infections  are  at  the  base  of  such 
conceptions  rather  than  the  present  diverticular  theory  so  generally 
accepted. 

6150  Men-docino  Avenxje. 
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REPORT  OF  AN  INSTANCE  OF  THE  DISCHARGE  OF  SOAP 
FROM  THE  GALL-BLADDER.* 

BY 

DOUGLAS  H.  STEWART,  M.  D.,  F.  A.  C.  S., 

New  York.  N.  Y. 

The  patient  was  a  chronic  invalid  with  many  gastric  symptoms 
and  with  a  distended  gall-bladder  that  was  both  tender  and  sore. 
The  soreness  was  constant  and  was  referred  to  the  neighborhood  of 
the  ensiform  cartilage,  while  the  tenderness  was  located  within  the 
increased  area  of  dulness.     No  history  of  so-called  colic  was  obtained. 

After  consultation  with  Dr.  C.  A.  Frink,  the  diagnosis  of  sub- 
acute pancreatitis  was  made  and  the  gall-bladder  distention  was 
deemed  secondary;  but  presence  or  absence  of  stone  was  considered 
to  be  a  question  best  answered  through  actual  exploration.  Though 
Dr.  Frink  assisted  me  in  the  operation,  though  we  both  feared  the 
possibility  of  pancreatic  stone,  and  though  we  both  made  careful 
search,  yet  no  stone  was  found.  A  rubber  drainage  tube  ^■^  inch 
in  diameter  was  fastened  in  place  with  silk  because  we  both  thought 
that  prolonged  and  thorough  drainage  was  necessary  to  meet  all 
the  indications. 

We  could  not,  and  did  not,  foresee  the  immediate  and  unusual 
improvement  that  occurred.  Operation  was  completed  and  the 
patient  was  put  to  bed  exactly  at  twelve  o'clock  noon.  She  had 
gone  on  the  table  in  rather  a  bad  condition  and,  as  may  be  readily 
understood,  the  operation  had  not  improved  matters.  Five  hours 
later  the  patient's  condition  was  described  by  the  nurse  as  "bloom- 
ing." A  change  for  the  better  had  taken  place  comparable  to 
passing  through  a  favorable  crisis,  and  toxemia  had  given  place  to 
recuperation.  There  had  been  a  discharge  through  the  tube  of 
75  ounces  of  dark,  thick,  almost  black,  mucous-laden  bile,  after 
which  the  improvement  in  the  patient's  condition  was  so  general 
and  so  constant  that  anxiety  ceased. 

At  the  time  of  operation  the  gall-bladder  was  dark  purple  in 
color  as  though  gangrene  were  impending,  though  not  yet  present. 
The  specimen  presented  represents  an  amount  of  fat-cholesterin 
soap  that  was  discharged  at  one  time.  The  whole  or  total  amount 
discharged  altogether  would  easily  be  more  than  twice  as  much  as 
is  here  shown.  About  this  soap-form  the  opinions  may  be  divided 
into  three  groups,  according  to  the  point  of  view.  All  that  the 
present  writer  asserts  is  that  he  can  find  no  reference  in  literature  to 
the  passage  of  a  soap  contained  in  a  gall-bladder,  through  either 

*Read  by  title  at  the  Thirty-first  Annual  Meeting  of  the  American  Associa- 
tion of  Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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drainage  tube  or  fistula.  Yet  here  is  a  specimen  that  did  pass 
through  such  a  tube;  and  when  that  tube  was  removed,  this  patient 
passed  other  pieces  of  soap  through  the  tract  or  fistula. 

The  physiologists  assert  that  bile  contains  2  per  cent,  of  fats  and 
soaps  and  that  bile  is  like  a  soap  solution  in  bearing  a  certain  relation 
to  an  aqueous  fluid  and  to  a  fat,  at  the  same  time.  Therefore^ 
had  a  smaller  tube  been  employed,  this  soap  would  not  have  passed 
out  of  the  gall-bladder  but  would  have  remained  and  would  have 
been  dissolved  as  were  its  predecessors. 

The  pathologists  hold  that  these  soap-forms  are  not  rare,  that 
they  are  common  but  ''unobserved,"  and  that  they  are  throwTi 
away  in  the  dressings;  with  much  more  to  the  effect  that  liver, 
pancreas,  and  gall-bladder  are  working  all  the  time,  whether  there 
is  a  biliary  fistula  or  not.  Therefore,  they  ask,  why  should  not 
the  gall-bladder  contain  soap,  and  that  in  rather  large  quantities 
under  certain  conditions  of  the  pancreatic  flow,  together  with  an 
abundance  of  fat  and  fatty  acids  to  be  emulsified? 

The  surgeons  declare  that  they  have  never  seen  anything  like 
this  specimen,  in  the  locality  where  it  was  found,  that  they  could 
not  fail  to  observe  it,  that  they  never  would  pass  over  such  a  form 
without  investigation,  and  that  they  do  not  throw"  away  such  things 
in  discarded  dressings,  but  collect  cholecystostomy  drainage  in  a 
bottle  or  jar. 

128  West  Eighty-sixth  Street. 


REPORT  OF  A  CASE  OF  ABLATIO  PLACENTAE.* 

BY 

LEWIS  F.  SMEAD,  M.  D.,  F.  A.  C.  S., 

Toledo,  Ohio. 

I  DESIRE  to  present  and  to  record  the"following  tj-pical  case  of 
a  rather  unusual  condition. 

Mrs.  H.  H.,  aged  twenty-three,  the  mother  of  one  child,  had  passed 
through  an  uneventful  pregnancy  and  was  expecting  to  go  into  labor. 
She  was  in  excellent  general  condition,  and  the  urine  on  examination 
was  normal.  On  August  18,  1916,  at  5  p.  m.  she  called  her  physician 
by  telephone,  said  that  her  time  was  up,  and  asked  him  to  be  ready, 
as  she  was  having  indefinite  pains  which  might  indicate  beginning 
labor.  At  6.30  p.  m.,  an  hour  and  a  half  later,  the  husband  called 
the  phvsician  and  said  that  the  wife,  after  a  moderate  amount  of 
abdominal  pain,  had  fainted.  He  asked  the  physician  to  come  at 
once,  as  he  was  alarmed.  On  his  arrival  the  doctor  found  the 
patient  pale  and  pulseless,  with  a  damp  skin,  sufi'ering  from  air 
hunger,  and  with  all  the  signs  of  extreme  hemorrhage.  She  was 
complaining  of  only  moderate  pain. 

*Read  by  title  at  the  Thirty-first  Annual  Meeting  of  the  American  Asso- 
ciation of  Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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The  abdominal  examination  showed  the  uterus  very  large  and 
hard.  It  was  apparently  greatly  distended  and  in  tonic  contrac- 
tion. There  was  no  tenderness,  and  the  organ  could  be  very  dis- 
tinctly made  out  through  the  thin,  soft  abdominal  walls.  There 
was  no  dulness  in  the  flanks.  Vaginal  examination  showed  no 
discharge,  either  bloody  or  serous.  The  cervix  was  soft  and  un- 
obhterated,  and  would  not  admit  one  finger.  The  patient's  pulse 
at  first  could  not  be  made  out.  Later  it  could  be  counted,  but  was 
very  weak  and  variable.  It  improved  but  little  in  the  hour  or 
more  necessary  for  her  removal  to  the  hospital.  The  patient  had 
felt  life  as  late  as  5  p.  m.,  but  had  not  noticed  it  since  going  into 
shock.  The  child's  heart  could  not  be  heard.  A  diagnosis  was 
made  of  premature  separation  of  the  placenta  with  concealed 
hemorrhage  into  the  uterus. 

As  the  patient  was  in  bad  condition  and  not  improving,  it  was 
considered  necessary  to  deliver  her  at  once  with  the  least  possible 
hemorrhage  and  shock.  A  Cesarean  section  was  decided  upon 
and  carried  out  through  a  high  incision.  The  uterus  was  incised^ 
the  membranes  were  ruptured,  and  a  dead  child  delivered  from  a  sac 
which  contained  the  full  amount  of  amniotic  fluid.  The  child's 
head  was  tightly  wedged  in  the  pelvis  in  the  L.  O.  A.  position. 
As  soon  as  the  child  was  delivered,  the  placenta  and  the  membranes, 
entirely  separated,  were  rather  forcibly  extruded  from  the  uterus 
by  the  pressure  of  an  enormous  amount  of  fluid  blood  and  clots. 
Further  bleeding  was  controlled  by  holding  the  vessels.  The  uterus 
contracted  rather  slowly  but  satisfactorily.  The  patient's  condi- 
tion was  very  critical,  but  she  improved  rapidly  when  returned  to 
bed.  A  few  days  following  the  operation  the  hemoglobin  was 
25  per  cent.  Fourteen  days  later  she  left  the  hospital  with  a  hemo- 
globin of  40  per  cent.,  and  in  good  general  condition. 

242  Michigan  Street. 
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EDWARD  T.  ABRAMS,  A.  M.,  M.  D.,  F.  A.  C.  S., 

BY 

G.  VAN  AMBER  BROWN, 

Detroit. 

The  greatness  that  belongs  to  true  integrity  of  character  and  up- 
rightness of  life  brought  Dr.  Abrams  success  and  respect  in  his 
profession;  fine  cheerfulness  and  rare  sympathy  gained  him  the  love 
of  those  who  knew  him.  During  the  latter  years  of  his  life,  I  en- 
joyed a  close  friendship  with  him.     An  hour  spent  in  his  company 
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never  failed  to  give  me  the  real  pleasure  and  the  uplift  that  comes 
from  contact  with  a  buoyant  and  superior  personality. 

Dr.  Abrams'  parents,  Michael  Abrams  and  Lydia  (Chegwyn) 
Abrams,  were  born  in  Cornwall,  England.  He  was  born  in  a  miner's 
cabin  in  Eagle  River,  Michigan,  November  20,  i860.  His  early 
life  was  a  period  of  hard  struggle  to  gain  an  education.  Between 
the  ages  of  thirteen  and  eighteen,  he  was  apprenticed  to  a  black- 
smith; he  then  began  to  teach  at  a  country  school  in  order  to  earn 
the  money  which  would  enable  him  to  go  to  college.  After  obtaining 
a  Bachelor  of  Science  degree  at  Valparaiso,  he  attended  Dartmouth 
Medical  School,  from  which  he  was  graduated  in  1889.  Later  he 
did  postgraduate  work  at  Long  Island  College  Hospital,  and  in  1902 
Olivet  conferred  on  him  the  honorary  degree  of  Master  of  Arts.  The 
doctor  began  his  practice  in  Centennial,  Michigan,  and  later  removed 
to  Dollar  Bay,  where  he  spent  the  remainder  of  his  life. 

In  1890,  he  was  married  to  Ida  L.  Howe,  of  Howell,  Michigan. 
One  child,  a  daughter,  was  born  to  them,  but  died  in  early  infancy. 
He  is  survived  by  his  wife,  several  sisters,  and  two  brothers,  one 
of  whom,  James  Abrams,  is  a  physician  at  Calumet,   Michigan. 

AU  that  Dr.  Abrams  achieved  of  success  and  skill  was  gained 
through  his  own  tireless  energy  and  his  great  capacity  for  hard  work. 
Any  project  or  enterprise,  in  which  he  was  active,  benefited  by  his 
interest  and  enthusiasm.  Keen  vision  and  quick  comprehension 
made  for  improvement  and  efficiency  in  whatever  he  undertook. 
A  man  of  broad  generosity,  he  gave  freely  of  himself,  both  in  private 
charity  and  public  service. 

In  1907,  he  was  elected  to  the  State  legislature.  His  legislative 
experience  and  knowledge  of  parhamentary  procedure  made  him  the 
backbone  of  all  medical  legislation  in  the  State.  Appreciation  of 
the  fairness  of  his  nature  was  shown,  when  in  1913,  during  the  copper 
miners'  strike,  the  State  appointed  him  as  intermediary  between 
agitators  and  employers.  He  was  a  politician  of  high  type,  straight- 
forward and  relentless  in  his  pursuit  of  right.  Nothing  could  stop 
him  when  on  the  trail  of  error,  if  he  believed  his  action  would  be 
beneficial.  It  was  said  of  him  that  he  had  stopped  more  detrimental 
and  furthered  more  useful  measures  than  any  other  medical  man  in 
Michigan.  These  same  characteristics  were  not  only  evidenced  in 
State  affairs,  but  had  an  influence  national  in  scope. 

In  much  demand  as  a  public  speaker,  he  rarely  spoke  at  length, 
but  always  with  a  wonderfully  earnest  manner  and  a  masterful 
delivery.  His  knowledge  of  history,  combined  with  his  enthusiasm, 
made  him  a  most  interesting  speaker.     Without  doubt  he  was  the 
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best  authority  in  the  state  on  Cornish  history,  beliefs  and  customs. 
In  short,  he  was  ever  loyal  to  the  spirit  of  his  ancestry.  Dr.  Abrams 
was  the  owner  of  a  fine  medical  library  with  full  files  of  about  twenty 
periodicals. 

He  was  intensely  patriotic  and  had  been  very  actively  so  since 
America's  entrance  into  the  war.  At  the  time  of  his  death,  he  was 
President  of  the  local  chapter  of  the  Red  Cross,  member  of  the  Coun- 
cil of  National  Defense,  and,  as  acting  President  of  the  State  Board 
of  Health,  was  much  interested  in  Camp  Custer,  and  made  frequent 
visits  there. 

Physically,  Dr.  Abrams  was  rather  small,  but  extremely  wiry  and 
active.  At  one  time  he  was  fond  of  wrestling,  and  very  proficient 
in  the  art.  His  fingers  were  remarkably  slender  and  quick  in  the 
most  delicate  operations. 

Edward  T.  Abrams,  besides  being  a  member  of  the  American 
Association  of  Obstetricians  and  Gynecologists,  belonged  to  the 
A.  M.  A.,  was  a  member  of  the  F.  A.  C.  S.,  the  state  and  local 
medical  organizations,  charter  member  of  the  A.  K.  K.,  one  of  the 
oldest  medical  fraternities;  also  member  of  the  American  Society 
of  Social  and  Pohtical  Economics,  and  the  American  Geographical 
Society. 

He  was  surgeon  to  various  railroad  and  mining  companies  in  the 
Upper  Peninsula;  consulting  surgeon  and  lecturer  on  gynecology 
and  obstetrics  at  the  Lake  Superior  General  Hospital,  Lake  Linden; 
surgeon  in  chief  to  St.  Joseph's  Hospital  at  Hancock. 

His  last  appearance  in  public  was  in  addressing  a  gathering  for 
the  Red  Cross  the  evening  before  his  death.  His  talk  was  masterly 
and  full  of  feehng.  It  was  remarked  that  he  spoke  from  first  to 
last  as  one  inspired,  as  one  apart  and  looking  on. 

His  death  occurred  suddenly,  shortly  before  midnight,  May  20, 
191 8,  after  an  evening  spent  in  stud}^  in  his  library. 

Physical  toil  and  mental  struggle  filled  his  early  years;  his  later 
life  was  characterized  by  energy  and  persistence.  It  is  fitting 
that  his  death  should  have  occurred  as  it  did,  in  the  midst  of  his 
activity   and   usefulness.     One   is   reminded   of   Browning's  lines: 

"  For  the  journey  is  done  and  the  summit  attained, 

And  the  barriers  fall, 
Tho  a  battle's  to  fight  ere  the  guerdon  be  gained, 

The  reward  of  it  all. 
I  was  ever  a  fighter,  so,  one  fight  more, 

The  best  and  the  last! 
I  would  hate  that  death  bandaged  my  eyes,  and  forebore, 

And  bade  me  creep  past." 
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MARTIN  STAMM,  M.  D.,  F.   A.  C.  S., 

BY 
J.  H.  JACOBSON,  M.  D., 

Toledo,  O. 

On  May  22,  1918,  occurred  the  death  of  Dr.  Martin  Stamm  of 
Fremont,  Ohio.  To  the  medical  profession  of  Fremont  and  north- 
western Ohio  the  day  marked  the  passing  of  one  of  their  most 
honored  and  renowned  colleagues;  to  the  laity  it  marked  the  loss 
of  their  most  beloved  physician  and  distinguished  citizen,  a  man 
who  for  nearly  half  a  century  had  been  not  only  their  physician  and 
surgeon,  but  their  friend  and  counselor  as  well. 

Dr.  Martin  Stamm  was  born  November  14,  1847,  in  Thoygan, 
Canton  Schauffhausen,  Switzerland.  He  graduated  from  the 
University  of  Berne,  Switzerland,  March  12,  1872.  In  the  same 
year  he  began  the  practice  of  medicine  in  Fremont,  Ohio;  in  this 
locality  he  practiced  until  his  death. 

In  the  history  of  American  surgery  we  have  many  examples  of 
brilliant  physicians  who  have  risen  to  national  fame  in  spite  of  the 
handicap  of  living  in  a  small  community  away  from  the  large  medical 
centers.  Dr.  Stamm  was  an  example  of  this  type  of  pioneer  surgeon, 
who  by  sheer  pluck,  ability,  and  hard  work  attained  a  fame  which 
would  have  been  a  credit  to  one  surrounded  by  the  facihties  and 
conveniences  of  a  large  city.  An  ardent  student  by  nature,  thor- 
oughly acquainted  with  German  and  French  medical  Uterature,  he 
was  able  always  to  keep  abreast  of  the  times  and  to  quickly  put  into 
practice  any  important  advancements  made  in  his  chosen  profession. 
For  this  reason  to  Dr.  Stamm  belongs  the  credit  of  having  first  per- 
formed many  of  the  major  abdominal  operations  in  Northwestern 
Ohio.  Dr.  Stamm  contributed  frequently  to  surgical  literature; 
a  partial  list  of  his  pubhcations  is  appended  to  this  brief  review  of 
his  hfe.  The  perusal  of  this  list  demonstrates  the  range  of  his 
surgical  studies.  In  1894,  Dr.  Stamm  pubHshed  his  weU-known 
method  of  gastrostomy.  The  operation  consists  of  a  series  of 
purse-string  sutures  superimposed  in  the  anterior  wall  of  the 
stomach,  by  which  a  fistulous  tract  into  the  stomach  is  formed  and 
through  which  a  catheter  can  be  introduced.  By  the  use  of  the 
Stamm   method   regurgitation    of   food   following   gastrostomy    is 
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prevented.  This  operation  has  stood  the  test  of  time,  and  although 
to  Dr.  Stamm  belongs  the  credit  of  priority  in  its  pubUcation,  it  is 
known  in  the  surgical  text-books  as  the  Stamm-Kader  gastrostomy. 

It  was  Dr.  Stamm  who  first  suggested  to  the  writer  the  idea  of 
ligation  of  the  upper  pole  of  the  thyroid  gland  as  a  substitute  for  the 
operation  of  arterial  ligation  in  severe  cases  of  Basedow's  disease. 
This  idea  was  later  elaborated  and  pubhshed,  and  is  now  known  as 
the  Stamm- Jacobson  operation,  a  method  which  has  entirely  sup- 
planted the  older  methods  of  ligation  of  the  thyroid  vessels.  It  was 
Dr.  Stamm  who  introduced  Kocher's  herniotomy  into  this  country, 
and  who  did  much  to  popularize  Dlihrrsen's  vaginal  Cesarean  section 
for  eclampsia;  he  was  one  of  the  first  to  do  thyroidectomy. 

As  a  surgeon,  Dr.  Stamm  was  well  trained,  his  foundation  work 
was  thorough;  he  possessed  an  accurate  knowledge  of  embryology, 
anatomy,  physiology,  and  pathology.  For  this  reason  he  was 
quick  to  recognize  new  methods  and  equally  quick  to  reject  those 
which  were  not  based  on  accurate  scientific  principles.  As  a  diag- 
nostician, he  possessed  remarkable  ability,  the  result  of  long  years 
of  study,  close  clinical  observation,  and  experience.  There  was 
scarcely  an  operation  in  the  whole  range  of  surgery  w^nch  he  had 
not  performed  many  times.  Dr.  Stamm  made  frequent  visits 
abroad,  and  was  well  known  in  many  of  the  large  clinics,  especially 
in  those  of  his  native  country.  In  one  of  his  last  visits  in  19 14, 
he  was  made  temporary  chief  of  the  surgical  division  of  the  Insel- 
spital  Clinic  in  Switzerland.  He  was  for  many  years  a  Professor  of 
Operative  and  CUnical  Surgery  in  the  College  of  Physicians  and 
Surgeons  in  Cleveland ;  he  organized,  and  for  many  years  was  presi- 
dent of  the  Sandusky  County  Medical  Society;  he  was  a  member  of 
the  local,  state,  and  national  medical  associations,  as  well  as  a  Fellow 
of  the  American  College  of  Surgeons.  He  was  for  seventeen  years  a 
Fellow  of  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists. Throughout  his  career  he  lacked  the  advantage  of  doing 
his  surgical  work  in  a  modernly  equipped  hospital.  He  established 
his  own  hospital,  but  discontinued  it  on  account  of  ill  health.  It  is 
to  be  regretted  that  he  did  not  live  to  see  finished  the  present  new 
Fremont  Hospital  which  is  nearing  completion. 

As  a  colleague.  Dr.  Stamm  was  without  a  peer;  his  remarkable 
personality,  his  genial  disposition  and  keen  sense  of  humor,  his 
broad  view  of  life,  the  entire  absence  in  his  nature  of  any  personal 
animosity,  endeared  him  to  all  who  knew  him.  His  loss  to  the 
medical  profession  was  a  great  one,  and  his  words  of  encouragement 
and  instruction  to  the  members  of  our  profession  will  be  greatly 
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missed.  As  long  as  the  present  generation  of  physicians  shall  live 
Dr.  Stamm's  name  will  be  revered  by  them  as  one  of  the  earUest 
pioneers  in  American  surgery  and  one  who  contributed  his  share 
toward  the  advancement  of  the  science  of  surgery. 

It  was  not  only  in  the  field  of  medicine  and  surgery  that  Dr.  Stamm 
was  well  known.  He  was  actively  engaged  in  all  public  matters 
pertaining  to  the  welfare  of  his  community,  possessing  advanced 
ideas  regarding  educational  and  municipal  affairs.  At  a  memorial 
meeting  held  recently  in  Fremont  in  honor  of  Dr.  Stamm  his  lifelong 
friend,  the  Honorable  John  T.  Garver,  said  of  him: 

"Dr.  Stamm  worthily  filled  some  important  public  positions. 
He  was  elected  to  the  Fremont  Board  of  Education  three  terms;  to 
the  ofl&ce  of  the  Board  of  Public  Service  where  his  influence  was  great, 
especially  on  the  larger  matters  affecting  the  public  safety,  health, 
and  general  welfare.  At  the  urgent  solicitation  of  leading  citizens  of 
all  poHtical  parties,  he  became  a  candidate  for  and  was  elected  to 
the  ofiice  of  delegate  to  the  Ohio  Constitutional  Convention  in  1912. 
He  received  an  unprecedented  majority,  and  gave  to  the  work  his 
best  thought  and  his  great  ability,  especially  on  the  most  important 
proposals  before  the  Convention.  He  addressed  the  Convention  on 
some  of  the  vital  proposals,  especially  on  the  subjects  of  the  abolition 
of  capital  punishment.  This  address  was  perhaps  his  best.  He 
said  'This  question  has  been  ventilated  from  the  standpoint  of  the 
lawyer,  the  preacher,  professors,  and  laymen,  but  very  little  has  been 
said  from  the  standpoint  of  the  criminologist;  that  the  anthropolog- 
ical study  of  criminals  will  bear  fruit  and  secure  a  firmer  basis  for  the 
question  of  responsibihty  as  well  as  the  method  and  form  of  punish- 
ment.' While  this  address  was  perhaps  the  shortest,  it  was  the 
ablest  delivered  in  the  Convention,  and  revealed  Dr.  Stamm  as  one 
of  the  leading  thinkers  of  his  time.  Dr.  Stamm's  address  on  the 
subject  of  Initiative  and  Referendum,  his  longest  address,  attracted 
the  attention  of  people  more  than  any  other.  In  this  address  he 
said,  'Democracy  will  not  recede;  to  her  belongs  the  future,'  a  quota- 
tion peculiarly  applicable  at  this  time. 

Dr.  Stamm  always  took  a  leading  part  in  all  important  public  mat- 
ters affecting  his  community,  enjoying  the  friendship  and  confidence 
of  ex-president  of  the  United  States,  Rutherford  B,  Hayes;  he  was 
consulted  by  President  Hayes  on  the  subject  of  prison  reform,  a 
humane  movement  which  the  ex-president  led  after  his  retirement 
from  the  presidency.  Dr.  Stamm  was  for  many  years  a  leading 
member  of  the  Birchard  Library  Association  of  Fremont,  under 
appointment  of  the  Common  Pleas  Court.  Over  some  objection  he 
started  a  movement  some  years  ago  for  the  improvement  of  the 
public  roads  of  this  county,  and  lived  to  see  that  work  a  general 
success.  Dr.  Stamm  was  a  manly  man,  true  always  to  his  own  con- 
victions, a  leading  citizen  of  his  community,  and  with  the  exception 
of  President  Hayes,  did  more  than  any  other  man  to  promote  the 
fame  of  Fremont,  Ohio." 
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Dr.  Stamm  was  well-known  as  a  traveler.  In  1889,  he  made  a  tour 
of  the  world,  returning  in  about  one  year;  in  1907,  he  made  another 
trip  around  the  globe.  As  a  result  of  his  wide  travels,  his  extensive 
knowledge  of  general  literature,  as  well  as  of  medicine  and  its  allied 
sciences,  he  was  a  most  pleasing  and  entertaining  conversationalist. 
His  many  travels  and  his  contact  with  prominent  men  of  all  coun- 
tries possessed  him  with  a  great  fund  of  information.  Although  in 
failing  health  for  the  past  year,  his  activities  in  the  practice  of  medi- 
cine did  not  cease,  and  his  death  was  sudden  and  unexpected.  He  is 
survived  by  one  daughter,  Mrs.  George  W.  Hayes  of  Fremont,  and 
one  son,  J.  Hans  Stamm  of  Detroit,  Michigan,  his  wife  having  died 
several  years  ago.  We  can  profit  much  by  the  study  of  Dr.  Stamm's 
life;  his  habits  of  industry,  his  tolerance  of  the  faults  of  others,  his 
honesty  and  congeniaHty,  and  his  conscientiousness  regarding  the 
welfare  of  his  patients  will  always  be  remembered. 

LIST  OF  PUBLICATIONS  BY  DR.  MARTIN  STAMM. 

Cancer  of  the  Esophagus.    Toledo  Medical  b"  Surgical  Jrn.,  1880,  iv, 

43- 
A  Case  of  Croup  Caused  by  the  Entrance  of  a  Peanut  into  the 

Trachea.     Toledo  Med.  b°  Surg.  Jrn.,  1880,  Iv,  95. 
A  Grave  Case  of  Nervous  Dyspepsia  Cured  by  Massage  and  Rest 

in  Bed.     Jrn.  Anier.  Med.  Ass'n  Chic,  1886,  vi,  345. 
Anatomical  Points  of  Value  in  Diagnosis  and  Treatment  of  Some 

Joint  Affections.     Trans.  Internal.  Med.  Congress,  ix,  Wash., 

1887,  iii,  199-21 1. 
Tuberculosis    of    Bones    and  Joints.     Jrn.  American  Med.  Ass'n, 

viii,  256-262,  285-288. 
Operation   for   Gall-stones;    Congenital   Absence  of    Gall-bladder. 

Jrn.  Am.  Med.  Ass'n  Chic,  1888,  x,  ,388. 
Suprapubic  Cystotomy  in  a  Case  of  Enlarged  Prostate  and  False 

Passage.     Medical  News,  Philadelphia,  1889,  iv,  236. 
Removal  of  a  Dermoid  Cyst.     Cleveland  and  Med.  Jrn.,  1 890-1, 

vi,  55 1-553- 

Injection  of  Cold  Water  into  the  Bowels  in  Typhoid  Fever.  Cleve- 
land Med.  Jrn.,  1 890-1,  vi,  150-153, 

A  Case  of  Gastroenterostomy  after  Senn's  Method  for  Cancerous 
Obstruction  of  the  Pylorus.  Med.  News,  Phila.,  1890,  Ivi,  112- 
117. 

Esophagotomy  Performed  by  a  Country  Physician.  Toledo  M.  b"  S. 
Reporter,  1891,  iv,  163. 

On  the  Value  of  Draining  the  Pelvis  with  Large  Tubes  and  Iodoform 
Gauze  Strips  in  a  Case  of  Bleeding  after  Laparotomy.  Colum- 
bus Med.  Jrn.,  1891-2,  x,  241-244. 

A  Case  of  Intestinal  Anastomosis  with  Cartilage  Plates  for  Trau- 
matic Stricture  of  the  Ileum;  Recovery.  Med.  News,  Phila- 
delphia, 1 89 1,  Iviii. 
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Report  of  a  Case  of  Large  Abdominal  Echinococcus  Cyst.  Med. 
News,  Phila.,  1893,  Ixii,  365-369. 

Researches  on  the  Kidney.    Phy.  of  Surg.,  Detroit,  1894,  ii,  244,  249. 

Gastrostomy,  a  New  Method.  Aled.  News,  Phila.,  1894,  Lxv,  324, 
326. 

Schachard's  Method  of  Vaginal  Extirpation  of  the  Uterus.  Cleve- 
land Med.  Jrn.,  1894-5,  x,  1-6. 

Neurosis   of  the  Stomach.     Columbus  Med.  Jrn.,  1895,  xlv,  49-63. 

Intestinal  Obstruction;  Some  Diagnostic  Points  and  Treatment. 
Cleveland  Med.  Jrn.,  1896,  407,  413. 

Complications  and  Sequelae  of  Cholelithiasis.     Cleveland  M.  Jrn., 

1902,  i,  102-106. 

Emphysematous   Gangrene.     Cleveland  Med.  Jrn.,  1902,  349-355. 
Cancer  of  the  Stomach,  with  Report  of  a  Case  of  Pylorectomy. 

Amer.  Med.  Comp.,  Toledo,  1903,  xix,  9-12. 
Carcinoma  of  the  Large  Intestines,  with  Special  Reference  of  Von 

Mikulicz's  Method  of  Resection.     Amer.  Jrn.  Obst.,  N.  Y., 
1903,  xlvv,  325,  333. 
Resection  of  the  Left  Pelvis  for  Osteosarcoma.     Med.  News,  N.  Y., 

1903,  Ixxxiii,  257. 

Eclampsia  and  Its  Treatment.     Cleve.  Med.  Jrn.,  1904,  iii,  398-404. 
The  Value  of  Vaginal  Cesarean  Section,  with  Report  of  Two  Cases. 

Med.  News,  N.  Y.,  1904,  Ixxxiv,  354-358. 
Cartilage  Plates  from  the  Scapula  of  the  Calf  for  Liver  &  Spleen 

Suture.     Surg.,  Gyn.  b"  ObsL,  Chicago,  1905,  529. 
The  Present  Status  of  Vaginal  Cesarean  Section.     N'.  Y.  Si.  Jrn.  of 

Med.,  1906,  vi,  69-73. 
The  Value  and  Present  Status  of  Vaginal  Cesarean  Section.     Detroit 

Aled.  Jrn.,  1908,  viii,  131-136. 
Gustave  C.  E.  Weber  as  I  Knew  Him.     Cleveland  Med.  Jrn.,  191 2, 

xi,  407-415- 
Stamm's  Gastrostomy.     Surg.,  Gynec.  &'  Obst.,  Chicago,  19 14,  xviii, 
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LEWIS  WATSON  SMITH,  M.  D. 

BY 
EDWARD  A.  WEISS,  M.  D., 

Pittsburgh,  Pa. 

Dr.  LE^^^:s  Watson  Smith  was  born  in  AUiance,  Ohio,  March  12, 
1873.  After  attending  the  local  public  schools,  he  entered  Gettys- 
burg College,  where  he  graduated  with  the  degree  of  A.  B.  in  1897. 
He  entered  the  Medical  Department  of  the  University  of  Pennsyl- 
vania, and  graduated  in  1901. 

After  serving  an  interneship  in  the  Allegheny  General  Hospital 
for  two  years,  he  entered  general  practice  in  Pittsburgh,  where  he 
established  a  large  general  practice.     He  became  associated  with 
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Dr.  Frederick  Blume,  as  his  assistant,  in  the  Gynecological 
Department  of  the  Allegheny  General  Hospital. 

While  specializing  to  a  great  extent,  he  practiced  general  medicine 
and  surgery  in  Pittsburgh  until  the  time  of  his  death.  His  quiet, 
genial  personality  made  him  popular  with  his  patients,  as  well  as 
his  fellow  practitioners,  and  he  always  took  an  active  interest  in 
local  medical  affairs. 

Dr.  Smith  was  elected  a  member  of  this  Association  in  191 3,  and 
while  his  contributions  to  medical  literature  were  few  in  number,  yet 
he  was  a  good  student  and  a  conscientious  member  of  the  profession. 
His  illness  was  of  several  months  duration,  and  the  ultimate  cause 
of  his  death  was  streptoccocic  blood  stream  infection. 


FREDERICK  BLUME,  M.  D. 

BY 
DR.  X.  O.  WERDER, 

Pittsburgh,  Pa. 

Dr.  Frederick  Blume,  after  a  lingering  illness,  died  in  Pitts- 
burgh, April  14th,  of  this  year.  He  was  born  in  Hanover,  Germany, 
February  5,  1850,  graduated  at  the  University  of  Goettingen  in 
1877,  and  came  to  America  in  1880.  He  located  at  once  on  the 
North  side  of  Pittsburgh,  at  that  time  known  as  the  City  of  Allegheny, 
engaging  in  general  practice  in  which  he  was  eminently  successful. 
Very  early  in  his  career  he  became  recognized  as  a  skiKul  and  ac- 
comphshed  obstetrician,  and  his  discussions  and  contributions  on 
that  subject  before  the  Pittsburgh  Obstetrical  Society,  of  which  he 
was  one  of  the  most  active  members  during  its  entire  existence,  were 
always  of  much  practical  interest  and  value. 

In  1885,  he  took  a  postgraduate  course  in  Berlin  under  Carl 
Schroeder,  at  that  time  the  leading  and  most  progressive  gynecolo- 
gist of  Germany;  he  remained  in  that  city  for  a  number  of  months 
attending  the  various  gynecological  clinics.  Shortly  after  his  re- 
turn to  Pittsburgh  he  was  elected  gynecologist  to  the  Allegheny 
General  Hosptial,  a  position  which  he  held  up  to  the  time  of  his 
death.  In  his  work  he  was  very  enthusiastic,  and  faithful  in  his 
duties  at  all  times;  even  during  the  last  few  years  of  his  hfe  when 
his  failing  health  often  made  it  difficult  to  keep  his  appointments, 
and  when  his  operative  work  became  at  times  exceedingly  trying 
to  him,  he  persisted,  in  spite  of  repeated  warnings  on  the  part  of 
his  friends  and  his  physicians,  to  give  his  service  to  the  hospital. 
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It  was  my  privilege  to  observe  him  frequently  when  making  his 
rounds  through  the  wards,  and  I  was  always  greatly  impressed 
by  the  kindness  and  tenderness  shown  by  him  to  the  poorest  and 
humblest  of  his  patients.  He  was  very  thorough  in  his  examina- 
tions, and  his  diagnostic  abiUty  was  generally  recognized  as  being 
considerably  above  the  average,  not  merely  as  a  gynecologist,  but 
also  as  an  internist.  While  not  a  brilliant  operator,  he  was  very 
painstaking,  exceedingly  careful  in  all  details,  and  very  attentive 
and  watchful  in  the  after-care  of  his  patients,  so  that  his  results 
compared  very  favorably  with  those  obtained  by  most  surgeons. 

In  a  large  frame  of  body  he  carried  a  heart  full  of  kindness  and 
gentleness,  qualities  which  all  those  who  knew  him  intimately 
recognized  and  greatly  admired.  He  was  a  "home  man,"  thor- 
oughly devoted  to  his  wife,  and  greatly  interested  in  music,  he  him- 
self having  been  quite  a  skilful  pianist. 

He  became  a  Fellow  of  the  American  Association  of  Obstetricians 
and  Gynecologists  in  1892,  and  was  for  many  years  a  regular  attend- 
ant at  the  meetings.  His  papers,  which  he  contributed  at  frequent 
intervals,  were  always  well  prepared  and  gave  evidence  of  thorough 
knowledge  of  his  subject,  deep  thought,  and  ripe  experience.  Dur- 
ing the  past  few  years  he  was  unable  to  attend  the  meetings  on  ac- 
count of  failing  health;  the  Pittsburgh  meeting  was  the  last  one  at 
which  he  was  present.  For  a  number  of  years  he  suffered  from  a 
cardiac  lesion  and  arteriosclerosis,  but  the  immediate  cause  of  his 
death  was  general  carcinosis  of  the  abdominal  viscera. 
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Thirty-first  Annual  Meeting,  Held  at  Detroit,  Mich., 
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{Continued  from  December  Xumber.) 

The  President,  Dr.  Albert  Goldspohn,  iti  the  Chair. 

Dr.  Arthur  J.  Skeel,  Cleveland,  read  a  paper  on 

recognition  and  management  of  labor  injuries. 

(For  original  article  see  page  i.) 

discussion. 

Dr.  H.  Wellington  Yates,  Detroit,  Michigan. — Tabulated  in 
the  form  in  which  the  paper  presented,  with  189  cases  treated  so 
thoroughly  after  labor,  wdth  only  one  that  has  been  infected,  is 
certainly  a  credit  to  Dr.  Skeel  or  any  one  else,  inasmuch  as  in  normal 
cases  we  usually  have  infection  in  more  than  that  percentage.  The 
doctor's  paper  was  presented  on  the  assumption,  I  take  it,  that  the 
majority  of  these  cases  were  in  the  hospital,  and  I  think  that  being 
the  first  item  of  his  paper,  it  also  makes  it  the  strongest  one  in  the 
manner  of  carrying  on  an  obstetric  case.  We  should  not  with  primi- 
paras  take  any  more  chances  than  possible,  and  I  think  it  is  unfortu- 
nate for  us  to  accept  cases,  where  it  is  not  permitted  us  to  get  them 
into  the  hospital. 

The  postoperative  examination  of  these  patients  as  given  us  by 
the  essayist  is  ideal  and  splendid,  carried  out  in  the  manner  indi- 
cated, and  presented  to  the  type  of  men  here  assembled.  On  the 
other  hand,  this  would  be  an  exceedingly  dangerous  doctrine  to  go  into 
the  hands  of  the  general  practitioner  to  be  applied  wherever  it  might 
be  applied  outside  of  a  hospital  as  well  as  in. 

Dr.  Morris  has  told  us  that  the  lochia  is  a  normal  antiseptic,  and 
it  is  true  when  it  is  left  alone,  but  when  we  handle  the  parts  that 
are  adjacent  to  an  infected  area,  after  manipulation  and  instru- 
mentation, the  lochia  ceases  to  be  that  natural  protective  pabulum. 
Where  labor  has  gone  on  in  the  usual  way,  instead  of  by  a  precipitous 
way,  where  the  cervix  has  been  dilated  by  the  normal  mechanical 
way  of  a  soft  water  bag,  we  need  not  expect  under  ordinary  circum- 


130  TRANSACTIONS    OF    THE   AMERICAN   ASSOCIATION 

stances  that  the  uterus  is  going  to  be  so  injured  that  it  needs  in- 
vestigation as  the  doctor's  paper  would  indicate.  But  in  such 
instances  as  we  do  have  a  precipitous  labor,  whether  it  be  in 
primiparae  or  multiparse,  I  think  the  examination  outlined  by  the 
essayist  is  a  very  excellent  thing.  In  hospital  work  it  is  possible  and 
practicable,  and  I  think  his  paper  is  very  timely  and  his  argument 
well  founded. 

Dr.  Francis  Reder,  St.  Louis,  Missouri. — Dr.  Skeel's  paper  gives 
us  a  good  stimulus  for  the  lethargic  state  that  many  of  us  have 
gotten  into  relative  to  traum^a  of  the  parturient  canal.  We  have  usu- 
ally excused  ourselves  from  looking  closely  into  these  conditions  be- 
cause we  feel  that  when  the  lochia  sets  in  infection  will  usually 
destroy  the  repair  which  has  been  made.  Furthermore,  the  edema- 
tous condition  of  the  parts  is  such  as  to  usually  discourage  any  ex- 
tensive repair  work.  However,  there  is  necessity  for  a  close  in- 
spection of  the  parturient  canal  after  delivery.  Very  frequently  we 
find  injuries  involving  the  cervix,  the  fornices  or  vaginal  walls  that 
demand  immediate  attention.  It  is  true,  such  injuries  heal,  and 
they  heal  kindly  because  these  tissues  have  been  coffer-dammed  by 
Nature  and  are  not  very  prone  to  infection.  However,  when  cica- 
trization takes  place  we  have  our  sequelce.  These  sequelae  may 
prove  to  be  impediments  to  conception,  or  they  may  render  labor 
more  difficult,  if  conception  takes  place. 

There  is  sometimes  considerable  trouble  in  the  proper  exposure 
of  these  parts.  The  ordinary  vaginal  specula  we  have  at  our  com- 
mand will  not  always  answer  the  purpose.  I  have  found  the  re- 
tractors of  Dr.  Deaver  of  Philadelphia,  using  four  of  them,  two  above 
and  two  below,  admirable  instruments  for  a  thorough  exposure  of 
the  whole  vaginal  tract.  When  it  becomes  necessary  to  repair  a 
lacerated  perineum,  the  cervix  too  should  be  inspected. 

Only  recently,  in  a  very  simple  trachelorrhaphy,  a  patient  of  mine 
came  very  near  perishing  from  a  secondary  hemorrhage  on  the 
ninth  day,  because  a  catgut  ligature  had  become  prematurely  ab- 
sorbed. Furthermore,  the  lacerations  of  which  the  doctor  has 
spoken  can  be  coapted  and  sutured  without  difficulty.  All  liability 
of  a  cicatrization  that  may  cause  trouble  at  a  subsequent  labor,  is 
thereby  removed. 

Major  Robert  T.  Morris,  New  York  City. — Two  principles 
that  have  not  been  brought  forward  in  our  discussion  are  important. 
If  you  have  a  leg  bruised  in  the  vicinity  of  the  ankle-  or  knee-joint 
to  the  same  degree  as  the  perineum  is  bruised,  you  are  likely  to  take 
the  leg  off.  You  are  dealing  with  one  of  Nature's  protected  areas 
in  a  perineum  operation.  We  can  do  almost  any  operation  about  the 
mouth  and  get  primary  union  even  if  we  do  not  use  asepsis.  We 
can  do  all  sorts  of  work  about  the  anus,  vagina  and  mouth  and  get 
primary  union  because  these  are  protected  areas.     That  is  one  point. 

Point  number  two.  The  lochial  fluid  is  Nature's  antiseptic  so 
long  as  it  flows  freely;  it  is  difficult  to  get  up  infection  in  its  presence. 
It  bathes  the  parts  freely,  but  take  it  away  and  you  are  subjecting 
the  patient  to  danger.     An  Indian  woman  in  a  cold,  wet  climate, 
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among  the  worst  surroundings,  where  she  uses  sphagnum  moss  for 
catching  discharges,  does  not  often  have  infection.  In  the  dirtiest 
hovels,  where  the  midwife  superintends,  you  have  the  worst  condi- 
tions. The  fact  that  hundreds  of  thousands  of  women  go  through 
that  danger  where  they  do  not  have  any  protection  except  that  of 
the  freely  flowing  lochia  loaded  with  nucleins,  shows  that  they  are 
protected  by  Nature's  antiseptic. 

Dr.  Bertha  Van  Hoosen,  Chicago  (by  invitation). — I  am  very 
much  interested  not  simply  in  the  repair  of  the  perineum,  but  in  the 
restoration  of  the  perineum.  If  the  perineum  is  torn  and  you  have 
applied  sutures  according  to  any  accepted  method,  you  will  find  that 
the  rectum  has  been  displaced  backward  toward  the  coccyx.  In 
a  nulliparous  woman  the  rectum  is  equidistant  between  the  tip  of 
the  coccyx  and  the  lower  border  of  the  symphysis.  As  soon  as  the 
perineum  is  torn  the  rectum  recedes  backward,  so  that  it  is  one-fifth 
or  two-fifths  nearer  the  coccyx  and  four-fifths  distant  from  the  lower 
border  of  the  symphysis.  This  is  what  we  may  expect  because  the 
muscles  of  the  perineum  are  woven  in  and  inexplicably  matted 
into  the  fibers  of  the  levator  ani,  especially  the  pubococcygeic  fibers. 
That  is  the  term  used  in  comparative  anatomy.  Very  few  of  us 
would  expect  to  repair  a  muscle  that  was  fastened  at  both  ends; 
and  yet  with  one  end  fastened  to  the  symphysis  and  the  other 
end  fastened  to  the  coccyx  and  the  muscle  on  tension,  we  expect 
to  get  good  repair.  To  relieve  the  muscle  tension,  I  have  been  in 
the  habit  during  the  past  two  years  of  doing  a  coccygeal  tenotomy, 
or  slipping  a  knife  at  the  tip  of  the  coccyx  through  the  skin  and  turn- 
ing it  a  little  to  one  side,  cutting  away  the  muscles  attached  to  the 
tip  of  the  coccyx.  By  putting  in  one  or  two  sutures  with  your  ten- 
sion off  you  can  get  a  restoration  of  the  perineum;  you  get  the  rec- 
tum midway  between  the  lower  border  of  the  symphysis  and  coccyx 
again,  and  not  only  that,  you  prevent  the  patient  from  having  that 
terrible  constipation  which  most  of  them  have  during  the  puerper- 
ium,  which,  I  think,  is  in  many  cases  sometimes  due  to  displacement 
of  the  rectum. 

I  found  this  gave  such  a  wonderful  restoration  of  the  perineum 
as  compared  with  ordinary  repair,  that  I  tried  a  serie's  of  experi- 
ments. I  tried  coccygeal  tenotomy  on  a  series  of  patients  and  put 
in  no  perineal  stitches,  taking  great  care  to  guard  against  infection. 
To  my  surprise,  some  of  the  ughest,  most  ill-shapen  tears  healed 
perfectly.  Then  I  tried  another  series  of  experiments  in  which  I 
left  the  patients  without  repair  until  the  fourth  or  fifth  day,  but  did 
no  coccygeal  tenotomy.  In  all  these  latter  cases  I  found  they  had 
not  healed  as  did  those  that  had  coccygeal  tenotomy,  and  they  had 
to  have  stitches  put  in  later.  There  is  one  thing  we  must  recognize 
and,  namely,_  we  will  get  poor  union  in  any  set  of  muscles  if  we  are 
going  to  repair  them  under  tension. 

Dr.  a.  J.  Skeel  (closing). — I  have  merely  a  word  or  two  to  say  re- 
garding the  question  of  edema  of  the  cervix  which  has  been  men- 
tioned. If  one  examines  the  cervix  after  labor,  he  will  find  that  it  is 
the  anterior  lip  of  the  cervLx  which  is  edematous,  due  to  the  pres- 
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sure  of  the  cervix  by  the  head  of  the  baby.  The  posterior  lip  is  thin 
and  the  point  seems  to  be  to  suture  the  junction  of  the  posterior 
and  anterior  lips,  for  there  is  relatively  little  swelling  and  edema 
there.  We  have  been  taught  to  fear  our  own  technic  in  obstetrics, 
and  at  the  time  this  was  instituted  it  may  have  been  justifiable, 
but  it  is  no  longer  so.  We  ought  to  be  able  under  hospital  sur- 
roundings, with  proper  technic,  to  trust  our  technic  sufficiently 
to  allow  us  to  go  into  the  genital  canal  and  do  whatever  is  necessary. 
Captain  K.  I.  Sanes,  of  Pittsburg,  read  a  paper  entitled 

THE   VERTIGO   OF    THE   MENOPAUSE. 
(For  original  article  see  page  7.) 

Dr.  John  W.  Keefe,  of  Providence,  read  a  paper  on 

INTESTINAL   ACTINOMYCOSIS. 
(For  original  article  see  page  13.) 

Dr.  G.  Van  Amber  Brown,  of  Detroit,  read  a  paper  entitled 

UROLOGY   IN   WOMEN. 

(For  original  article  see  page  19.) 

DISCUSSION. 

Dr.  a.  B.  Miller,  Syracuse,  New  York. — I  will  take  just  a 
moment  to  refer  to  a  portion  of  the  technic  which  is  not  made  plain 
to  me,  that  with  reference  to  cutting  ligatures  where  the  ureter  had 
been  tied  accidentally  during  operations. 

As  one  of  the  pioneers  in  this  department  of  surgery,  I  remember 
in  our  early  experience  the  cases  of  large  fibroids,  where  the  ureters 
passed  through  the  growths  and  we  were  embarrassed  by  the  pres- 
sure and  conditions  that  we  are  not  seeing  so  much  at  the  present 
time,  because  the  education  which  our  younger  men  are  receiving 
in  college  and  elsewhere  is  so  different  from  the  way  in  which  these 
subjects  were  presented  to  me.  The  fibroid  tumors  to-day  are  not 
allowed  to  grow  as  large  as  they  did  then,  and  we  are  not  seeing 
cases  which  embarrass  the  operator. 

The  suggestion  which  I  want  to  present  came  to  me  through 
one  of  the  cases  in  my  earlier  experience  with  a  large  fibroid 
which,  like  the  elbow  of  a  stovepipe,  filled  the  lower  portion  of  the 
pelvis,  extending  down  upon  the  perineum,  and  rising  in  the  ab- 
dominal cavity  above  the  umbilicus,  so  that  it  was  difficult  to  decide 
by  what  procedure  these  conditions  could  be  alleviated.  The 
tumor  proved  to  be  one  of  the  retroperitoneal  type.  In  opening 
the  abdomen  very  little  difficulty  presented  itself  in  carrying  out  the 
operative  technic.  The  peritoneum  was  separated  over  the  growth, 
the  latter  freed  and  by  traction  drawn  out  through  the  abdominal 
incision.     The  pelvis  was  thus  relieved  from  pressure,  the  operation 
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proved  to  be  a  comparatively  simple  one  for  such  a  large  fibroid. 
It  was  spectacular  in  the  extreme.  But  regardless  of  that,  and  feel- 
ing that  a  slight  amount  of  hemorrhage  would  take  place  sub- 
sequently, ligatures  were  applied  freely,  and  with  the  supposed 
feeling  that  no  injury  could  have  been  done  to  the  ureters.  The 
operation  was  done  in  a  neighboring  city,  and  within  twenty-four 
hours  after  the  operation  I  was  told  over  the  telephone  that  the 
patient  was  not  urinating.  I  advised  waiting  a  little  time  longer, 
believing  that  possibly  it  was  one  of  those  cases  where  there  was  an 
arrest  of  urination  and  the  condition  would  be  sooner  or  later  re- 
lieved. After  six  or  eight  hours  more  the  patient  still  not  urinating, 
although  her  general  condition  was  good,  I  found  on  investigation 
that  I  had  incorporated  one  or  both  of  the  ureters  in  the  ligature. 
On  reaching  there  I  found  that  the  patient  was  comfortable  and  we 
waited  until  the  morning  when  I  revisited  her  at  the  hospital.  Our 
methods  were  at  that  time  rather  crude  as  compared  with  those 
of  to-day,  but  regardless  of  that,  I  thought  a  secondary  operative 
procedure  necessary.  Instead  of  resorting  to  another  abdominal 
invasion  the  woman  was  turned  over  on  the  bed,  cocain  was  in- 
jected into  the  lumbar  muscles  and  an  incision  made  under  local 
anesthesia,  rapidly  reaching  the  ureter,  and  I  did  what  I  would  not 
do  in  a  subsequent  condition.  The  ureter  came  into  view  readily 
and  quickly;  the  time  spent  was  not  more  than  twelve  minutes,  and 
the  ureter  was  incised  longitudinally  and  relieved.  Thinking  pos- 
sibly this  would  be  sufi&cient  to  take  care  of  the  patient,  and  finding 
she  was  relieved,  I  left  her,  but  after  four  or  five  days,  with  tume- 
faction occurring  on  the  opposite  side,  I  tried  to  see  if  something 
could  not  be  done  with  the  opposite  ureter.  The  same  procedure 
was  practised;  the  same  aseptic  precautions  were  taken,  and  the 
patient's  general  condition  was  good.  Cutting  down  through  a 
lumbar  incision  I  was  able  to  reach  the  ureter  without  any  difficulty, 
and  it  was  taken  care  of  the  same  as  the  first  one.  This  patient 
left  the  hospital  at  the  end  of  six  weeks,  and  I  expected,  if  necessary, 
to  do  repairs  of  the  ureter.  She  was  comfortable  and  returned  to 
her  home.  The  ureter  was  tied  with  catgut  which  had  absorbed, 
so  that  some  of  the  urine  was  going  into  the  bladder.  After  four 
months  she  was  taken  ill  with  pneumonia  and  passed  away. 

If  I  had  had  time  to  consider  any  of  the  literature  upon  the  sub- 
ject regarding  this  procedure,  and  I  had  carefully  cut  down  through 
the  lumbar  incision,  I  could  have  untied  the  ligature  which  was 
binding  the  ureter  and  relieved  her  without  having  to  repair  either 
ureter.     This  is  merely  an  experience. 

In  our  early  Transactions  you  will  find  a  report  of  a  similar  case 
presented  by  the  late  Dr.  Frederick  who  had  the  unpleasant  ex- 
perience of  cutting  the  ureter,  but  cases  were  not  reported  then  as 
they  are  now.  He  subsequently  did  a  lateral  anastomosis  of  the 
ureter  and  the  patient  lived  for  ten  or  fifteen  years  subsequent  to 
that  operation.  I  remember  at  the  time  I  was  interested  in  the 
case,  and  ten  or  fifteen  years  afterward  I  was  called  to  see  the  pa- 
tient and  she  was  dying.  She  was  not  dying  as  a  result  of  kidney 
trouble,  but  she  had  a  large  growth,  a  hypernephrotic  kidney  which 
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had  undergone  degeneration,  but  probably  for  several  years  after 
his  repair  by  anastomosis  that  woman  was  given  some  relief,  although 
his  methods  of  repair  may  not  have  been  as  good  as  they  are  to-day. 

Major  Robert  T.  Morris,  New  York  City. — Dr.  Miller  has 
evidently  given  us  a  good  new  point,  that  of  relieving  the  ureter 
by  a  longitudinal  cut  when  the  ureter  has  been  included  in  the  liga- 
ture. I  hope  I  will  not  have  occasion  to  try  it,  but,  it  seems  to  me, 
after  we  have  ligated  with  catgut,  and  then  relieved  the  ureter  at 
any  point,  the  catgut  will  become  absorbed  finally  and  the  urine 
will  follow  its  natural  inclination  along  the  ureter.  I  had  a  parallel 
instance  in  the  common  bile  duct  in  a  case  in  w^hich  I  was  called  in 
consultation.  The  surgeon  had  gone  so  far  down  that  he  included 
the  common  duct,  and  we  decided  we  must  operate,  and  we  did. 
He  had  included  an  abnormal  loop  of  the  common  bile  duct,  and  it 
was  ligated  wath  catgut.  If  we  had  waited  a  few  hours  longer  the 
bile  would  have  taken  its  natural  course  because  the  catgut  was 
almost  absorbed. 

Dr.  K.  I.  Sanes,  Pittsburgh,  Pennsylvania. — Dr.  Brown  men- 
tioned the  fact  that  in  case  of  vesicovaginal  fistula  he  tries  to  find 
the  vaginal  opening  in  the  ureter  with  the  aid  of  a  ureteral  catheter. 
I  want  to  mention,  in  this  connection,  an  experience  I  had  while 
attempting  to  find  such  a  ureteral  opening.  During  a  hysterectomy 
with  forceps,  one  of  the  blades  broke.  In  applying  another  forceps 
I  must  have  caught  part  of  the  ureteral  wall  with  it.  On  the  sixth 
day  after  the  operation,  a  vesicovaginal  fistula  w^as  discovered.  I 
put  the  patient  on  the  table  and  tried  to  find  the  opening  with  a 
ureteral  catheter.  As  I  entered  the  ureteral  opening,  a  gush  of  blood 
came  from  the  catheter.  The  catheter  was  in  the  uterine  artery 
instead  of  the  ureter.  Of  course,  I  immediately  opened  the  abdo- 
men and  made  a  vesicoureteral  anastomosis. 

I  would  like  to  say  a  few  words  regarding  unilateral  pyuria. 
In  cases  of  pyelitis  a  clot  of  pus  occasionally  becomes  arrested  in  the 
ureteral  tract,  and  causes  symptoms  simulating  those  of  ureteral 
stone.  For  this  reason,  we  should  radiograph  every  patient  with  a 
suspected  ureteral  stone,  after  passing  up  an  .T-ray  catheter  into  his 
kidney.  If  no  stone  is  found  in  the  radiogram  and  the  ureteral  urine 
specimen  shows  the  presence  of  pus,  we  may  assume  that  the  ureteral 
obstructive  symptoms  are,  in  all  probability,  due  to  a  clot  of  pus 
arrested  in  the  ureteral  tract. 

It  is  remarkable  how  frequently  cases  of  pyeHtis  get  permanent 
relief  from  ureteral  catheterization.  While  frequently  in  such  cases 
we  inject  collargol  into  the  kidney,  we  doubt  whether  the  collargol 
contributes  much  to  the  good  results. 

It  is  important  in  cases  of  unilateral  pyuria  to  exclude  tubercu- 
losis by  microscopic  examination  and  by  guinea-pig  injections  of  the 
urine  before  instituting  any  treatment  of  the  renal  pelvis. 

In  catheterization  of  ureters,  one  frequently  meets  obstructions 
in  the  lower  ureter.  Such  obstruction  is  sometimes  due  to  con- 
strictions which  may  successfully  be  dilated  with  ureteral  sounds. 
It  may  also  be  due  to  a  ureteral  stone.  Such  a  stone  may  some- 
times, after  dilatation  of_.the  ureter  with!sounds,  come  down  into  the 
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bladder.  A  good  rule,  therefore,  is  as  follows:  If  the  sound  passes 
through  the  obstruction  or  passes  by  the  stone  a  gradual  dilatation 
of  the  ureter  should  be  instituted  until  the  constriction  is  completely 
dilated  or  the  stone  comes  down. 

My  first  experience  with  a  successful  removal  of  a  ureteral  stone 
by  a  catheter  was  in  a  patient  who  came  to  me  for  the  removal  of 
a  low  ureteral  stone.  I  cystoscoped  her,  passed  the  catheter  up  into 
the  ureter  and  located  the  stone.  She  was  prepared  for  operation, 
but  before  the  patient  was  taken  to  the  operating  room,  we  found  the 
stone  in  the  voided  specimen  of  urine. 

Dr.  Julius  H.  Jacobson,  Toledo,  Ohio. — There  were  three 
points  in  this  excellent  paper  about  which  I  wish  to  speak.  The 
first  one  is  regarding  injuries  to  the  ureter  during  hysterectomy. 
In  operating  for  malignant  disease,  I  have  been  using  Bumm's 
method  of  locating  the  ureter  to  avoid  injury  to  it.  In  all  pelvic 
operations  where  there  is  some  question  as  to  the  location  of  the 
ureter  if  an  incision  is  made  between  the  round  ligament  and  Fal- 
lopian tube,  by  blunt  dissection,  we  can  quickly,  without  the  liga- 
tion of  a  single  vessel,  get  down  to  the  ureter  in  the  broad  ligament 
and  push  aside  that  part  of  the  ureter  that  is  in  danger.  It  is  a 
procedure  which  is  quickly  done,  it  only  requires  about  a  minute  or 
two  to  locate  the  ureter.  If  this  method  were  more  generally  prac- 
tised, it  would  do  away  with  the  danger  of  injuring  the  lower  end 
of  the  ureter  in  hysterectomy.  The  old  method  of  locating  the 
ureter  by  making  an  incision  on  the  posterior  aspect  of  the  broad 
ligament  is  more  difiicult. 

Dr.  Hayd. — Do  you  mean  by  blunt  dissection,  incision  about 
the  round  ligament  and  Fallopian  tube? 

Dr.  Jacobson. — Bumm's  modification  consisted  first  in  ligating 
the  ovarian  vessels  and  then  making  the  separation  of  the  broad 
ligament.  With  that  incision  you  come  down  quickly  and  locate 
both  ureters  and  uterine  vessels. 

The  second  point  is  with  reference  to  a  method  which  we  have 
found  very  useful  in  one  case.  It  is  that  which  Lespinasse,  of 
Chicago,  has  elaborated.  It  consists  in  ureteral  dilatation  for  stones 
impacted  in  the  lower  end  of  the  ureter.  The  method  which  Dr. 
Sanes  spoke  about  is  the  classic  method,  and  all  stones  implanted 
in  the  lower  end  of  the  ureter  should  have  tlie  benefit  of  prolonged 
dilatation  to  aid  in  spontaneous  expulsion.  The  only  difiiculty 
with  gradual  dilatation  is  that  it  sometimes  takes  quite  a  long  time. 
A  method  of  dilatation  which  I  suggested  to  Dr.  Douglass,  of  Tol- 
edo, Ohio,  was  to  introduce  a  small  piece  of  a  sponge  tent  through 
the  operating  cystoscope  in  the  lower  end  of  the  ureter  and  in  twenty- 
four  hours  there  was  so  much  dilatation  that  the  stone  passed. 
Lespinasse  has  elaborated  this  method  by  having  segmented  ure- 
teral bougies  composed  of  small  pieces  of  sponge  tent  on  a  wire; 
this  when  introduced  into  the  lower  end  of  the  ureter,  expands 
and  thus  dilates  the  ureter. 

A  third  point  I  want  to  mention  is  that  I  am  opposed  to  anas- 
tomosis of  the  ureter  with  the  intestine  in  any  form  whatsoever. 
A  number  of  years  ago  we  made  some  experiments  on  ureteroin- 
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testinal  anastomosis.  Dr.  Brown  in  his  paper  spoke  of  the  Coffey 
method  and  of  the  method  of  implanting  the  ureter  into  the  colon. 
At  the  present  time  there  is  no  knowoi  method  of  preventing  ascend- 
ing infection  when  the  ureter  is  implanted  in  the  intestine.  I  had 
six  cases  of  exstrophy  of  the  bladder  in  which  the  Madyl  operation 
was  performed.  All  these  patients  died.  In  some,  the  deaths 
were  immediate.  Two  went  along  for  a  number  of  years,  one  I 
think  for  seven  years,  before  renal  infection  caused  the  death  of  the 
patient. 

Dr.  Francis  Reder,  St.  Louis,  Missouri. — Dr.  Brown  stated 
that  if  the  stone  was  located  in  the  ureter,  not  to  incise  the  ureter 
immediately  over  the  stone  for  its  removal.  I  have  removed  quite 
a  few  ureteral  stones,  and  must  say,  that  whenever  it  was  my  good 
fortune  to  locate  the  stone  I  took  hold  of  it  with  my  fingers,  and 
holding  it  firmly,  made  the  incision  immediately  over  the  stone. 
I  have  never  had  any  untoward  results  in  removing  a  stone  in  this 
manner. 

I  would  like  to  know  what  the  objections  of  Dr.  Brown  are  against 
incising  immediately  over  the  stone. 

Dr.  Van  Amber  Brown  (closing). — Dr.  Miller  spoke  of  the 
technic  of  getting  rid  of  the  ligature  where  you  have  included  the 
ureter.  I  was  speaking  of  cases  where  it  is  recognized  before  you 
get  out  of  the  abdomen.  It  is  probable  no  necrosis  will  occur  in  the 
ureter  provided  you  relieve  the  pressure,  of  forceps  or  ligature, 
at  the  time  of  operation.  Of  course,  if  you  find  a  few  hours  after 
operation  such  an  accident  has  occurred  that  is  another  matter. 
If  the  kidney  is  comparatively  clean,  there  will  be  no  harm  in  leaving 
the  ureter  of  the  kidney  on  that  side  tied,  because  when  the  pressure 
of  urine  in  the  kidney  equals  the  blood  pressure  in  the  kidney, 
secretion  of  all  urine  is  stopped.  You  can  wait  as  long  as  you  wish 
and  operate  at  any  time,  and  may  never  have  to.  If  there  is  trouble, 
you  must  relieve  the  pressure  by  freeing  the  ureter  of  the  ligature 
or  give  drainage  to  the  kidney  through  the  pelvis  of  the  kidney. 
William  J.  Mayo  had  one  case  in  which  he  tied  both  ureters  and  then 
punctured  the  pelvis  of  each  kidney,  leaving  drainage  in  place  until 
the  catgut  had  absorbed.  The  urine  then  flowed  through  the 
natural  channels,  and  the  opening  he  had  made  into  the  pelvis 
closed  spontaneously.  But  if  you  have  tied  the  ureter  so  tightly 
as  to  destroy  its  walls,  that  ureter  may  never  functionate  until 
you  have  either  opened  it  up  or  until  a  listula  has  occurred. 

The  technic  for  the  elongation  of  the  bladder  I  referred  to  is  that 
which  was  described  by  Dr.  Morris.  For  anastomosis  one  should 
select  a  fixed  part  of  the  bladder  that  is  nearest  to  the  ureter. 

Dr.  Jacobson  spoke  about  going  down  into  the  broad  ligament; 
that  is  a  very  nice  and  clever  way  of  doing  it,  and  the  technic  for 
ligating  the  ureter  at  that  point  is  similar  to  the  technic  used  by  Dr. 
Bainbridge  in  going  down  through  the  broad  ligament  to  locate 
the  uterine  artery  when  he  wishes  to  cut  off  the  blood  supply  in 
malignant  disease  of  the  uterus.  To  cut  down  upon  the  blood  supply 
at  that  point  is  easy,  but  the  ureters  are  not  always  easily  found. 
Usually  if  they  are  slightly  diseased,  they  are  more  easily  located 
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than  normally.  In  cases  where  they  are  much  diseased,  very  cap- 
able men  have  looked  for  an  hour  or  more  and  did  not  recognize 
the  ureters  because  of  the  condition. 

The  injection  of  oil  mentioned  by  Dr.  Jacobson  is  absolutely 
useless,  and  one  of  our  best  urologists  recently  had  a  patient  die 
from  infection  after  using  oil,  so  it  is  not  without  danger. 

What  Dr.  Jacobson  said  about  transplanting  the  ureter  into  the 
colon  I  firmly  believe  is  true. 

Dr.  Reder  asked  why  we  should  not  cut  down  directly  over  a 
stone  in  the  ureter?  There  the  power  of  repair  is  lowered  because 
of  pathological  changes.  The  fibers  of  the  ureter  have  been  injured 
transversely  and  longitudinally,  to  such  an  extent  that  the  power 
of  healing  is  not  good,  and  you  can  save  that  part  of  the  ureter 
considerable  repair  work  by  going  a  little  above  the  obstruction 
and  making  a  longitudinal  incision  and  milking  the  stone  up  into  it. 
The  transverse  injuries  of  the  ureter  heal  slowly,  while  longitudinal 
wounds  heal  rapidly  and  without  stitching.  As  Dr.  Reder  has 
said,  they  will  get  well  if  you  incise  the  ureter  over  the  stone,  but 
you  have  to  keep  in  drainage  for  a  longer  time,  and  repair  is  much 
delayed  compared  to  a  longitudinal  incision  not  over  but  above 
the  stone. 

Dr.  Edward  J.  Ill,  of  Newark,   N.  J.,  read  a  paper  entitled 

ACCIDENTAL  REMOVAL  OF  INTESTINES  THROUGH  THE  VAGINAL  VAULT. 

(For  original  article  see  page  29.) 

DISCUSSION. 

Dr.  G.  Van  Aiiber  Brown,  Detroit,  Michigan. — I  desire  to 
mention  a  case  in  which  I  accidentally  punctured  the  uterus 
during  a  minor  operation.  It  has  been  my  experience  twice  to  punc- 
ture the  uterus.  I  have  never  been  unfortunate  enough  to  curet 
the  intestines.  We  are  told  that  when  we  go  through  the  uterus 
it  is  like  going  through  wet  brown  paper.  To  those  of  you  who  have 
not  been  unfortunate  enough  to  have  this  happen,  I  will  say  that  it 
is  easier  than  a  great  many  suppose;  it  is  like  putting  a  sound  or 
instrument  into  water.  You  apparently  meet  wdth  absolutely  no 
resistance  whatever. 

In  this  patient  I  was  about  to  do  a  simple  repair  of  the  cervix  and 
perineum.  The  family  refused  to  have  the  woman  sent  to  the  hos- 
pital. They  said  I  could  have  anything  I  wanted  at  the  home. 
I  had  the  assistance  of  two  nurses  and  two  doctors.  This  woman 
had  been  confined  several  times,  and  her  last  baby  was  four  months 
old.  I  think  we  should  have  waited  longer  before  repairing  the  cer- 
vix or  perineum,  at  least  six  or  eight  months.  I  passed  a  sound 
and  found  that  the  uterus  was  about  3  inches  in  depth.  I  then 
began  using  graduated  dilators,  passing  them  in  one  after  another 
carefully  when,  to  my  surprise,  the  dilator  kept  going  in  farther  and 
farther.  I  wondered  if  I  might  have  overlooked  a  pregnancy.  The 
cervix  was  pretty  well  dilated,  and  I  could  feel  something;  I  thought 
I  had  unruptured  secundines.     I  introduced  forceps  and  pulled  down 
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on  it  a  little  bit  to  investigate  and  it  felt  thicker  than  secundines. 
I  left  the  forceps  attached;  pretty  soon  I  could  see  the  forceps  move 
a  little  from  the  vermicular  motion  of  the  intestines.  I  pushed 
the  forceps  up  a  little  being  pretty  sure  to  get  beyond  the  fundus, 
and  packed  the  uterus.  Then  I  repaired  the  perineum.  After 
thinking  the  matter  over  carefully,  I  came  to  the  conclusion  that  if 
I  were  to  open  the  abdomen  now  the  woman  would  probably  die, 
and  without  interfering  might  do  better.  I  found  the  woman 
that  evening  with  a  pulse  that  was  beginning  to  get  thready  and  rapid. 
The  next  morning  when  I  visited  her  she  had  had  a  chill  and  was 
sweating;  her  pulse  was  more  rapid  and  wiry,  with  definite  tympany. 
The  woman  was  sitting  up  on  the  eleventh  day  and  made  a  good 
recovery. 

Dr.  Herman  E.  Hayd,  Buffalo,  New  York. — This  is  an  exceed- 
ingly interesting  subject  for  us  to  discuss,  and  so  far  as  the  possi- 
bility of  perforating  the  uterus  is  concerned,  Dr.  Brown  has  shown 
us,  in  this  dramatic  case  he  has  cited,  that  it  is  an  easy  thing  to  do. 
But  I  think  the  important  part  of  this  paper  is  its  value  to  the  As- 
sociation by  reason  of  the  experiments  of  one  of  the  nestors  of  our 
profession,  Dr.  111.  I  would  never  have  beheved  it  was  possible  to 
pull  all  of  the  small  bowels  out  and  even  the  colon  to  the  splenic 
flexure  by  simply  taking  hold  of  a  gut  and  pulling  it,  and  that  it 
would  separate  from  the  mesentery  and  leave  only  pieces  of  the  peri- 
toneal coat  attached  to  the  mesenter)^  I  think  this  is  a  very  im- 
portant contribution  on  this  subject  and  from  the  standpoint  of 
possible  medicolegal  complications  arising  in  the  future,  is  of  great 
value  to  us  in  giving  testimony. 

I  have  never  had  any  personal  experience  in  dealing  with  one  of 
these  cases,  but  Dr.  Mann  told  me  of  a  case  he  had.  A  young  prac- 
titioner in  cleaning  out  the  uterus  after  abortion,  pushed  a  long 
placental  forceps  through  the  uterus  and  kept  on  pulling  at  what  he 
thought  was  placental  and  decidual  tissue,  until  he  pulled  away  so 
much  of  bowel  that  he  saw  it  and  smelt  fecal  contents.  He  had 
pulled  out  over  12  inches  of  the  gut  in  his  manipulation.  The 
woman,  of  course,  promptly  died. 

Major  Robert  T.  Morris,  New  York  City. — When  a  doctor 
finds  that  he  has  punctured  the  uterus  and  the  bowel  has  descended 
and  there  may  be  a  beginning  peritonitis,  one  extremely  important 
step  in  technic  is  this:  Get  the  patient's  respiration  down  to  about 
12  per  minute  with  opium  (do  not  use  morphin),  and  that  will  stop 
peristalsis.  When  the  respiration  is  down  to  12  it  is  an  indication 
that  peristalsis  has  ceased.  If  you  can  hold  the  respiration  there 
for  a  few  hours  the  peritonitis  will  probably  stop  right  off,  and  you 
can  then  do  any  further  work  that  you  require.  Too  many  of  us 
have  forgotten  about  this  old-fashioned  Alonza  Clark  method  for 
halting  an  acute  peritonitis,  but  it  is  very  practical. 

Dr.  K.  I.  Sanes,  Pittsburgh,  Pennsylvania. — About  eight  years 
ago  a  patient  was  admitted  to  my  service  at  the  Western  Penn- 
sylvania Hospital  with  9  feet  of  bowel  hanging  down  through  the 
vagina.     Four  hours  before  the  admission  a  physician  in  a  mining 
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town  had  tried  to  remove  placental  tissue  from  the  uterus  after 
an  abortion. 

After  cleansing  the  vagina  I  tied  off  the  nine  feet  of  bowel,  closed 
the  cut  ends  with  circular  sutures  and  pushed  them  back  through 
the  uterine  tear  into  the  abdomen.  The  abdomen  was  then  opened. 
After  the  removal  of  about  2  inches  of  bowel  on  either  side  to 
make  sure  of  the  circulation  and  asepsis,  I  made  a  lateral  anas- 
tomosis and  closed  the  abdomen  without  drainage.  The  woman 
recovered. 

Dr.  III. — ^What  did  you  do  with  the  mesentery? 

Dr.  Sanes. — The  mesentery  looked  normal,  it  was  free  and  did 
not  bleed.  I  brought  it  together  with  sutures,  being  careful  that  the 
two  ends  of  the  bowel  had  their  mesenteric  attachment. 

Dr.  III. — In  other  words,  the  mesentery  was  still  intact? 

Dr.  Sanes. — Yes. 

Dr.  Gordon  K.  Dickinson,  Jersey  City,  New  Jersey. — Some 
years  ago  a  New  York  surgeon  came  over  to  Jersey  City  and  operated 
on  a  woman.  The  next  day  the  woman  was  brought  into  the  hos- 
pital with  a  knuckle  of  intestines  coming  out  of  the  vagina.  I 
opened  the  abdomen  and  found  that  forceps  had  perforated  the 
mesentery  of  the  sigmoid  and  the  operator  had  pulled  down  a 
knuckle  of  small  intestine  which  was  moved  from  about  the  splenic 
flexure.  I  was  somewhat  embarrassed  by  this  perforation  of  the 
mesentery  of  the  sigmoid  and  left  fornix  of  the  uterus.  I  pidled 
out  the  intestine  and  made  an  anastomosis  with  the  Murphy  button 
above  the  sigmoid  flexure.  There  w^as  not  a  fringe  of  the  mesentery 
of  the  intestine  down  on  the  gut  where  it  was  torn.  To  go  further, 
curiously  the  fundus  of  the  uterus  had  been  nibbled  out  in  repeated 
attempts  at  emptying  the  uterus,  so  that  there  was  quite  a  crater. 
I  had  to  free  the  edges  of  torn  material,  sew  it  up,  and  three  years 
later  this  woman  had  a  child. 

Dr.  William  Seailin  Bainbridge,  New  York. — Some  twelve 
years  ago  I  was  called  by  a  fellow  practitioner  to  see  a  patient 
whom  he  had  curetted  during  the  afternoon  of  the  same  day.  He 
said,  "I  am  very  anxious  about  this  patient.  I  curetted  her  for 
incomplete  miscarriage  at  four  o'clock  this  afternoon.  She  is  a 
member  of  a  good  family  living  on  Fifth  Avenue,  and  I  have  no 
reason  to  suspect  anything.  She  has  two  children  and  was  some 
three  months'  pregnant."  When  I  saw  the  specimen  which  he 
presented  to  me  I  at  once  recognized  pieces  of  adult  small  intestine. 
A  laparotomy  was  done  immediately.  I  found  that  19  inches 
of  the  small  bowel  had  been  removed  through  the  fundus  of  the 
uterus;  the  opening  in  the  uterus  had  tightly  contracted  do\^Ti  upon 
the  intestine  so  that  the  two  open  ends  hung  into  the  center  of  the 
cavity  of  the  uterus.  The  operator  had  used  a  pair  of  large  sponge 
(as  placental)  forceps  and  had  pulled  down  the  bowel.  The  mesen- 
tery was  present  and  where  the  intestines  had  been  removed,  the 
free  edge  of  the  mesentery  was  as  if  a  pair  of  shears  had  cut  it  away. 
End-to-end  enterorrhaphy  was  performed,  and  the  opening  in  the 
uterus  sutured.  The  patient  did  well  until  the  eleventh  day  when 
she  developed  pneumonia  and  died  on  the  seventeenth  day. 


140  TRANSACTIONS    OF   THE   AMERICAN   ASSOCIATION 

Postmortem  examination  of  the  abdomen  showed  nothing  except 
the  healed  wound  of  the  uterus  and   the  end-to-end  anastomosis. 

My  experience  in  teaching  operative  surgery  on  the  cadaver  at 
the  Post-Graduate  Medical  School  in  New  York  for  seven  years, 
showed  conclusively  the  frequency  with  which  post-graduate  stu- 
dents, many  of  them  experienced  surgeons,  went  through  the  uterine 
wall  in  the  operation  of  curettage.  I  believe  this  accident  more 
frequently  occurs  than  is  usually  recognized. 

Dr.  Julius  H.  Jacobson,   Toledo,  O.,  presented  a  paper  on 

RECURRENCE    OF    SYMPTOMS   AFTER   GALL-BLADDER   OPERATIONS. 
(For  original  article  see  page  32.) 

DISCUSSION. 

Dr.  Hugo  O.  Pantzer,  Indianapolis,  Indiana. — I  have  for  a  long 
time  opposed  cholecystectomy,  and  at  this  time  under  the  strain 
of  prevalent  practice  we  have  all  of  us  reason  to  revise  our  attitude 
in  this  regard.  It  seems  to  me,  that  speaking  from  an  etiological 
standpoint,  we  are  not  yet  clear  when  a  case  comes  to  us  with  a 
manifest  cholecystitis,  whether  we  should  go  after  the  secondary 
condition  or  what  is  back  of  it.  We  do  not  consider  the  full  effect 
when  we  simply  slit  the  gall-bladder  and  drain  it  or  remove  it.  The 
good  effects  from  cholecystectomy  come  largely  when  we  release 
the  peritoneal  plications  that  are  irregular,  and  that  are,  in  a  measure, 
etiologic  in  bringing  about  this  condition  of  affairs.  It  is  an  infection, 
but  why  an  infection  there?  There  is  a  vulnerability  for  infection, 
and  we  know  it  does  exist.  It  is  in  the  peritoneal  plications  that  we 
have  trouble.  These  are  the  causes  in  many  instances.  Let  us 
first  investigate  to  what  extent  the  duodenum  is  angulated,  dis- 
turbed, sacculated  or  constricted,  and  to  what  extent  is  the  cecum  and 
ascending  colon  normal.  I  have  watched  this  thing  for  twenty  years 
and  more  and  have  seen  a  number  of  cases  with  gross  malformations 
of  the  cecum,  ascending  colon  and  the  duodenum,  with  displace- 
ments of  the  kidneys  and  other  organs  including  the  pancreas. 
Once  we  can  have  a  clear  view  of  this  matter,  we  will  not  sacrifice  the 
gall-bladder  as  frequently  as  we  are  doing  now.  We  still  have 
reason  to  believe  that  there  is  some  function  for  the  gall-bladder. 
Dr.  Jacobson  says  that  there  is  no  known  reason  for  having  it,  yet 
for  the  present  we  must  still  regard  our  knowledge  of  gall-bladder 
and  liver  function  as  being  rather  vague.  We  know  more  about  the 
kidneys  because  we  can  examine  the  secretion  of  the  kidney.  We 
know  very  little  about  the  secretion  of  the  pancreas  and  liver  be- 
cause we  have  no  direct  access  to  the  same. 

Dr.  Gordon  K.  Dickinson,  Jersey  City,  New  Jersey. — There  are 
several  places  in  the  body  where  we  have  a  weakness  or  point  of 
lessened  resistance.  Right  below  the  cecoappendix  junction  and 
around  the  gall-bladder  we  are  apt  to  have  less  resistance  to  microbic 
invasion.  Microbes  may  go  through  these  places  into  the  blood  or 
lymph  stream,  they  get  into  the  gall-bladder,  they  may  ascend  from 
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the  cecoappendicular  regions  through  the  lymph  stream  and  reach 
the  gall  ducts  and  gall-bladder  according  to  some  investigators. 

I  had  a  case  not  long  ago  where  we  studied  the  bacterial  flora 
of  the  bowel  and  found  the  gonococcus  and  only  the  gonococcus; 
then  we  took  a  smear  from  the  young  lady's  vagina  and  found 
plenty  of  gonococci  in  there.  We  know  from  Rosenow's  experiments 
that  you  can  get  them  from  the  teeth;  you  can  get  them  from  the 
tonsil  to  the  gall-bladder. 

I  was  much  impressed  with  a  statement  Dr.  Morris  made  in  New 
York  City  years  ago  at  a  time  when  we  wanted  to  operate  for  gall- 
stones. At  that  time  we  did  not  know  as  much  about  the  subject 
as  we  do  to-day.  Gall-stones,  he  pointed  out,  are  only  incidental, 
and  if  we  operate  for  them  we  will  not  be  doing  work  of  a  truly 
scientific  and  surgical  character.  We  should  operate  for  the  infective 
condition  of  the  gall-bladder  or  the  gall  ducts,  and  whether  we 
drain  or  remove  the  gall-bladder,  or  whatever  we  do,  it  should  be  for 
the  one  purpose  of  curing  the  pyogenic  or  bacillary  condition  of  the 
bile  tract.  If  in  any  operation,  with  a  keen  recollection  of  the  his- 
tory of  the  case  you  are  operating  on,  you  come  to  the  conclusion 
that  there  must  be  germs  actively  existing  in  the  gall  duct,  drain  it, 
and  do  not  be  in  a  hurry  to  stop  drainage.  If  a  case  should  extend 
over  a  month  or  two  months,  do  not  feel  that  you  have  got  to  go 
for  the  gall-stone  or  hunt  for  stones,  and  do  not  forget  you  may 
have  a  bacillary  condition  active  up  through  the  gall  ducts  which 
may  not  admit  of  immediate  demonstration  but  which  the  history 
will  finally  demonstrate  clearly. 

Major  J.  Henry  Carstens,  Detroit,  Michigan. — These  con- 
ditions are  very  largely  constitutional.  A  number  of  years  ago  I 
operated  on  a  woman  who  had  gall-stones  and  removed  three  or 
four  hundred  of  them.  I  explored  the  gall-bladder;  I  carefully 
examined  the  ducts,  and  I  found  no  further  gall-stones.  I  did  the 
ordinary  operation  and  put  in  a  drainage  tube.  In  a  few  days 
thereafter  there  were  gall-stones  coming  out  of  that  drainage  tube. 
I  could  not  understand  why  I  was  leaving  such  large  stones  behind 
and  I  said  to  myself  I  ought  to  have  been  able  to  feel  these;  that 
we  might  have  little  ones  pass  through  the  drainage  tube,  but  these 
were  big  ones,  and  they  kept  on  coming  and  coming,  and  I  finally 
took  out  the  drainage  tube  and  they  kept  on  coming,  and  I  think 
about  every  week  that  woman  brought  me  about  an  ounce  bottle 
full  of  gall-stones,  and  she  kept  on  passing  them  for  three  or  four 
months.  She  had  I  think  a  malignant  condition.  She  finally 
died.  I  would  not  say  that  she  passed  a  quart  of  gall-stones  in  the 
next  three  or  four  months,  but  I  am  sure  she  passed  a  pint.  If 
gall-stones  will  form  again  after  an  operation,  when  you  think  you 
have  removed  them  all,  it  seems  to  me  that  there  is  really  no  use  in 
removing  the  gall-bladder  unless  it  is  absolutely  diseased  and 
gangrenous,  because  if  that  patient  is  one  of  those  whose  consti- 
tution will  develop  gall-stones,  she  will  form  some  of  the  gall-stones 
in  the  ducts  and  probably  will  need  another  operation  anyhow, 
whether  you  remove  the  gall-bladder  or  not.  Her  blood  is  full  of 
cholesterol. 
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I  have  had  a  great  many  of  these  cases  examined  bacteriologically; 
in  fact,  I  nearly  have  every  one  of  them  examined,  and  in  many 
instances  we  can  find  nothing  in  the  bile  or  in  the  gall-bladder  in 
the  way  of  microorganisms  unless  it  is  an  acute  case. 

Recently  physiologists  have  found  that  certain  individuals  seem  to 
have  a  great  deal  of  cholesterol  in  the  blood,  and  if  they  have  that 
condition  they  are  more  liable  to  the  formation  of  gall-stones. 
Then  we  ought  to  try  and  find  out  the  nature  of  the  microorganism, 
and  I  think  we  can  develop  antibodies  and  prevent  the  formation 
of  gall-stones  in  the  future  in  a  great  many  of  these  cases.  In 
other  words,  these  patients  ought  to  be  treated  constitutionally 
after  operation  and  by  so  doing  we  will  prevent  a  great  many 
recurrences. 

Another  point:  Some  of  these  patients  after  a  while  have  trouble 
and  pain,  not  on  account  of  gall-stones  or  the  reformation  of  gall- 
stones, but  on  account  of  injury  done  to  the  parts  and  the  adhesions 
that  are  formed  as  a  result  of  the  operation. 

Dr.  E.  Gustav  Zinke,  Cincinnati,  Ohio. — I  have  never  seen  a 
return  of  gall-stones  in  any  case  I  have  operated  upon.  But  two 
years  ago  I  opened  the  gall-bladder  in  a  woman  who  presented  a 
typical  picture  of  gall-stones.  The  gall-bladder  was  enormously 
enlarged  and  filled  with  straw-colored,  almost  transparent,  bile; 
but  no  stones  could  be  found  or  felt  after  a  most  careful  search. 
The  patient  was  promptly  relieved.  However,  the  opening  did 
not  close,  and  she  returned  a  year  later,  when  we  operated  again, 
and  found  a  stone  in  the  gall-bladder  the  size  of  a  pigeon's  egg. 
It  has  been  a  question  in  my  mind  whether  this  stone  could  have 
formed  within  one  year,  or  whether  the  case  may  not  have  been 
one  in  which  the  stones  are  hidden  in  the  biliary  passages  within  the 
liver  substance  and  subsequently  find  their  way  into  the  gall- 
bladder. This  one  case  well  illustrates  that  a  great  deal  of  pain  may 
be  produced  by  a  distended  gall-bladder  alone,  while  a  gall-bladder 
enormously  distended  with  stones  may  produce  no  symptoms  at  all. 
To  illustrate: 

Sometime  ago  I  operated  for  procidentia,  performing  a  perineor- 
rhaphy, and  a  posterior,  as  well  as  an  anterior  colporrhaphy.  I 
then  opened  the  abdomen,  and  did  a  supravaginal  hysterectomy, 
removing  both  ovaries  and  tubes  at  the  same  time.  When  I  was 
about  to  close  the  abdomen,  the  patient's  doctor  said  to  me,  "I 
wish  you  would  examine  the  gall-bladder.  This  woman  I  think, 
had  a  gall-stone  attack  about  three  years  ago,  and  I  have  always 
suspected  she  had  gall-stones."  I  put  my  hand  into  the  abdomen 
and  found  a  gall-bladder  larger  than  my  fist.  Temporarily  covering 
the  median  incision  with  sterile  gauze,  I  made  another  opening 
over  the  gall-bladder,  brought  the  viscus  into  this  incision  and  re- 
moved 1883  stones,  filling  a  6-ounce  bottle.  This  woman  had  had 
no  symptoms  of  gall-bladder  trouble  for  several  years  prior  to  the 
operation.     She  came  to  me  seeking  relief  for  the  procidentia  only. 

Dr.  Goldspohn. — Was  there  any  stomach  disorder? 

Dr.  Zinke. — No.     She  seemed  to  be  in  perfect  health,  except 
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for  the  procidentia,  and  made  a  splendid  recovery,  notwithstanding 
her  being  on  the  operating  table  nearly  three  and  a  half  hours. 

Dr.  Jacobson  (closing). — With  regard  to  Dr.  Zinke's  symptom- 
less gall-stone  cases,  I  do  not  think  there  is  such  a  thing  as  symptom- 
less gall-stones.  We  have  had  a  large  number  of  such  cases  as  Dr. 
Zinke  has  reported  where  there  were  no  outstanding  symptoms  of 
gall-stone  attacks  in  the  history,  but  in  every  case  of  this  kind,  if  you 
go  back  and  question  the  patient  closely,  you  will  find  atypical 
symptoms  of  gall-bladder  disease.  We  have  come  to  the  conclusion 
that  symptomless  gall-stones  do  not  exist. 

The  question  of  cholecystectomy  and  cholecystostomy  is  inter- 
esting. Relative  to  the  removal  of  the  gall-bladder,  the  fact  re- 
mains that  the  curves  have  been  increased  i6  to  20  per  cent,  after 
cholecystectomy.  Regarding  the  function  of  the  gall-bladder,  I 
would  emphasize  the  fact  that  a  function  for  that  organ  has  not  as 
yet  been  proved. 

]\rAjOR  R.  T.  Morris,  New  York,  N.  Y.,  read  a  paper  entitled 

OPERATIONS   FOR   STIGMATA   OF   DECLINE. 
(For  original  article  see  page  38.) 


DISCUSSION. 

Major  J.  Henry  Carstens,  Detroit,  Michigan. — I  do  not  know 
whether  the  Aryan  race  is  declining  or  not.  I  have  my  doubts 
about  it.  I  likewise  have  my  doubts  of  these  things  being  stigmata 
of  decline.  I  think  the  process  is  a  great  deal  slower  than  that.  I 
do  not  think  these  stigmata  of  decline  come  all  at  once,  say  within 
the  last  twenty-five  or  thirty  years,  where  for  ages  and  ages  the 
human  being  has  been  strong  and  powerful.  I  can  see  how  we 
can  have  defects  in  individuals  as  the  result  of  change  or  mode 
of  living,  and  I  can  see  how  in  the  last  thirty  or  forty  years  a  large 
number  of  people  having  changed  from  a  farming  community  to  a 
city  communit}^,  or  from  a  farming  community,  where  they  lived 
out  in  the  fresh  air,  had  plenty  of  oxygen,  and  where  their  life  was 
simple  and  food  simple,  have  become  stronger,  and  lean  see  how 
people  that  live  in  the  city,  closely  housed,  living  on  poor  food, 
or  sometimes  with  very  rich  food,  and  with  little  physical  exercise, 
and  eating  a  great  deal  of  candy  and  sugar,  ice  cream  and  such  things, 
may  upset  their  systems  in  all  kinds  of  ways. 

As  to  the  imperfectly  developed  uterus  or  any  other  organ,  I  can 
see  how  that  can  occur  by  some  weakness  or  some  missing  ion  in  the 
spermatozoa  or  in  the  ovule  out  of  the  millions  and  millions  of  ions 
that  make  up  the  human  body  in  the  course  of  time,  but  we  have 
that  same  lack  and  poor  development  in  the  child  who  is  born  with 
a  harelip,  with  a  club-foot  or  anything  else.  You  would  not  say 
that  is  a  stigma  of  decline  because  a  child  is  born  with  a  club-foot. 
There  is  some  defect  in  development.  It  may  be  due  to  intrauterine 
pressure,  or  it  may  be  caused  by  a  slip  in  some  of  these  millions  of 
ions  in  the  spermatozoa  or  in  the  ovule. 
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Coming  to  the  treatment  of  such  cases,  I  would  not  say  that  we 
cannot  do  very  much  for  them  because  we  can  help  some  of  them  very 
materially.  Let  us  take  the  poorly  developed  uterus  which  is  muscle 
and  we  can  make  it  as  large  as  the  normal  uterus  and  as  strong,  as  I 
have  shown  repeatedly,  with  the  stem  pessary.  You  can  develop  the 
uterus  as  a  muscular  organ  the  same  as  you  can  develop  the  muscle  of 
a  blacksmith  or  any  other  individual. 

As  to  the  other  conditions  that  Dr.  Morris  talks  about,  such  as 
general  abdominal  ptosis,  I  will  admit  the  appendix  is  a  declining 
organ  and  gradually  shriveling  up  and  causing  more  or  less  trouble; 
but  the  general  abdominal  ptoses  and  the  loose  and  floating  kidneys, 
and  so  on,  are  based  a  great  deal  on  that  lack  of  cooperation  of  the 
endocrine  glands,  and  these  again  are  due  to  a  poor  or  imperfect  mode 
of  living,  so  that  I  think  if  we  pay  more  attention  to  the  mode  of  living 
and  the  question  of  the  endocrine  glands  of  the  body,  a  great  many 
of  the  so-called  stigmata  of  decline  will  disappear. 

Dr.  James  E.  DA\^s,  Detroit,  Michigan. — I  am  inclined  to 
view  this  matter  very  much  as  Dr.  Carstens  has  stated  it.  We  must 
remember  that  function  determines  anatomic  form.  If  we  look  at 
the  entire  anatomic  structure  as  included  in  all  animate  creation, 
we  see  there  the  evidence  of  an  evolution  of  form,  and  we  look  for 
very  much  greater  differences  in  different  animals.  For  instance,  we 
would  think  that  the  pig  and  man  ought  to  vary  much  more  widely 
than  they  do;  but  if  we  study  the  organs  of  the  pig  and  the  organs 
of  man,  we  will  be  very  much  surprised  to  find  almost  the  exact 
anatomic  and  physiological  correlation  in  the  organs  of  these  two 
species.  There  are  so  many  intervening  factors  modifying  conditions 
that  we  must  expect  a  very  great  variety  of  form,  a  condition  in 
which  one  organ  is  no  longer  necessary  in  the  one  animal  and  very 
necessary  in  the  other. 

When  we  consider  man  we  have  a  greater  problem  to  deal  with. 
Man,  of  all  animal  creation,  is  perhaps  the  only  one  that  does  not 
mate  in  a  natural  way.  He  has  a  way  of  interposing  certain  factors 
which  in  my  mind  have  much  to  do  with  changing  the  form  of  dif- 
ferent parts  of  the  body.  Eugenic  marriages,  I  believe,  would  make 
great  modifications  in  the  human  anatomy.  The  fancy  stock  breeder 
at  will  varies  form  and  function  of  his  stock.  We  do  not  do  that. 
All  the  efforts  that  have  been  put  forth  in  this  direction  have  failed. 
Perhaps  only  partial  success  is  ever  obtained  by  any  effort  in  this  di- 
rection. It  does  seem  if  this  was  practised  to  the  extent  that  the 
fancy  stock  breeder  carries  this  idea,  we  would  see  a  great  many  of 
these  conditions  that  Dr.  Morris  speaks  of  corrected  to  a  degree 
commensurate  with  the  function  demanded.  Burbank  has  beauti- 
fully illustrated  just  what  can  be  done  by  the  selection  of  species 
and  breeding  from  the  particular  selections  that  he  makes,  attaining 
iust  that  thing  he  wishes  to  accomplish. 

Dr.  Goldspohn. — It  appears  to  me,  that  the  dogma  of  im- 
perfect development  could  hardly  be  strictly  called  a  decline  but 
rather  an  infirmity. 

Major  Morris  (closing). — Dr.  Carstens  believes  that  a  good  deal 
of  the  decline  in  our  species  is  due  to  people  going  from  healthful 
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surroundings  in  the  country  to  city  life.  A  great  many  farmers,  how- 
ever, keep  their  windows  closed  too  much  and,  as  a  matter  of  fact, 
farmers  have  not  learned  how  to  live  well  in  this  country  as  yet. 
The  surroundings  of  the  average  farm  are  about  as  unhygienic  as 
those  of  the  city.  Men  will  work  out  in  the  woods  chopping  wood 
and  get  up  a  tremendous  oxidation  all  day  long,  and  then  go  into  the 
house  where  the  wife  has  had  the  windows  all  closed  and  shut  tight 
all  day,  where  there  is  washing  done,  where  there  is  very  little  oxygen, 
and  he  spends  the  night  there.  After  being  out  in  the  open  chopping 
wood  he  sleeps  in  a  house  with  closed  windows,  which  results  in 
degenerative  changes  in  the  individual.  The  slow  form  of  change 
which  takes  place  in  manifesting  itself  among  the  Aryans  in  a 
decreasing  birth-rate.  Several  authors  have  published  statistics 
showing  the  decreased  birth-rate  in  the  Aryan  group  of  nations.  The 
same  things  occur  among  the  plants  and  animals  when  they  reach 
cultural  limitations. 

Dr.  Carstens  spoke  of  harelip  and  club-foot,  and  for  the  moment 
I  do  not  know  if  club-foot  represents  a  stigmata  of  decline  or  not, 
but  harelip  certainly  does.  Endocrine  changes  do  take  place  in  the 
individual  as  a  result  of  the  mode  of  living.  The  children's  muscles 
and  bones  and  all  structures  will  be  developed,  but  because  of  habits 
of  life  of  the  Aryans,  particularly  under  the  conditions  of  civilization, 
they  are  declining  faster  than  they  should. 

Dr.  Davis  said  that  function  determines  anatomic  form,  but  then 
you  have  a  sort  of  converse  of  that  proposition.  Where  you  have 
undeveloped  anatomic  form  you  have  a  decrease  of  function  or  per- 
verted function  so  that  we  are  dealing  all  the  while  with  the  same 
category.  A  great  variety  of  forms  shown  in  individuals  depends 
upon  the  law  of  variation  which  is  always  at  work  with  all  organic 
forms.  The  law  of  variation  goes  with  the  stigmata  of  decline,  and 
some  of  those  stigmata  I  spoke  of  are  the  ones  that  interest  us  as 
surgeons,  and  some  of  the  stigmata  are  operated  upon  in  a  futile 
way  under  the  impression  that  by  correction  of  a  stigma  we  are 
going  to  change  the  rest  of  that  individual's  anatomy.  The  stock 
breeder  varies  stock  at  will,  but  when  he  gets  to  a  certain  point  the 
stock  stops  breeding  because  there  are  cultural  limitations. 

Dr.  Goldspohn  asked  about  imperfect  development  as  represent- 
ing infirmity  only.  We  are  using  different  words  for  the  same 
thing  but  infirmity  being  physical  in  its  nature  may  be  classed  as  a 
stigma  and  they  are  interchangeable  terms. 

Dr.  Goldspohn. — Why  not  say  premature  decline? 

Major  Morris. — Yes,  what  I  might  call  variant  decline.  People 
with  the  features  that  I  brought  forward  are  the  ones  who  represent 
variations  in  decline  and  they  present  infirmities. 

Dr.  James   E.   Davis,   Detroit,   Mich.,   read  a  paper  entitled 

clinical,  pathological,  and   sociological  observations  upon 
ninety  interned  venereal  patients. 

(For  original  article  see  page  40.) 

Major  John  W.  Keefe,  Providence,  Rhode  Island. — There  are 
some  phases  of  this  work  that  will  require  careful  consideration.     In 
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our  State  last  winter  the  legislature  passed  a  law  to  the  effect  that 
the  physician  in  attendance  at  the  State  institutions  could  retain 
a  man  or  woman  who  was  undergoing  a  sentence,  although  the  sen- 
tence might  expire,  until  all  evidences  of  the  individual  being  able  to 
distribute  venereal  disease  had  passed.  How  is  the  physician  to 
determine  as  to  when  an  individual  wath  syphilis,  for  instance, 
cannot  distribute  the  disease?  We  cannot  always  depend  upon  labo- 
ratory tests.  It  was  thought  that  there  might  be  some  error  about 
the  reports  on  the  Wassermann  reaction,  therefore  blood  was  taken 
from  a  woman  who  had  been  a  prostitute  and  had  syphilis,  and  this 
blood  was  put  into  two  different  test-tubes  and  sent  to  the  State 
laboratory  to  be  examined  under  different  names.  One  report 
showed  a  four  plus  Wassermann,  and  the  other  report  was  negative. 
So  you  see,  the  Board  that  controls  this  work  has  quite  a  responsibil- 
ity in  deciding  the  question,  shall  that  woman  stay  there  a  month  or 
two  months  or  more?  It  is  possible  for  our  laboratory  men  to  make 
errors,  so  that  there  are  many  phases  of  this  question  that  we  should 
consider,  although  I  feel  confident  that  the  work  itself  is  in  the  right 
direction. 

Dr.  James  E.  Sadlier,  Poughkeepsie,  New  York. — A  propos  of 
this  extremely  timely  and  instructive  paper,  it  occurs  to  me  that 
perhaps  it  may  not  be  generally  known  this  subject  is  now  amenable 
to  a  certain  amount  of  federal  financial  aid.  In  the  endeavor  to 
protect  the  draft  registrants  at  the  source  of  infection  in  city  or 
town,  and  realizing  the  state,  city  and  municipal  authorities  have 
not  proAdded  adequate  financial  means  to  carry  out  the  proper  pro- 
gram, there  was  introduced  in  Washington  a  bill  appropriating  a 
large  sum  of  money  not  only  for  original  investigation  along  these 
lines  but  as  well  for  treatment.  Such  an  act  was  passed  by  Congress 
and  signed  by  the  President  and  is  now  in  operation. 

Dr.  Da\t:s  (closing). — I  am  very  glad  that  Dr.  Keefe  brought  up 
the  point  about  the  length  of  stay  of  patients  in  the  hospital.  That 
is  a  question  we  have  had  some  difficulty  over.  We  have  in  this 
State  a  Social  Service  Department,  and  that  department,  of  course, 
naturally  is  anxious  to  have  as  large  a  number  of  these  patients 
treated  as  possible  and  to  have  those  who  are  interned  relieved  of 
the  internment  as  early  as  possible.  The  medical  control  of  the 
work,  on  the  other  hand,  has  the  responsibility  of  keeping  these 
patients  until  they  are  reasonably  safe.  In  this  State  the  Board  of 
Health  has  assumed  that  under  the  present  conditions  we  are 
compelled  to  continue  the  internment  only  until  the  case  becomes 
a  closed  one,  and  no  longer  an  open  infectious  case.  That  is  the 
position  taken  at  the  present  time. 

This  whole  problem  of  when  to  dismiss  a  patient  and  as  to  whether 
gonorrhea  is  ever  absolutely  cured,  is  one  that  will  admit  of  very 
extensive  discussion.  Personally,  I  believe  that  if  we  base  a  judg- 
ment upon  structural  changes  or  actual  findings,  locating  the  gono- 
coccus  definitely  within  the  tissues,  perhaps  in  a  perfectly  safe 
position  where  it  may  never  perhaps  become  again  a  means  of 
infection,  our  decision  of  a  satisfactory  cure  may  be  all  right,  yet 
we  do  not  know,  and  we  have  no  means  of  knowing  whether  under 
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certain  conditions  that  a  little  pocket  may  be  opened  and  reinfection 
may  take  place.  Therefore,  until  the  organism  is  free  from  the 
tissues,  we  may  not  have  a  definite  cure.  The  only  thing  we  can 
do  is  to  dismiss  these  patients  when  we  have  a  clinical  and  bacterio- 
logical cure  established.  I  would  not  dismiss  a  patient  upon  bacte- 
riological findings  only.  We  have  had  numerous  instances  where 
these  findings  were  negative,  and  yet  the  cases  were  actively  gonor- 
rheal. We  keep  these  cases  for  more  extended  treatments.  That 
is  the  only  position  I  think  we  can  take.  It  is  never  safe  to  depend 
upon  laboratory  work  alone.  Laboratory  work  should  be  taken  as 
evidence  in  the  case,  and  it  should  be  correlated  with  the  clinical 
findings,  and  then  we  can  make  a  judgment  that  is  relatively  very 
safe.  That  is  the  position  we  should  take  upon  this  question. 
The  gonococcus  has  definitely  been  demonstrated  as  being  virulent 
after  six  years  or  longer,  definitely  located  in  the  tissues.  We  do 
not  know  how  long  it  may  remain.  We  must  resort  to  the  gathering 
of  all  evidence  and  dismiss  our  case  according  to  the  findings. 

In  regard  to  the  Wassermann  test,  at  present  it  is  very  unsatis- 
factory, and  in  my  opinion  the  man  who  does  three  or  four  or  a 
dozen  Wassermann  tests  once  or  twice  or  three  times  a  week  may  be 
unreliable  in  his  reports;  whereas  the  man  who  does  a  thousand 
a  week  will  be  able  to  give  very  reliable  information. 


At  the  annual  election  of  ofiicers,  the  following  were  chosen  for 
the  year  1918-1919. 

President:  John  F.  Erdmann,  New  York. 

First  Vice-president:  Edward  A.  Weiss,  Pittsburgh. 

Second  Vice-president:  H.  Wellington  Yates,  Detroit. 

Secretary:  E.  Gustav  Zinke,  Cincinnati. 

Treasurer:  Herman  E.  Hayd,  Buffalo. 

Member  of  Council:  Chas.  L.  Bonifield,  Cincinnati. 
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Meeting  of  November  12,.  191 8. 

The  President,  L.  Grant  Baldwin,  M.  D.,  in  the  Chair. 

Dr.  HiRAjy:  N.  Vineberg  reported  a  case  of 

fibroid  tumor  associated  with  adenocarcinoma  of  the  uterus. 

On  September  3d  last,  a  spinster,  fifty-four  years  of  age,  consulted 
me  for  metrorrhagia.  Four  years  and  a  half  ago,  her  menses  ceased, 
then  after  an  interval  of  two  and  a  half  years,  she  began  to  bleed  and 
the  bleeding  has  persisted  up  to  the  present,  a  period  of  over  two 
years.     The  loss  of  blood  at  times,  was  quite  profuse  and  clots 
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were  frequently  expelled.  Pain  was  absent.  The  patient  was  thin, 
rather  haggard,  and  moderately  pale,  but  not  cachectic.  The 
hymen  was  intact,  the  uterus  could  be  palpated  in  an  anteverted 
position  and  was  not  appreciably  enlarged.  Behind  the  uterus  was 
felt  a  hard  irregular  growth,  filling  the  Douglas  space  rather  snugly. 
Ocular  inspection  of  the  cervix,  showed  it  to  be  normal  in  appear- 
ance with  a  few  hyperemic  areas,  indicating  a  slight  senile  colpitis. 

The  diagnosis  of  a  subserous  fibroid  was  made,  and  an  operation 
advised.  Two  days  later  on  September  5th,  the  patient  was  oper- 
ated upon  by  me  at  Mt.  Sinai  Hospital. 

On  opening  the  abdomen,  the  condition  found  was  apparently 
as  had  been  diagnosticated.  The  uterus  was  about  the  average 
size  and  looked  normal.  Behind  it  lay  an  irregular  fibroid,  the  size 
of  a  closed  double  fist,  filling  the  Douglas  space,  and  attached  to  the 
lower  segment  of  the  uterus  by  a  broad  pedicle.  The  uterus, 
adnexa  and  the  fibroid  were  ablated  en  masse,  the  small  senile  cer- 
vix being  cut  across  flush  with  the  pelvic  floor. 

So  little  did  I  expect  any  growth  in  the  uterus,  that  I  did  not 
even  have  it  bisected  before  closing  the  abdomen,  as  is  customary 
with  me  when  there  is  the  slightest  suspicion  of  malignancy. 

Fortunately  the  technic  employed  did  not  require  the  uterus  by 
pointed  instrument,  in  fact  the  holding  of  the  fibroid  by  the  hand  of 
an  assistant  was  all  that  was  needed. 

After  completing  the  operation,  I  cut  open  the  uterus  and  to  may 
chagrin  found  evidences  of  extensive  adenocarcinoma  of  the  endo- 
metrium. Dr.  F.  S.  Mandlebaum  examined  the  specimen  micro- 
scopically and  confirmed  the  naked  eye  diagnosis  of  adenocarcinoma. 

On  September  19th,  fourteen  days  after  the  operation,  I  excised, 
per  vaginam,  the  small  cervical  stump. 

The  patient  made  an  uneventful  recovery.  • 

The  case  is  of  interest: 

1.  In  the  absence  of  cachexia,  although  the  adenocarcinoma  has 
evidently  existed  for  over  five  years  and  was  the  cause  of  the  uterine 
bleeding. 

2.  The  masking  of  the  more  important  lesion  by  the  presence 
of  the  fibroid,  and  the  absence  of  any  enlargement  of  the  uterus. 

3.  As  regards  the  question  of  employing  x-vsiy  or  radium  in  the 
treatment  of  hemorrhage  from  fibroid  growths. 

DISCUSSION. 

Dr.  John  O.  Polak. — "Dr.  Pool,  in  my  service,  has  a  very  simi- 
lar experience  a  few  years  ago  where  he  removed  a  fibroid  by  supra- 
vaginal hysterectomy.  It  had  all  the  ear-marks  of  a  straight  fibroid, 
both  as  to  the  history  and  physical  findings,  until  bisection  of  the 
tumor  was  done  when  it  showed  an  adenocarcinomatous  growth. 
I  forget  exactly,  how  many  days  afterward  it  was  that  he  removed 
the  cervix  but  I  think  it  was  about  two  weeks.  The  patient  made 
an  uneventful  recovery. 

"This  brings  up  a  matter  which  is  of  very  great  interest,  i.e.,  the 
propriety  of  doing  a  panhysterectomy  as  a  routine  procedure. 
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In  our  service  we  do  a  panhysterectomy  in  practically  all  cases. 
I  admit  that  this  routine  has  been  criticised  and  yet  it  can  be  done 
after  a  little  practice  with  about  the  same  facility  that  one  can  do 
a  supracervical  amputation  and  when  one  considers  that  there 
have  been  some  200  cases  of  cadcer  of  the  cervical  stump  reported 
(and  we  don't  know  how  many  unreported  cases),  it  seems  to  me  that 
we  ought  to  take  that  fact  into  consideration  and,  time  permitting, 
make  a  total  ablation.  Of  course,  there  is  the  objection  that  re- 
moval of  the  cervLx  shortens  the  vagina  which  is  often  objection- 
able in  married  women.  Another  objection  is  the  difficulty  in 
controlling  hemorrhage  but  the  recovery  from  these  panhysterec- 
tomies in  our  experience  is  smoother  than  with  the  supracervical; 
that  is,  we  have  a  lower  run  of  temperature.  Not  infrequently 
in  the  supracervical  procedure  there  is  some  error  in  hemostasis 
underneath  the  vesical  flap  and  about  a  week  or  ten  days  afterward 
there  is  some  secondary  rise  of  temperature  with  a  slight  exudate 
and  then  a  discharge  through  the  cervLx.  That,  of  course,  is  an 
error  in  technic,  but  this  does  not  occur  in  the  complete  operation. 

Dr.  LeRoy  Broun. — "I  feel  exactly  as  Dr.  Polak  does,  and  I 
have  been  advocating  before  this  Society  for  several  years  that  we 
should  as  routine  do  a  complete  hysterectomy  in  all  of  these  cases. 

"Unless  there 'is  some  contraindication,  such  as  the  length  of  the 
operation,  the  condition  of  the  patient  or  difiiculty  in  removing 
the  tumor,  I  always  make  it  a  rule  to  do  a  complete  hysterectomy. 
In  advocating  the  complete  removal  before  this  Society  I  have  stated 
that  my  recoveries  have  been  on  a  lower  temperature  plane  than  with 
the  supravaginal.  I  am  glad  to  know  that  Dr.  Polak's  convictions 
are  the  same  as  my  own." 

Dr.  Dougal  Bissell. — "In  one  case  I  mistook  a  growth  for  a 
fibroid  tumor  and  my  one  mistake  was  that  I  did  not  open  it.  The 
entire  uterus  was  enlarged  and  I  assumed  a  general  fibrosis  and  re- 
moved the  body  of  the  uterus.  I  failed  to  open  it  at  the  time  of  the 
operation,  which  would  have  suggested  to  me,  if  I  had  done  so,  that 
it  was  a  malignant  growth,  extending  almost  do'mi  to  the  cervix, 
and  I  failed  to  examine  it  macroscopically.  The  pathological  report 
showed  that  it  was  a  malignant  growth  and  within  ten  days  I 
removed  the  entire  cervix.  That  was  a  very  extensive  disease  of  the 
body  of  the  uterus.  It  is  three  and  a  half  years  since  that  was  done 
and  there  has  been  no  recurrence  since  and  the  woman  has  enjoyed 
good  health." 

Dr.  H.  C.  Taylor. — ''I  had  two  cases  similar  to  that  of  Dr. 
Vineberg's  before  I  learned  my  lesson,  namely  to  open  the  uterus  in 
all  cases  of  supravaginal  hysterectomy  before  closing  the  abdomen. 
My  rule  at  present  is  to  hold  the  nurse  in  the  operating  room  respon- 
sible for  seeing  that  this  is  done,  the  same  as  she  is  held  responsible 
for  the  pads.  Often  the  operating  surgeon  is  busy  with  other  things 
and  forgets  this  detail  unless  reminded. 

"Within  the  last  two  months,  however,  I  did  one  supravaginal 
hysterectomy  and  had  the  uterus  opened  and  brought  to  me  for 
inspection.     I  thought  that  it  was  benign  but  the  pathological 
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report  stated  that  it  was  malignant.  That  required  a  subsequent 
operation.  The  case  demonstrated  that  the  macroscopic  examina- 
tion is  not  positive  and  that  the  microscopic  examination  is  nec- 
essary in  every  case.  I  do  not  agree  with  those  who  prefer  to  remove 
the  cervix  in  all  cases  if  the  fundus  uteri  is  removed.  I  fail  to  see 
how  any  one  can  claim  that  removing  the  cervix  does  not  take  con- 
siderably longer  than  doing  a  supravaginal  hysterectomy.  I  fail 
to  see  any  theoretical  reason  why  recovery  following  complete 
hysterectomy  should  be  smoother  than  one  after  the  supravaginal 
procedure.     It  is  not  my  experience  that  it  is  smoother. 

"If  the  cervix  is  removed  there  is  an  additional  risk  of  infection 
as  it  is  not  possible  to  completely  sterilize  the  vagina.  This,  of 
course,  is  also  true,  though  to  a  less  extent,  of  the  cervical  canal. 
If  the  cervical  canal  is  cleaned  with  iodine  previous  to  the  operation 
and  care  is  taken  when  the  cervix  is  cut  across,  the  risk  of  infection 
is  a  minimum  one. 

"There  is  no  doubt  if  the  cervix  is  not  removed  that  there  is  risk 
of  cancer  developing  in  it.  If  it  is  a  diseased  cervix  it  should  be 
removed.  If  it  is  not  diseased  the  risk  is  small  especially  if  care  is 
used  to  remove  the  cervical  mucous  membrane  before  suturing  over 
the  stump." 

Dr.  G.  G.  Ward,  Jr. — "I  did  not  hear  the  opening  of  this  dis- 
cussion, but  what  I  gathered  from  Dr.  Taylor's  remarks  about 
opening  the  uterus  after  removal  in  all  cases  and  the  question  of 
removing  the  cervix  as  a  routine  procedure,  I  agree  with  what  Dr. 
Taylor  says  in  regard  to  the  matter.  I  think  it  should  be  a  routine 
to  open  the  uterus  at  the  time  of  operation  and  it  is  my  practice  to 
do  so;  still  sometimes  the  operator  slips  up  and  fails  to  ask  if  it  was 
done  until  it  is  too  late.  Such  an  instance  happened  to  me  quite 
recently  in  a  case  in  which  the  uterus  was  not  opened,  as  it  should 
have  been,  at  the  time  of  operation,  and  the  report  from  the  labora- 
tory came  back  of  malignancy  in  the  fundus.  In  that  case  a  sup- 
ravaginal hysterectomy  has  been  done.  It  is  my  custom  to  cut  out 
the  mucosa  lining  the  cervix  in  all  cases  of  supravaginal  hysterec- 
tomy. In  order  to  prevent  errors  of  that  kind  happening  at  the 
Woman's  Hospital  I  have  recently  made  arrangements  whereby 
we  will  have  a  pathologist  from  the  laboratory  present  at  every 
operation  and  we  are  having  installed  in  the  laboratory  an  annun- 
ciator with  push  buttons  in  each  of  the  four  operating  rooms  so  at 
the  time  when  the  specimen  is  removed  the  nurse  in  charge  of  the 
operating  room  may  press  the  button  and  one  of  our  laboratory  staff 
will  thus  be  signalled  to  come  to  the  operating  room  to  open  the 
specimen  and  pass  judgment  on  it.  I  think  the  establishment  of  this 
routine  procedure  will  be  of  value  in  preventing  mistakes  that  other- 
wise might  occur. 

"As  to  the  point  of  removing  the  cervix  with  the  uterus  in  all 
cases,  I  think  that  we  forget  that  in  some  cases  it  is  extremely  easy 
and  in  others  extremely  difficult  to  do  this.  I  had  a  case  only  the 
other  day  in  which  the  woman  weighed  about  300  pounds  and  I 
am  quite  sure  that  any  one  of  you  would  have  lost  quite  a  few 
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pounds  in  getting  the, uterus  out  by  a  supravaginal  hysterectomy, 
let  alone  a  panhysterectomy.  I  always  sterilize  the  cavity  of  the 
uterus  with  iodin  before  operation.  I  was  led  to  do  that  a  number 
of  years  ago  by  an  experience  which  I  had  in  doing  a  supravaginal 
hysterectomy  on  an  apparently  simple  case  in  which  the  woman 
died  in  thirty-six  hours  of  a  very  virulent  peritonitis.  In  that 
case  we  were  fortunate  enough  to  get  an  autopsy  and  obtained  a  pure 
streptococcus  culture  from  the  abdomen.  The  specimen  had  been 
sent  to  the  laboratory  and  had  not  been  opened.  Since  that  time 
I  have  always  injected  the  uterus  with  iodin  prior  to  operation. 
I  remember  at  the  time  that  Dr.  Vineberg  doubted  whether  the 
infection  might  come  from  the  cut  cervix,  though  a  year  or  two  later 
he  reported  before  this  Society  a  similar  experience  in  his  own  work 
which  confirmed  and  charged  his  opinion,  I  believe,  as  to  that 
source  of  danger." 

Dr.  J.  R.  GoFFE. — -"As  the  originator  of  the  present  method  of 
disposing  of  the  cervix  after  supravaginal  hysterectomy  and  the 
development  and  perfection  of  the  technic  which  is  now  so  gen- 
erally used,  not  only  in  this  country,  but  throughout  the  world,  I, 
naturally,  am  partial  to  that  plan  of  procedure  in  operations  for 
libroid  tumor.  I  have  seen  no  reason  to  change  my  mind  in  reference 
to  the  question  of  whether  we  shall  leave  the  cervix  or  remove  it. 
However,  I  have  had  in  my  experience  two  cases  after  supravaginal 
hysterectomy,  in  which  I  had  a  report  from  the  laboratory  that 
there  was  evidence  of  epithelioma,  and  before  the  patients  left  the 
hospital,  as  soon  as  they  recovered  sufficiently  from  the  primary 
operation,  I  have  removed  the  cervix  and  have  saved  them  from  any 
further  trouble. 

"I  believe  that  supravaginal  hysterectomy  is  much  better  in 
these  operations  for  fibroid  tumor  of  the  uterus  in  one  respect, 
namely,  that  it  preserves  the  normal  supports  of  the  superior  floor 
of  the  pelvis.  By  thus  preserving  the  functions  of  the  broad  and 
the  round  ligaments  the  normal  positions  of  the  bladder  and  rectum 
are  secured. 

"In  these  respects  it  is  much  superior  for  the  future  comfort  of 
the  patient  to  panhysterectomy." 

Dr.  Hiram  N.  Vineberg. — "I  have  always  held  that  the  reporting 
of  an  error  was  more  valuable   than   the  reporting  of  successes. 

"In  reference  to  doing  a  hysterectomy,  I  would  say  that  I  rarely 
leave  the  cervix  in.  I  usually  take  it  out,  but  in  this  instance  the 
woman  was  rather  frail  and  had  lost  a  good  deal  of  blood.  During 
the  past  two  and  one-half  years  the  cervix  looked  so  small  and  I  cut 
it  off  so  close  to  the  pelvic  floor,  that  it  did  not  seem  to  me  to  mean 
anything  to  leave  it  behind. 

''T  agree  thoroughly  with  the  men  who  think  that  most  of  the 
time  the  cervix  should  be  taken  out. 

"That  reminds  me  of  an  experience  I  had  in  which  there  was  a 
fibroid  tumor,  and  reported  as  such,  in  w-hich  I  did  a  complete 
hysterectomy,  took  out  the  cervix  wath  a  pretty  good-sized  cuff  of 
the  vagina  and  in  nine  months  she  came  back  with  the  abdomen 
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filled  with  malignant  masses.  On  the  second  examination  of  the 
uterus  it  proved  to  be  a  sarcoma  and  yet  in  spite  of  the  fact  that  a 
complete  operation  was  done  she  had  a  recurrence  in  a  few  months. 

"I  think  Dr.  Krug  is  not  quite  fair  to  himself,  as  I  remember  the 
stand  he  took  at  that  time  was  not  so  much  the  point  whether  the 
cervix  should  be  removed  or  left  behind  in  hysterectomy  for  fibroids, 
but  to  my  mind,  the  great  fight  he  made  was  that  when  the  adnexae 
were  hopelessly  diseased,  if  you  removed  the  uterus  by  a  complete 
hysterectomy,  the  results  were  better  and  there  was  less  morbidity 
afterward,  than  when  the  uterus  was  left  behind.  I  think  that 
is  something  which  perhaps  Dr.  Krug  himself  has  forgotten,  and 
was  one  of  the  important  lessons  he  taught  the  profession  in  this 
country." 

Dr.  Hiram  N.  Vineberg  also  reported  a  case  of 

MISSED     abortion     \VITH     HYDATIDIFORM     DEGENERATION     OF     THE 
RETAINED  PRODUCTS. 

"This  case  is  really  only  of  interest  in  so  far  as  cystic  degeneration 
occurred  with  what  I  call  a  'missed  abortion'.  It  is  the  first  time 
I  have  had  any  such  experience. 

"Mrs.  K.,  the  wife  of  a  physician,  consulted  me  July  3,  1918,  on 
account  of  an  abnormal  pregnancy.  She  was  twenty-nine  years  of 
age,  was  married  nine  years  and  had  one  child  eight  years  ago. 
The  labor  and  puerperium  were  normal.  She  had  had  no  mis- 
carriages. Menses  set  in  at  fourteen  years,  4  weekly,  5  to  6  days 
in  duration;  amount  moderate;  not  attended  with  pain. 

"She  menstruated  last  on  September  29,  1917.  Three  months 
later  she  stained  for  a  week  and  none  since  then.  (This  fact  was  only 
obtained  from  her  on  close  questioning.  When  she  first  consulted 
me,  she  denied  seeing  any  blood  during  that  time.  That  was  pretty 
nearly  eleven  months.  She  had  been  seen  by  several  doctors 
and  various  diagnoses  had  been  made.  Several  had  diagnosed  a 
fibroid  tumor.  One  prominent  gynecologist  in  the  borough  across 
the  river,  where  the  patient  lived,  had  diagnosed  a  fleshy  mole, 
and  thus  made  a  correct  diagnosis. 

"The  patient  was  healthy  in  appearance  and  felt  well.  The  uterus 
corresponded  in  size  to  the  gravid  organ  at  about  the  fourth  month. 
A  diagnosis  of  'missed  abortion'  was  made  and  advice  given  to  wait 
for  spontaneous  expulsion. 

The  patient  came  to  see  me  again  about  the  middle  ofSeptember, 
when  I  found  the  uterus  about  the  same  size.  She  was  anxious  to 
have  the  products  of  the  conception  removed,  as  she  was  growing 
impatient  of  waiting.  A  few  days  later  she  entered  Mount  Sinai 
Hospital.  On  the  following  morning,  about  an  hour  before  the  time 
set  for  emptying  the  uterus,  a  slight  bloody  discharge  appeared. 
At  the  operation  the  cervix  was  still  closed.  After  dilating  it,  the 
material  removed  showed  that  it  consisted  of  hydatid  vesicles. 
Thereupon,  I  did  an  anterior  hysterotomy  and  removed  the  entire 
contents  of  the  uterus,  at  the  same  time  palpating  with  the  hand  the 
whole   inner   uterine   wall   to   exclude   the  presence   of   a   chorio- 
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epithelioma.  No  suspicious  areas  were  detected.  The  patient 
made  a  rapid  and  uneventful  recovery. 

"The  chief  interest  in  this  case  lies  is  the  hydatidiform  degenera- 
tion of  the  products  of  the  conception.  I  have  had  the  opportunity 
to  see  the  uterine  contents  in  a  great  number  of  cases  of  missed 
abortion  and  this  was  the  first  time  I  had  seen  cystic  degeneration. 
This  experience  ought  to  make  us  careful  in  advising  waiting  until 
spontaneous  expulsion  occurs  because  hydatidiform  degeneration 
may  ensue  if  the  products  are  retained  for  too  long  a  time." 

Dr.  a.  B.  Davis. — -"We  have  had  a  considerable  number  of  cases 
of  hydatidiform  mole  at  the  Lying-in  Hospital  and  recently  I  have 
adopted  a  different  method  from  that  which  we  formerly  followed 
in  emptying  the  uterus.  Formerly  we  dilated  and  emptied  them  all 
at  one  sitting.  It  was  rather  a  difficult  process  and  there  was  a 
considerable  loss  of  blood  in  many  of  them.  Of  late  I  do  a  clearing 
of  the  uterus  at  two  sittings;  that  is,  I  pack  the  uterus  with  gauze 
as  full  as  possible,  wait  twenty-four  hours  and  then  remove  the  con- 
tents. There  is  very  little  bleeding,  the  mass  is  detached  and  comes 
away  very  much  more  readily  than  it  does  if  the  procedure  is  at- 
tempted in  one  sitting." 

Dr.  John  O.  Polak. — "I  would  like  to  ask  if  Dr.  Vineberg 
palpated  the  ovaries  in  this  case  and  if  they  were  cystic?  Luteum 
cysts  of  the  ovary  frequently  occur  with  hydatidiform  degeneration 
of  the  chorion." 

Dr.  Hiram  N.  Vineberg. — "In  answer  to  Dr.  Polak's  question 
I  would  say  that  this  woman  was  very  stout  and,  as  far  as  I  could 
make  out,  there  was  not  any  enlargement  of  the  ovaries." 

Dr.  Hiram  N.  Vineberg. — "I  would  not  like  to  follow  Dr. 
Davis'  plan.  I  think  it  is  much  safer  and  much  more  surgical  to 
split  the  cervix  and  the  lower  segment  of  the  uterus  and  empty  it  at 
one  time.  I  do  not  approve  of  putting  in  iodoform  gauze  to  bring 
on  the  expulsion  of  the  products  of  conception.  I  have  seen  a  few 
very  sad  cases  as  a  result  and  therefore,  never  employ  it  myself." 

Dr.  Geo.  W.  Kosmak  presented  a  specimen  and  the  history 
of  a  case  of 

ovarian  cyst  with  twtsted  pedicle  complicating  the 
puerperium. 

The  patient,  Mrs.  S.  P.,  aged  twenty-two,  para-i,  was  delivered 
at  theLying-In  Hospital,  August  31, 191 8,  after  a  normal  labor.  The 
highest  temperature  was  102°  F.,  on  the  third  day,  the  remainder  of 
her  puerperium  was  normal  and  she  left  the  hospital  in  good  condi- 
tion. She  felt  well  until  September  24th  when  she  was  seized  %\ith 
a  sudden  sharp  pain  in  the  lumbar  region,  which  became  continuous 
and  radiated  down  around  the  right  iliac  fossa.  There  was  no  relief 
until  a  hypodermic  injection  of  morphine  was  given  two  hours 
later.  On  the  morning  of  September  25th  she  awoke  with  pain  and 
acute  tenderness  in  the  lower  abdomen.  There  were  repeated  at- 
tacks of  vomiting  during  this  time.  Bowels  were  moved  by  enema 
and  she  was  able  to  urinate  but  suffered  considerable  pain  in  the 
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lower  abdomen.  That  night  the  patient  was  taken  to  the  New  York 
Hospital  and  having  been  previously  confined  at  the  Lying-in 
Hospital  she  was  referred  to  that  institution.  On  admission  her 
temperature  was  ioi.6°,  pulse  loo,  respirations  32.  She  complained 
of  severe  abdominal  pain  and  the  abdomen  was  found  to  be  distended, 
very  tender  and  rigid.  A  diagnosis  of  acute  peritonitis  w^as  made 
but  the  patient  seemed  too  sick  for  any  radical  procedure.  The 
usual  palliative  treatment  was  given  and  the  temperature  gradually 
subsided  and  was  normal  after  five  days.  The  distention,  pain  and 
general  tenderness  in  the  abdomen  likewise  lessened  and  a  mass 
could  finally  be  palpated  on  the  right  side  of  the  abdomen — round 
tense  and  rather  tender,  and  extending  from  the  right  iliac  fossa 
to  a  point  above  the  umbilicus.     It  was  readily  movable. 

Reference  at  this  point  may  be  made  to  the  blood  count  which 
showed  at  the  time  of  admission  a  leukocytosis  of  35,200  with  85  per 
cent.  pol}aiuclears.  On  the  next  day  (September  27th)  the  leukocyte 
count  was  28,800  with  80  per  cent,  pohnuclears,  and  on  September 
30th  this  count  had  been  reduced  to  9600  white  cells  with  64  per  cent, 
polynuclears.  On  October  9th  the  white  cell  count  showed  12,000 
leukocytes  with  78  per  cent,  polynuclears.  There  was  a  considerable 
degree  of  anemia  present,  the  hemoglobin  varied  from  35  to  55  per 
cent,  with  somewhat  over  three  million  red  cells.  During  this  entire 
period  the  urine  was  practically  negative. 

The  diagnosis  rested  between  a  puerperal  exudate,  salpingoophor- 
itis,  abdominal  abscess  and  a  neoplasm.  As  the  woman's  general 
condition  had  improved  an  operation  was  decided  on.  This  was 
done  on  October  22,  191 8,  an  incision  being  made  in  the  median  line 
from  the  umbiHcus  to  the  symphysis.  As  soon  as  the  peritoneal 
cavity  was  entered  dense  adhesions  were  encountered  between  the 
abdominal  tumor  and  the  parietal  peritoneum.  After  these  were 
separated  and  the  hand  introduced  into  the  cavity  it  was  found  that 
the  mass  was  a  tumor  as  large  as  a  cocoanut,  black  in  color  and  cystic, 
with  numerous  adhesions  between  the  same  and  surrounding  coil 
of  intestine.  The  appendix  was  thickened  and  likewise  adherent 
to  the  upper  and  posterior  portion  of  the  tumor.  After  this  was 
separated  the  growth  could  be  delivered  and  the  twisted  pedicle 
connecting  it  with  the  broad  ligament  was  noted.  This  was  clamped 
and  tied  off  and  the  stump  sutured.  The  diseased  appendix  was 
next  ligatured,  the  mesentery  tied  and  the  organ  removed.  The 
uterus  was  well  involuted,  but  a  coil  of  intestine  was  adherent  in  the 
region  of  the  left  horn.  The  left  tube  was  normal  but  the  left  ovary 
was  slightly  cystic.  Comparatively  little  bleeding  took  place  during 
the  separation  of  the  adhesions.  In  closing  the  abdominal  cavity 
it  was  found  that  the  peritoneum  and  fascial  layers  were  aggluti- 
nated to  such  an  extent  that  their  separation  was  impossible  and 
accordingly  they  were  united  in  a  common  suture  of  No.  i  catgut. 
A  series  of  eight  interrupted  sutures  were  placed  in  the  fascial  layer 
and  the  muscle  and  fat  layer  likewise  approximated  in  order  to  oblit- 
erate any  dead  spaces.  The  skin  was  closed  with  Michel's  clips.  The 
patient  stood  the  operation  well  and  was  returned  to  bed  in  good 
condition. 
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The  interesting  point  in  the  case  was  the  difficulty  of  arriving 
at  a  diagnosis.  The  history  of  torsion  with  inflammatory  changes 
after  labor  is  not  unusual,  although  as  a  rule  the  accident  occurs 
during  or  shortly  after  labor  and  not  after  such  a  prolonged  period,  as 
in  the  present  case. 

Dr.  Herm.ann  Grad. — "I  recently  operated  on  a  case  of  a  large 
ovarian  cyst  with  two  and  a  half  twists  in  the  pedicle.  From  her 
history  we  learned  that  she  had  had  no  less  than  eight  different 
attacks  of  pain  during  six  years  from  possible  twisting  of  the  pedicle. 
I  knew  I  had  a  case  of  peritonitis  and  after  the  temperature  subsided, 
as  in  Dr.  Kosmak's  case,  I  opened  the  abdomen  and  there  was  this 
cyst  as  large  as  an  adult  head  and  firmly  adherent  to  the  peritoneum. 
This  tumor  had  an  extremely  tight  twast  and  it  was  just  as  black  as 
the  tumor  on  exhibition  here,  and  so  was  the  peritoneum.  Several 
coils  of  intestine  were  adherent  to  it.  She  must  have  had  repeated 
attacks  of  peritonitis." 

Dr.  R.  H.  Pomeroy. — "I  would  like  to  know  how  this  woman 
came  to  be  discharged  after  labor  without  this  condition  being 
detected." 

Dr.  George  W.  Kosmak. — "In  answer  to  Dr.  Grad's  question, 
I  would  say  that  I  cannot  account  for  the  anemia,  unless  it  was  the 
amount  of  blood  that  there  was  in  that  cystic  tumor.  From  its 
size  as  you  see  it,  it  would  seem  it  contained  at  least  a  pint  or  more 
of  fluid.  This  has  been  largely  evacuated  by  the  pathologist  in 
opening  it  up  in  order  to  get  a  piece  of  the  wall  for  the  section. 

"I  thought  that  somebody  would  raise  the  question  that  Dr. 
Pomeroy  did,  and  I  myself  raised  it.  On  looking  up  the  record  I 
found  that  the  patient  was  examined  by  the  junior  on  duty  at  the 
time  and  no  evidence  was  noted  in  the  history  of  any  growth  being 
present  in  the  abdomen.  I  do  not  feel,  however,  that  it  is  fair  to 
blame  the  house  officer  for  skipping  a  condition  of  this  kind.  The 
woman  was  absolutely  free  from  any  symptoms  and  I  have  seen 
very  much  larger  tumors  that  gave  symptoms  which  escaped  notice 
by  gynecologists  and  obstetricians  who  were  more  skilled  than  this 
particular  house  officer.  Dr.  Pomeroy  would  say,  however,  that  does 
not  excuse  the  hospital  system  which  would  allow  a  thing  like  that 
to  occur.  However,  with  the  many  cases  that  we  have  in  our  service 
and  the  fact  that  the  woman  gave  no  symptoms  and,  further,  that 
in  the  abdominal  examination  when  asked  if  there  was  any  tenderness 
present  and  she  answered  in  the  negative,  it  is  possible  that  this 
could  have  escaped  notice.  Moreover,  the  tumor  had  a  long  pedicle 
and  it  had  evidently  been  there  for  a  considerable  length  of  time  and 
the  patient  had  probably  become  habituated  to  its  presence  so  that 
it  did  not  bother  her. 

"  In  looking  up  the  histories  of  such  cases  there  are  very  few  noted 
in  which  the  torsion  of  the  pedicle  has  taken  place  during  the  puer- 
perium.  In  all  these  cases  where  ovarian  cysts  have  complicated 
pregnancy  the  acute  symptoms  referable  to  the  torsion  have  begun 
either  during  the  pregnancy  or  during  the  labor,  and  evidently  if 
they  escaped  trauma  from  either  of  these  two  acts  they  have  gone 
no  without  getting  the  patient  into  trouble." 
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Dr.  William  A.  Jewett  read  a  paper  entitled 

A  study  of  the  effect  of  anterior  wall  and  suspension  opera- 
tions  ON  THE  FLOOR   OF  THE  BLADDER. 

(For  original  article  see  page  94.) 

Dr.  LeRoy  Broun. — "It  is  only  by  studying  cases  after  operation 
and  after  recovery  this  way  that  we  can  really  get  a  clear  conception 
of  what  we  are  doing  and  what  our  shortcomings  are. 

"The  subject  that  he  has  taken  up  is  one  that  interested  both  Dr. 
Rawls  and  myself  some  two  years  ago,  when  we  requested  all  of  the 
surgeons  of  the  Woman's  Hospital  to  allow  us  to  examine  their 
postoperative  cystocele  cases.  We  requested  a  number  of  patients 
to  return,  some  150,  selected  indiscriminately  from  all  of  the  services, 
the  limit  being  one  year  after  operation — in  other  words  our  wish 
was  to  get  the  final  result. 

"The  picture  of  the  base  of  the  bladder  through  the  cystoscope 
in  the  cases  examined  was  abnormal  in  the  majority  of  cases;  while 
from  the  standpoint  of  the  cure  of  the  cystocele  and  the  relief  of  the 
patients'  symptoms  the  results  were  very  satisfactory. 

"Forty-nine  patients  came  for  examination  at  our  request. 
These  were  all  cystoscoped  under  like  conditions,  the  bladder  being 
distended  by  300  c.c.  of  water  for  the  purpose  of  spreading  out  any 
normal  convolutions.  Of  this  number  only  nine  had  a  normal 
bladder  base.  In  forty  out  of  forty-nine  patients  the  base  of  the 
bladder  was  thrown  into  various  convolutions  and  folds,  some  longi- 
tudinal, some  transverse,  as  Dr.  Jewett  mentioned,  and  there  were 
also  sulci  on  both  sides  of  the  uterus  in  the  interposition  operation. 
A  striking  feature  of  these  examinations  was  that  only  one  of  the 
patients  claimed  to  have  had  any  disturbance  of  her  bladder  func- 
tions following  operation,  although  she  did  not  have  bladder  symp- 
toms before  the  operation.  She  had  it  afterward  however  and  con- 
tinued to  have  the  irritation  up  to  the  time  of  the  cystoscopy  one 
year  later.  There  was  a  marked  trigonitis  with  capillary  engorgement 
of  the  fundus  of  the  bladder  in  this  instance.  In  the  large  majority 
of  cases  where  they  had  symptoms  before  operation,  or  irritability  of 
the  bladder,  these  symptoms  were  cured  as  a  result  of  the  cystocele 
operation,  irrespective  of  the  folds  into  which  the  bladder  was 
thrown. 

"Dr.  Jewett  makes  a  statement  that  is  absolutely  true,  namely 
that  cystitis  is  favored  by  residual  urine,  to  which  is  added  infection 
and  the  proximity  of  tissue  in  which  the  normal  resistance  is  lowered. 
While  this  is  unquestionably  true,  the  convolutions  of  the  base  of  the 
bladder  following  the  majority  of  cystocele  operations  have  not  given 
rise  to  more  than  temporary  vesical  irritation  at  most,  as  shown  by 
the  histories  of  those  we  have  examined.  The  absence  of  such  with 
all  favoring  conditions  present  speaks  well  for  the  care  exercised  by 
hospital  nurses  in  catheterizing  postoperative  cases. 

"Neither  Dr.  Rawls  nor  myself,  in  this  study,  examined  or  thought 
of  examining  bladders  following  suspension  operations  and  saw 
no  reason  why  the  bladder  should  be  distorted  in  any  way  unless 


NEW   YORK   OBSTETRICAL   SOCIETY  157 

it  was  from  some  operation  such  as  the  Cofifey  operation  for 
retroversion.  The  reader  only  found  one  instance  of  that  kind,  if 
I  am  correct,  Dr.  Jewett.  (Dr.  Jewett  indicated  that  Dr.  Broun 
was  correct  in  his  understanding.) 

"I  feel  that  if  Codman  had  never  done  anything  else  than  that  of 
accentuating  the  importance  of  the  'Follow-up  System'  and  the 
value  of  the  study  to  patients,  this  custom  which  is  now  established 
should  be  a  monument  to  his  name." 

Dr.  J.  R.  GoFFE. — "I  have  not  had  a  very  extensive  experience 
in  cystoscopic  postoperative  examinations  of  my  cases.  I  do  not 
know  how  many  cases  I  have  operated  upon  by  my  method  to  date. 
I  recall,  however,  that  there  is  a  series  of  seven  which  were  examined 
by  Dr.  Osgood  at  the  Woman's  Hospital  and  in  none  of  them  did 
he  find  anything  different  from  a  normal  bladder.  The  directions 
of  the  ureters  were  normal,  the  interureteric  line  was  present  and 
there  were  no  pockets  on  either  side." 

Dr.  Hermann  Grab.— "I  had  a  very  interesting  experience  in 
one  of  my  cases  at  the  Woman's  Hospital  in  which  I  did  a  cystocele 
operation.  I  do  not  think  Dr.  Broun  saw  this  case  when  she  re- 
turned. The  woman  complained  very  bitterly  of  the  fact  that  she 
had  to  pass  her  urine  very  frequently.  I  referred  her  to  the  cysto- 
scopic clinic  and  they  reported  a  trigonitis  and  a  ureteritis,  and 
treated  her.  She  still  complained  a  good  deal,  so  one  day  when 
I  had  her  on  the  table,  I  observed  that  in  the  space  of  one  minute 
she  dribbled  from  the  catheter  an  ounce  of  urine,  I  kept  her  on  the 
table  a  little  longer  and  found  that  within  the  space  of  six  minutes  she 
passed  8  ounces  of  urine  through  the  catheter.  It  was  a  case  of 
polyuria.  I  directed  her  to  measure  the  urine  and  found  that  she 
passed  102  ounces  in  one  day,  and  yet  that  woman  was  perfectly 
well.  It  was  a  case  of  polyuria  and  she  simply  passed  urine  fre- 
quently because  she  had  a  large  amount  to  void.  The  bladder 
was  perfectly  normal.  I  kept  her  under  observation  for  about 
six  months  and  finally  the  symptoms  subsided  and  she  recovered 
entirely." 

Dr.  LeRoy  Broun. — "I  would  like  to  add  one  other  thing  to 
my  discussion.  The  impression  produced  on  us  was  that  it  made  no 
difference  what  character  of  operation  was  performed,  whether  it 
was  the  operation  after  Dr.  Goffe's  method,  or  whether  it  was  the 
operation  of  separating  the  fascia  widely,  we  get  in  some  instances 
foldings  of  the  bladder  base  and  in  others  a  flat  bladder  base. 

"I  think  that  the  resulting  folds  or  the  flat  bladder  base  largely 
depends  on  the  size  of  the  cystocele.  Unfortunately,  in  the  diagno- 
sis, cystocele  is  mentioned  simply  as  cystocele.  There  is  no  record 
in  the  history  whether  it  was  large  or  small,  but  by  examining  the 
cases  carefully  the  impression  produced  upon  us  was  that  it  was  only 
in  the  small  cystocele  that  the  base  of  the  bladder  was  not  thrown 
into  corrugations. 

"When  the  separation  of  the  bladder  from  the  uterus  and  the 
underlying  vaginal  mucosa  and  fascia  is  done  widely,  the  infolding 
of  the  base  of  the  bladder  will  be  at  a  minimum." 
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Dr.  H.  N.  Vineberg. — "I  would  like  to  direct  attention  to  a 
very  important  observation  of  Dr.  Jewett's.  All  of  the  seventeen 
cases  which  he  reports  to-night  had  bladder  disturbances  and  yet  a 
great  number  of  them  showed  a  practically  normal  condition  of  the 
bladder,  indicating  that  it  is  not  the  corrugations  of  the  bladder  or 
the  apparent  displacement  of  it,  but  that  there  is  something  else 
which  causes  the  symptoms.  In  some  of  the  cases  reported  the 
bladder  was  perfectly  flat  and  the  ureteral  orifices  were  normal  and 
yet,  if  I  understood  the  doctor  correctly,  all  of  the  cases  which  he 
reported  to-night  developed  bladder  trouble." 

Dr.  H.  C.  Taylor. — "I  think  that  the  important  thing  to  learn 
in  these  cases  is  not  so  much  the  fact  that  there  are  convolutions 
and  pockets  produced  by  the  various  operations,  but  the  clinical 
results.  Dr.  Broun  noted  this  point  when  he  said  that  the  clinical 
symptoms  were  few,  even  though  there  were  pockets  and  convolu- 
tions in  many  of  the  cases.  Of  course,  it  is  obvious  to  all  of  us,  that 
while  the  pockets  are  often  below  the  internal  opening  of  the  urethra 
with  the  patient  in  position  for  cystoscopic  examination,  but  are  not 
below  the  urethra  in  the  normal  positions  for  micturition  and  this 
would  make  quite  a  difference  in  the  results. 

"Dr.  Broun  also  made  a  point  of  the  possibility  of  frequent  cath- 
eterizations as  the  cause  of  some  of  these  bladder  troubles.  It  is 
my  impression  that  we  have  more  trouble  from  too  infrequent 
catheterizations  than  from  too  frequent  catheterizations.  Recently 
I  heard  it  stated  by  an  essayist  that  he  did  not  allow  any  of  his 
patients  to  be  catheterized  except  on  a  special  order  from  him.  I 
think  that  is  absolutely  wrong.  I  think  we  should  catheterize  at 
such  times  as  it  is  necessary  to  do  so  and  in  order  to  add  to  the  com- 
fort of  our  patients.  Many  of  these  cases  must  be  catheterized  and 
they  do  not  get  over  their  inability  to  pass  urine  by  waiting  a  long 
time.  It  is  better  to  catheterize  early  and  frequently  rather  than 
to  allow  any  overdistention." 

Dr.  G.  G.  Ward,  Jr. — '"I  would  like  to  call  attention  to  the  fact 
that  Watkins  and  Curtis,  of  Chicago,  showed  that  many  postopera- 
tive patients  are  unable  to  completely  empty  the  bladder  and  if  you 
catheterize  immediately  after  the  patient  urinates  you  will  still 
find  residual  urine,  showing  that  there  was  an  inability  of  the  bladder 
to  completely  empty  itself  after  plastic  operations  in  the  great  ma- 
jority of  instances.  They  adopted  the  procedure  of  catheterizing 
every  case  after  urination  and  if  any  residual  urine  was  found  they 
continued  it  until  such  time  as  she  could  empty  her  bladder 
completely." 

Dr.  J.  R.  GoFFE. — "I  have  stated  in  some  of  my  articles  that  there 
is  no  organ  in  the  human  body  which  seems  to  tolerate  so  much  abuse 
as  does  the  bladder.  It  is  pulled  up,  overdistended,  forced  about 
and  twisted  around  by  the  pregnant  uterus,  by  fibroid  tumors  and  by 
adhesions  and  yet,  as  a  rule,  it  maintains  its  functions  marvellously. 

"I  might  mention  one  case  of  extreme  distention  of  the  bladder 
which  was  taken  for  an  ovarian  tumor.  I  was  called  to  see  this  case 
in  consultation  and  suggested  the  passage  of  a  catheter.     Ninety 
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ounces  of  urine  were  drawn  from  thai  bladder.  We  did  not  empty 
it  even  then  as  I  thought  it  better  to  leave  some  in  the  bladder  as 
a  stimulus  to  the  organ.  Within  six  hours  20  ounces  more  were 
secured." 

Dr.  William  A.  Jewett  (closing). — "I  feel  that  this  study  would 
be  of  considerably  more  value  if  we  had  had  a  cystoscopic  examina- 
tion of  every  suspension  case  and  every  anterior  wall  case  to  check 
against  those  cases  which  we  examined,  but  it  would  hardly  seem 
fair  to  the  patients  to  make  such  examinations  without  some  cause. 
These  patients  all  presented  some  symptoms  of  disturbance  to  their 
function  of  urination  after  operation.  They  were  of  varying  de- 
grees of  severity.  The  cause  was  not  apparent  in  all  of  them.  In 
certain  of  the  suspension  cases,  for  instance,  we  found  no  evidence 
within  the  bladder  to  account  for  the  symptoms  and  felt  that  it 
must  be  due  to  some  nervous  condition.  It  would  hardly  be  proper 
to  form  definite  conclusions  on  such  a  small  number  of  cases  but  if 
seems  to  me  that  even  these  few  cases  might  be  suggestive  and  pos- 
sibly by  continuing  this  line  of  work  we  may  get  some  facts  that 
will  be  of  value." 

Dr.  William  Pfeiffer  read  a  paper  on 

A  comparative    study   OF    THE   MECHANISM   OF    LABOR. 
(For  original  article  see  page  99.) 

Dr.  Harold  Bailey. — "A  study  of  comparative  anatomy  and 
physiology  brings  to  light  certain  facts  which  may  be  adapted 
clinically  and  in  my  reading  I  have  gained  a  very  considerable 
knowledge  of  things  I  found  I  knew  little  about. 

''As  regards  the  mechanism  of  labor,  there  are  several  points  which 
stand  forth,  to  my  mind.  First  of  all,  the  size  and  configuration  of 
the  pelvis;  second,  the  shape  of  the  presenting  levator  ani  ovoid; 
third,  the  action  of  the  levator  ani  muscles.  Now,  the  pelvis  of 
animals,  especially  the  cow  and  the  mare,  is  somewhat  different 
from  the  human  pelvis,  and  yet  I  think  we  can  see  a  very  marked 
similarity  from  the  standpoint  of  labor  progressing  through  these 
pelves.  The  cow  and  the  mare  have  rod-shaped  ilia  which  rise 
toward  the  sacrum  or  back  of  the  animal  and  form  more  of  a  firm 
solid  arch,  making  a  very  shallow  pelvis,  but  the  pelvis  is  prolonged 
by  very  long  tuber  ischii  which  stand  out  in  the  animal's  rump.  So 
we  have  a  pelvis  which  is  open  in  between  the  arch  going  forward  and 
the  tuber  ischii  coming  out  behind.  The  cover  of  this  arch  is  the 
sacrum  and  coccyx,  and  it  is  slightly  concave.  From  the  stand- 
point of  comparison,  it  is  relatively  flat,  and,  as  the  Doctor  said, 
the  sacro-vertebral  angle  is  of  minor  importance. 

"The  fact  was  also  mentioned  that  the  fetus  had  to  rise  to  enter 
the  pelvis.  This  is  true  for  when  the  animal  stands  the  fetus  lies 
below  the  pelvic  cavity;  but  I  disagree  with  the  statement  that  the 
axis  of  the  pelvic  cavity  is  straight. 

"From  a  study  of  De  Bruin's  "Veterinary  Obstetrics"  it  would 
seem  that  the  pelvic  axis  in  animals  is  also  a  curved  line.     The 
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first  part  of  the  axis  is  the  perpendicular  through  the  inlet,  which  is 
directed  upward  and  backward;  and  then  the  symphysis,  which  is 
somewhat  convex,  and  the  sacrum,  which  is  concave,  gives  an  al- 
most horizontal  line,  dipping  slightly  toward  the  ground.  The  long 
horizontal  tuber  ischii  produce  an  axis  through  the  outlet,  which 
takes  the  upward  direction  toward  the  animal's  tail.  We  have 
therefore  a  double  curve,  in  many  respects  not  dissimilar  from  the 
curve  in  the  human  pelvis. 

"The  presenting  fetal  ovoid  in  the  cow  and  in  the  mare  is  almost 
always  a  vertex  presentation,  with  the  head  in  partial  extension 
lying  on  extended  front  feet.  Most  malpositions  of  the  fetal  ovoid 
in  the  cow  and  in  the  mare  deal,  as  in  the  human,  with  an  extension 
or  flexion  of  the  head.  In  the  animal  the  head  either  is  flexed  on 
the  chest  and  dips  down  between  the  legs,  or  else  it  is  in  full  exten- 
sion and  rides  up  against  the  sacrum.  The  other  malpositions 
in  animals  are  due  almost  entirely  to  the  malpositions  of  the  feet 
and  legs;  that  is,  the  bending  of  the  hoof  part  of  the  feet  or  of  the 
legs  themselves  and,  of  course,  with  that  we  do  not  have  to  deal. 

"We  read  in  veterinary  obstetrics  (showing  that  the  pelvic  curve 
is  very  little  understood)  about  using  a  team  of  horses  attached  to 
a  rope  tied  around  the  front  feet  of  the  presenting  fetus  and  with 
the  cow  hitched  to  a  post,  or  about  the  use  of  a  combined  lever 
for  the  same  purpose,  or  of  dragging  on  the  feet  with  the  combined 
strength  of  six  and  ten  men  for  the  purpose  of  traction.  Of  course, 
it  is  perfectly  certain  that  the  force  which  is  being  exerted  is  being 
used  against  solid  bone,  and  not  in  the  direction  of  the  axis  of  the 
pelvis. 

"From  the  standpoint  of  the  levator  ani  muscle — I  could  find  no 
mention  anywhere  in  books  on  veterinary  obstetrics  or  anatomy 
of  the  levator  ani.  Yet  I  believe,  this  muscle  plays  an  important 
part  in  the  delivery  of  both  the  cow  and  the  mare.  It  is  evident 
that  an  empirical  use  is  made  of  its  action,  not  infrequently,  in  the 
delivery  of  the  hind  parts  of  the  fetus.  Breeders  make  use  of  the 
obHque  diameters  of  the  pelvis  by  causing  the  animal  to  he  down 
and  at  the  same  time  holding  the  feet  of  the  fetus  in  the  same  plane 
as  when  the  animal  was  standing.  This  causes  the  presenting  fetal 
ovoid  to  enter  the  pelvic  cavity  in  an  obUque  diameter.  As  the 
hinder  part,  which  offers  the  largest  diameter  of  the  fetus,  then 
slides  through  the  pelvis  in  an  oblique  diameter  it  meets  with  the 
levator  ani  at  the  pelvic  outlet  just  as  in  a  similar  manner  does  the 
aftercoming  head  in  the  human.  It  is  quite  certain  that  the  hinder 
parts  are  turned  forward  to  the  anterior-posterior  position  by  the 
muscles  of  the  pelvic  floor  for  otherwise  the  hind  feet  of  the  fetus 
would  come  through  the  vulva  opposite  to  the  mother's  buttocks. 

"So  we  can  ascribe  to  the  mechanism  of  labor  in  these  animals 
a  pelvic  and  a  muscle  influence  not  different  from  that  with  which 
we  are  acquainted. 

"There  is  one  other  point  that  the  doctor  brought  out,  the  late 
rupture  of  the  membranes.  Apparently,  veterinary  obstetricians 
do  not  rupture  the  membranes  until  the  head  is  out,  in  fact,  they 
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state  that  the  animal  always  breathes  when  the  membranes  are 
ruptured.  This  is  certainly  not  so  in  the  human  and  I  doubt  whether 
it  is  wise  to  keep  a  woman  lying  down  throughout  her  labor  in  order 
to  preserve  the  membranes,  as  has  been  suggested." 

Dr.  Austin  Flint. — "Although  I  have  not  made  any  study  of 
obstetrics  in  animals,  I  have  contended  for  a  long  time  that  the 
mechanics  of  obstetrics  has  long  been  neglected.  I  believe  that  a 
proper  understanding  of  the  mechanism  of  labor  must  underlie 
our  knowledge  of  how  to  manage  a  case  of  labor.  No  man  can  be  a 
good  obstetrician  or  properly  manage  a  normal  case  of  labor,  who 
does  not  understand  the  mechanism  of  labor,  and  this  too  often  is 
a  feature  which  is  neglected,  with  the  result  that  they  know  very 
little  about  the  management.  The  improvements,  to  my  mind, 
that  have  gone  on  in  the  management  of  obstetric  cases  in  the  last 
few  years  have  been  largely  along  the  lines  of  better  diagnostic 
skill.  Men  are  examining  cases  earlier  in  labor  and  are  becoming 
more  skilled  in  diagnosis,  both  by  means  of  abdominal  examination 
and  by  examination  either  through  the  rectum  or  by  the  vagina. 
Of  all  the  movements  of  mechanism,  internal  rotation  of  the  head 
is  the  least  understood  and  the  most  difficult  to  explain.  I  do  not 
want  to  be  too  didactic,  but  in  delayed  labors  it  seems  to  me  that 
the  delay  is  most  often  accounted  for  by  delayed  rotation  rather  than 
by  delayed  movements  of  any  other  kind.  Delayed  rotation  is 
often  responsible  for  delayed  descent. 

"In  my  own  experience  I  am  coming  more  and  more  in  contact 
with  cases  where  there  is  a  posterior  position  of  the  occiput,  either 
right  or  left,  and  I  believe  that  a  great  many  cases  of  delayed  labor 
are  due  to  posterior  positions  early  in  labor,  and  that  previously 
this  posterior  position  was  unrecognized.  I  also  believe  that  a 
posterior  position  of  the  occiput  occurs  much  more  frequently  than 
we  formerly  supposed.  We  used  to  think  that  70  per  cent,  of  all 
cases  were  anterior  positions.  I  think  that  this  is  wrong.  I  think 
a  great  many  cases  are  originally  occiput  posterior  or  transverse 
positions  and  get  to  be  anterior  late  in  labor.  Occiput  posterior 
position  of  the  head  is  a  frequent  cause  of  delay,  as  has  been  stated. 
When  the  occiput  is  anterior,  there  is  no  time  or  necessity  for  the 
soft  parts  to  press  forward  because  the  head  is  well  flexed  and  the 
occiput  is  most  dependent,  it  then  strikes  the  anterior  inclined 
plane  and  rotates  toward  the  front.  It  is  much  better  obstetrics,  and 
much  better  results  will  be  obtained  in  the  delivery  of  the  child 
with  the  least  possible  damage  to  the  canal  itself,  if  we  recognize 
and  correct  slight  deviations  from  the  normal  rather  than  to  recog- 
nize only  that  the  head  descends  slowly  or  fast,  and  place  too  much 
emphasis  on  the  strength  of  the  uterine  contractions. 

"I  think  the  most  important  thing  brought  out  to-night  is  the 
question  of  posture.  I  believe  very  much  in  the  encouragement  of 
women  to  take  walking  exercises  before  labor  has  begun.  This 
favors  descent  of  the  head,  or  rather  engagement  of  the  head.  In 
those  cases  where  the  head  is  above  the  brim,  it  certainly  favors  the 
entrance  of  the  head  into  the  pelvis.     It  is  possible  to  go  on  almost 


162  RECORD    OF    CURRENT   LITERATURE 

indefinitely  about  the  management  of  labor,  but  I  only  want  to 
emphasize  the  fact  that  the  management  of  labor  cases  based  upon  an 
exact  knowledge  of  the  mechanism  gives  the  best  results.  Good 
obstetrics  is  not  alone  the  skill  in  getting  the  head  through  the  vulva ; 
it  consists  in  making  an  exact  diagnosis  as  early  as  possible,  in  the 
use  of  posture,  and  the  preservation  of  the  membranes  in  order  to 
get  softening  and  so  allow  the  head  to  come  through  without  damage. 
I  think  the  more  experience  we  get  the  more  skilled  we  become  in 
getting  the  head  through  the  pelvis  by  stretching  the  soft  parts, 
rather  than  by  violence  and  urging  the  woman  to  strain  dowTi, 
or  by  the  administration  of  such  things  as  pituitrin,  or  even  artificial 
help  such  as  the  use  of  forceps." 
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A.    OBSTETRICS. 


Cesarean  Section  in  Eclampsia  and  Placenta  Previa.^ — While  em- 
phasizing his  belief  that  probably  in  a  large  percentage  of  cases  of 
eclampsia  and  placenta  previa,  abdominal  section  is  unwarranted 
and  unjustifiable.  G.  L.  Brodhead  (N.  Y.  State  Jour.  Med.,  1918, 
xviii,  389)  presents  statistics  to  show  that  the  Cesarean  operation 
for  eclampsia  in  primiparse,  at  or  near  term,  with  a  closed  cervix, 
ofifers  the  best  prognosis  for  mother  and  child.  The  figures  which 
he  cites  lead  him  to  the  conclusion  that  Cesarean  section  is  of  the 
very  greatest  value  in  all  patients,  at  or  near  term,  with  central 
placenta  previa,  and  in  primiparae  at  or  near  term  with  partial 
placenta  previa  and  no  cervical  dilatation. 

Conservative  Treatment  of  Eclampsia. — R.  McPherson  (N.  Y. 
State  Med.  Jour.,  1918,  xviii,  395)  strongly  favors  conservative 
methods  of  treating  eclampsia.  Immediately  on  entrance  to  the 
hospital,  the  patient's  blood  pressure  is  taken,  a  catheterized 
specimen  of  urine  secured,  and  she  is  put  into'  an  isolation  room 
which  is  darkened  and  as  much  quiet  as  possible  obtained.  She  is 
then  given  by  hypodermic  injection,  1-2  grain  morphine  sulphate, 
her  stomach  is  washed  out,  2  ounces  of  castor-oil  is  poured  down  the 
tube  at  the  end  of  the  lavage,  and  she  is  given  a  colonic  irrigation 
of  5  gallons  of  5  per  cent,  glucose  solution.  If  the  blood  pressure 
is  over  175  systolic,  phlebotomy  is  done,  and  a  sufficient  quantity 
of  blood  is  extracted  to  bring  the  pressure  down  to  150;  normal 
saline  is  not  injected.  In  the  experience  of  the  writer,  it  is  unwise 
to  bleed  the  patient  if  the  pressure  is  lower  than  175  systolic,  as 
if,  for  any  reason,  a  good  deal  of  blood  is  lost  during  the  delivery, 
the  pressure  will  be  reduced  so  low  that  the  patient  may  die  from 
shock.  The  same  objection  applies  to  the  antepartum  administra- 
tion of  large  doses  of  veratrum  viride.  The  patient  is  now  kept 
quiet  and  3^^  grain  morphine  administered  every  hour  until  the 
respirations  drop  to  eight  per  minute.  At  this  time  convulsions 
have  usually  ceased,  the  patient  will  have  fallen  into  labor,  and, 
as  has  happened  in  practically  all  of  the  writer's  cases,  will  be 
delivered  normally  or  by  an  easy  low  forceps  in  a  short  time.  Occa- 
sionally, the  use  of  a  little  ether  is  necessary  to  control  the  convulsions 
while  waiting  for  the  effect  of  the  morphine.  The  convalescence 
is  treated  in  the  usual  manner,  as  indicated  by  the  symptoms  and 
has  been  significantly  uncomplicated.  The  series  includes  sixty- 
seven  true  convulsive  toxemias.  Of  these  sixty-seven,  seven 
mothers  died,  showing  a  gross  maternal  mortality  of  10.4  per  cent. 
Two  of  these  mothers,  however,  died  before  treatment  of  any  sort 
could  be  administered,  one  arriving  postpartum  at  the  hospital 
and  dying  before  anything  could  be  done  for  her,  the  other  dying 
of  cerebral  emboli  while  in  apparently  good  condition  and  after 
having  had  but  one  convulsion.     In  these  two  cases  no  form  of 
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treatment  whatever  would  have  been  successful,  so  that  in  a  com- 
parative estimate  of  methods  of  treatment  it  is  fair  to  exclude  these 
two  patients.  This,  then,  leaves  a  corrected  mortality  of  five 
mothers  out  of  sixty-seven  patients  treated  in  the  manner  already 
outlined,  or  in  other  words,  a  mortality  of  approximately  7.4  per 
cent.  The  number  of  children  stillborn  in  the  series  was  28.5 
per  cent.,  which  is  a  considerable  reduction  over  the  best  figures 
quoted.  Practically  all  of  these  were  very  premature  or  macerated 
and,  as  in  the  writer's  first  report,  in  no  case  which  was  at  term 
and  in  which  a  fetal  heart  was  heard  on  entrance,  did  morphine, 
although  sometimes  used  in  enormous  quantities,  seem  to  make 
any  difference  in  regard  to  the  viability  of  the  child. 

Overlooked  Syphilis  in  Pregnancy. — Boero  (Buenos  Aires)  in  an 
article  abstracted  in  the  Revista  Medica  Ciibana  for  September, 
1918,  refers  to  certain  statements  of  others  concerning  the  value 
of  the  Wassermann  reaction  in  pregnancy.  We  see  daily  in  ma- 
ternities evidences  of  syphihs  in  the  progenitors  or  product  of  con- 
ception and  only  too  frequently  the  former  are  in  ignorance  over 
the  true  state  of  affairs.  Wliile  the  Wassermann  represents  a 
giant  stride  in  our  diagnostic  resources  in  revealing  the  presence  of 
unsuspected  syphihs,  its  negative  expression  is  of  no  absolute 
significance  in  the  exclusion  of  sji^hilis.  In  the  author's  clinic 
among  goo  pregnant  women  who  came  for  examination  or  con- 
finement during  the  first  five  months  of  the  current  year  there  was 
suspicion  of  syphilis  in  229  who  were  therefore  submitted  to  the 
Wassermann  test.  The  results  were  as  follows:  positive  result  in 
106,  retardation  of  hemolysis  in  ten  and  negative  result  in  113. 
The  reaction  can  therefore  work  in  both  directions,  uncovering 
unsuspected  s}'philis  and  aiding  in  the  concealment  of  suspected 
syphilis.  If  we  add  the  Wassermann  positives  to  the  syphilitics 
who  receive  no  Wassermann  confirmation,  the  result  would  be 
that  from  twenty '  to  twenty-five  out  of  every  100  are  spiro- 
chete carriers  of  some  sort.  The  non-Wassermann  evidence  or 
rather  suspicion  is  of  course  manifold  and  concerns  the  parents,  the 
character  of  past  gestations,  the  children  born  to  the  couple  and 
even  the  status  of  grandparents.  The  number  of  phenomena 
which  individually  suggest  possible  s>'philis  gathers  momentum 
if  several  coexist.  In  addition  something  may  be  revealed  by 
watching  the  development  of  the  child  who  appears  to  be  sound. 
The  treatment  test  in  such  cases  is  of  value  and  Professor  Canton, 
a  predecessor  of  the  writer,  was  in  the  habit  of  giving  every  newly 
born  a  friction  cure  to  eradicate  possible  congenital  syphilis.  In 
a  majority  of  cases,  for  whatever  reason,  the  infants  appeared  to 
thrive  under  this  plan.  The  presumption  of  syphilis  after  the 
exclusion  of  all  other  suggested  factors  may  also  be  strong  even  in 
the  absence  of  positive  evidence.  We  must  never  forget  that 
there  is  an  hereditary  unsuspected  as  well  as  an  acquired  unsuspected 
syphilis. 

Opotherapy  in  Gynecology  and  Obstetrics. — Botin  in  an  article 
abstracted   in    the  Revista   Medica  Cubana'  for   September,    191 8, 
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first  refers  to  endocrinology  as  a  new  special  discipline  of  medi- 
cine. In  a  sense  it  may  be  looked  on  as  a  reaction  from  the 
surgical  fury  of  past  years.  Only  a  few  years  ago  the  ovary  was 
looked  on  purely  as  an  organ  for  the  secretion  of  ova.  Naturally 
the  reaction  from  this  belief  went  too  far  at  first  and  we  are  still 
in  the  midst  of  confusion  and  hypothesis,  with  defective  and  un- 
satisfactory terminology.  Concurrent  with  the  development  of 
endocrinology,  but  not  owing  to  it,  may  be  noted  the  substitution 
for  the  knife  of  certain  physical  remedies,  while  at  the  same  time 
surgery  itself  has  become  more  and  more  conservative  with  certain 
exceptions.  To  return  to  the  practical  aspect  of  modern  opotherapy 
the  writer  mentions  a  class  of  young  women  with  unmotivated 
amenorrhea  which  was  formerly  treated  with  iron  and  emmenagogues 
but  which  to-day  would  at  least  receive  the  addition  of  ovarian 
extract.  At  the  same  time  we  see  amenorrheas  and  menorrhagias 
in  which  this  treatment  is  contraindicated.  Our  diagnostic  re- 
sources must  therefore  be  developed  to  meet  these  requirements. 
The  author  cites  the  case  of  a  girl  who  was  somewhat  anemic,  with 
tachycardia  and  anorexia,  who  was  nervous  and  suffered  from 
metrorrhagia.  She  was  treated  a  full  year  with  various  procedures 
including  superalimentation,  internal  hemostatics  and  ovaiin. 
The  author's  examination  led  him  to  suspect  that  the  girl  had  but 
one  primary  disorder — menorrhagia — presumably  due  to  a  genital 
factor.  The  genitals  proved  to  be  quite  normal,  however,  and  as 
the  thyroid  was  slightly  enlarged  the  diagnosis  was  changed  to 
hyperthyroidism.  She  was  treated  rationally  for  this  latter  con- 
dition and  her  menorrhagia  diminished  and  with  it  such  of  her 
symptoms  as  depended  on  the  loss  of  blood.  The  symptoms  of 
hyperthyroidism  also  receded.  In  a  second  case  of  a  woman  with 
obesity  and  amenorrhea  adjudged  due  to  hypothyroidism,  thyroid 
extract  was  of  great  value  and  normalized  the  patient.  In  an- 
other case  of  obesity  with  amenorrhea  the  indication  appeared  to 
be  ovarian  opotherapy  which  produced  a  cure.  Many  other 
histories  of  good  results  of  opotherapy  are  given. 

Treatment  of  Organic  Heart  Disease  in  Pregnancy  and  Labor. 
— According  to  F.  S.  Newell  {Bost.  Med.  &"  Surg.  Jour.,  1918, 
clxxix,  465)  the  condition  of  the  heart  muscle  is  probably  more 
important  than  the  particular  valvular  lesion  and  it  is  a  factor 
which  can  never  be  accurately  determined.  It  is  impossible  to 
predict  accurately  which  heart  will  decompensate  under  the  strain 
of  pregnancy  and  which  will  respond  satisfactorily,  although  an 
accurate  prognosis  for  the  majority  can  be  given.  The  majority 
of  patients  who  have  valvular  lesions  can  marry  and  bear  children 
without  immediately  serious  consequences,  if  they  receive  proper 
care  during  pregnancy  and  if  labor  is  properly  conducted,  although 
some  damage  to  the  heart  will  result.  Any  patient  who  has  had 
attacks  of  decompensation,  whether  during  previous  pregnancies 
or  under  the  ordinary  conditions  of  life,  should  be  told  that  preg- 
nancy carries  with  it  such  dangers  that  under  no  circumstances 
should  the  risk  be  rurr.     When  pregnancy  is  present,  each  patient 
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must  be  treated  as  an  individual  and  her  reaction  to  pregnancy 
carefully  studied.  In  the  case  of  a  patient  whose  heart  has  always 
been  well  compensated  and  who  consults  her  physician  in  ap- 
parently good  health,  except  for  the  lesion,  a  routine  treatment 
can  be  carried  out  which  will  safeguard  the  patient  as  far  as  is 
possible.  The  patient  should  be  under  careful  observation  from 
an  early  date,  and  in  the  latter  half  of  pregnancy  should  be  seen 
at  least  every  week  by  her  physician.  Active  exercise  must  be  for- 
bidden during  pregnancy  in  order  that  no  additional  work  should 
be  thrown  on  the  heart.  Such  patients  should  be  warned  against 
going  over  the  stairs  more  than  is  absolutely  necessary;  daily  rest 
periods  are  essential;  and  even  in  a  patient  who  has  had  no  threat- 
ening symptoms  a  routine  policy  of  one  day  a  week  in  bed  in  order 
to  rest  the  heart  is  a  wise  one.  The  diet  should  be  carefully  regu- 
lated, easily  digestible  food  being  prescribed  in  small  amounts  at 
frequent  intervals.  Particular  attention  should  be  paid  to  the  ac- 
tion of  the  bowels.  The  blood  pressure  should  be  watched  carefully 
and  a  rising  pressure  should  cause  deep  concern  and  call  for  appro- 
priate treatment.  The  urine  should  be  examined  at  weekly  intervals. 
The  appearance  of  even  slight  symptoms  of  decompensation, 
dyspnea,  rapid  pulse,  etc.,  should  be  met  promptly  by  rest  in  bed 
and  the  use  of  digitalis.  Sunlight  and  fresh  air  should  be  obtained 
without  active  exercise.  Patients  with  mitral  stenosis  should  be 
watched  more  carefully,  if  possible,  than  patients  with  other  lesions. 
If  signs  of  decompensation  develop  in  the  early  part  of  pregnancy 
the  patient  should  be  put  to  bed  and  the  attempt  made  to  restore 
compensation.  If  this  succeeds  the  pregnancy  should  be  ended 
as  soon  as  the  heart  has  become  compensated,  unless  the  child  is 
of  such  value  that  serious  risks  for  the  mother,  both  for  life  and 
health,  seem  proper,  and  the  dangers  have  been  carefully  explained 
to  both  parents.  If  compensation  has  been  completely  restored  the 
writer  prefers  to  terminate  the  pregnancy  by  means  of  an  abdominal 
hysterotomy  and  to  sterilize  the  patient  at  the  same  time.  In 
such  a  case  ether  is  ordinarily  safe  as  an  anesthetic,  though  opera- 
tion under  paravertebral  or  local  anesthesia  may  be  preferred. 
If  the  attempt  at  restoration  of  compensation  fails,  the  most  con- 
servative treatment  is  vaginal  hysterotomy  under  spinal  or  para- 
vertebral anesthesia  followed  at  a  later  date  if  the  patient's  condi- 
tion warrants,  by  sterilization.  If  the  failure  of  compensation 
occurs  at  about  the  seventh  month  the  patient  should  be  put  to 
bed  and  the  attempt  made  to  restore  compensation.  If  this  is 
successful  and  no  subsequent  signs  of  decompensation  develop, 
the  patient  should  be  carried  along  under  careful  observation  to 
about  two  weeks  before  the  estimated  date  of  labor  and  then  de- 
livered, preferably,  at  least  in  the  case  of  a  primipara,  by  the  abdomi- 
nal route,  though  in  a  multipara  with  a  soft,  easily  dilatable  cer\dx, 
labor  may  be  induced  by  the  use  of  a  bag  or  a  manual  dilatation 
may  be  performed.  If  abdominal  palpation  shows  the  child  to  be 
definitely  undersize  it  may  be  wise  to  wait  for  a  week  or  even  longer, 
unless  symptoms  arise  calling  for  early  interference.     If  the  heart 
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is  compensated  ether  will  usually  be  well  borne,  but  otherwise 
local  or  paravertebral  anesthesia  is  advisable.  If  the  attempt  at 
restoring  compensation  is  unsuccessful  the  uterus  must  be  emptied 
promptly  without  regard  to  the  interests  of  the  child.  In  such  a 
case  the  abdominal  route  under  local  or  spinal  anesthesia  is  the 
safer,  delivery  to  be  followed  by  sterilization  in  all  cases.  If  the 
vaginal  route  is  chosen  and  the  patient  makes  a  satisfactory  re- 
covery sterilization  at  a  later  date  is  advisable.  When  a  patient 
with  a  cardiac  lesion  has  been  brought  safely  through  pregnancy, 
either  without  showing  signs  of  decompensation  or  after  failing  com- 
pensation has  been  restored  by  treatment,  the  conditions  present 
in  the  individual  case  must  determine  the  choice  of  treatment. 
In  primiparae  with  more  or  less  rigid  soft  parts  and  with  mitral 
stenosis  or  a  marked  aortic  lesion  abdominal  Cesarean  section 
offers  the  safest  means  of  delivery.  If  the  patient  has  had  previous 
failure  of  compensation,  even  though  fully  restored,  the  operation 
is  obligatory.  In  multiparse  with  relaxed  soft  parts  the  operation 
is  far  less  necessary  and  such  patients,  if  the  heart  is  well  compen- 
sated, may  be  allowed  to  go  through  the  first  stage  of  labor  and  be 
delivered  with  forceps  as  soon  as  dilatation  is  complete.  But  even 
in  these  cases  if  there  has  been  a  serious  break  in  compensation  in 
the  past,  the  abdominal  route  is  preferable,  especially  since  in  such 
patients  the  question  of  sterilization  should  be  seriously  considered, 
and  the  abdominal  route  permits  of  delivery  and  sterilization  at  a 
single  operation.  If  compensation  begins  to  fail  in  a  patient  in 
the  last  month  of  pregnancy,  whether  she  be  a  primipara  or  a  mul- 
tipara, an  attempt  at  restoration  of  compensation  should  be  made, 
to  be  followed,  whether  successful  or  not,  by  Cesarean  section  and 
sterilization.  In  these  cases  local  or  paravertebral  anesthesia  should 
be  employed.  In  patients  who  have  had  mild  aortic  lesions  or 
mitral  regurgitation,  who  have  not  had  previous  breaks  in  com- 
pensation, labor  may  be  permitted,  but  in  all  cardiac  cases  the 
second  stage  of  labor  should  be  eliminated  by  a  prompt  forceps 
delivery  as  soon  as  the  cervix  is  dilated.  If  there  have  been  previous 
breaks  in  compensation  the  abdominal  route  offers  the  safest  means 
of  delivery  for  these  patients  also  and  sterilization  is  advisable. 
There  remains  a  considerable  class  of  patients  who  develop  cardiac 
symptoms  during  pregnancy  in  whom  no  definite  lesion  can  be 
demonstrated;  patients  in  whom  the  power  of  cardiac  response  is 
evidently  very  limited,  who  suffer  from  shortness  of  breath,  rapid 
pulse,  etc.,  on  the  slightest  exertion  during  pregnancy,  and  yet  in 
whom  there  is  no  definite  lesion  to  be  made  out.  They  require 
similar  treatment  to  the  patients  who  have  definite  valvular  lesions. 
In  the  discussion  of  this  paper.  Sir  James  Mackenzie  {Bost.  Med. 
&  Surg.  Jour.,  1918,  clxxix,  473)  stated  that  heart  failure  is  best 
recognized  by  the  limitations  of  the  patient's  power  to  respond  to 
effort.  Many  healthy  women  become  very  breathless  during 
pregnancy,  and  it  is  necessary  to  be  sure  in  any  given  case  whether 
the  breathlessness  is  due  to  a  failing  heart,  or  merely  due  to  the 
embarrassment  caused  by  the  abdominal  tumor.     Patients  with  a 
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systolic  murmur  and  no  other  sign  never  show  any  serious  signs  of 
heart  failure.  The  great  majority  of  systolic  murmurs,  especially 
in  pregnant  women,  are  physiological  in  origin,  and  are  indicative 
neither  of  disease  nor  of  impairment.  The  dangerous  forms  of 
valvular  disease  are  mitral  stenosis  and  aortic  regurgitation.  In 
mitral  stenosis,  the  character  of  the  murmurs,  the  length  of  time 
since  the  causative  attack  of  rheumatic  fever,  and  the  response  of 
the  heart  to  effort  are  the  chief  factors  on  which  a  safe  prognosis 
can  be  based.  If  the  murmur  is  short,  and  the  attack  of  rheumatic 
fever  over  five  years  before,  and  a  good  response  to  effort,  then  the 
pregnancy  may  be  permitted,  provided  the  patient  can  be  watched 
for  early  signs  of  heart  failure,  and  severe  bodily  work  avoided. 
With  a  long  presystolic  murmur,  and  particularly  with  a  diastolic 
murmur,  the  heart  response  to  effort  will  usually  be  found  so  limited 
that  pregnancy  would  be  dangerous.  In  the  few  cases  of  aortic 
regurgitation  the  writer  has  seen,  though  the  patients  came  through 
the  puerperium,  the  heart  was  so  permanently  weakened  that  they 
all  drifted  and  died  of  heart  failure.  In  auricular  fibrillation  the 
patients  have  not  gone  to  full  term,  and  all  were  permanently  made 
worse  by  the  pregnancy.  Patent  ductus  arteriosus  does  not  have 
any  bad  effect. 

Cardiopathies  and  Gestation. — Pereira  de  Camargo  (Revista  de 
Gynecologia  e  d'Obstetrlcia,  191 8,  xii,  201)  reports  a  series  of  cases 
of  this  association  from  the  Laranjeiras  Maternity  at  Rio.  The 
first  was  one  of  uncomplicated  aortic  insufficiency  in  a  primipara. 
As  decompensation  did  not  develop  during  gestation  or  labor,  par- 
turition and  the  puerperium  were  entirely  normal  in  the  absence 
of  other  accidents.  The  second  case  was  similar  save  that  there  was 
stenosis  as  well  as  insufficiency  of  the  aorta.  The  third  patient  was 
a  multipara  with  aortic  insufficiency.  Decompensation  did  not 
develop  and  there  was  no  mischief  from  that  source.  The  fetus, 
however,  was  found  to  be  affected  with  hydrocephalus,  necessitating 
puncture  followed  by  extraction.  The  puerperium  was  normal. 
A  positive  Wassermann  led  to  a  mercury  cure.  The  woman  con- 
ceived two  years  later  and  bore  a  healthy  child,  the  heart  still  showing 
compensation.  Whether  the  lesion  of  the  valve  was  specific  or 
due  to  other  cause  does  not  appear.  Patient  was  twenty-six  years 
of  age.  The  fourth  patient  was  a  primipara  with  mitral  insuffi- 
ciency, who  developed  toxemia  of  pregnancy.  In  this  case  decom- 
pensation was  marked,  with  anasarca  of  high  degree  and  largely 
of  renal  origin.  Under  suitable  diet  and  medication  this  symptom 
was  nearly  made  to  disappear.  Labor  came  on  before  term  with 
the  patient  asystolic,  fetus  premature  dying  soon  after  birth, 
mother  despite  vigorous  stimulation  of  the  heart  succumbing  on 
the  following  day.  The  fifth  woman  presented  both  mitral  and 
aortic  insufficiency  and  toxemia  of  pregnancy.  The  heart  was 
frankly  decompensated  and  anasarca  present  as  in  Case  IV.  She 
was  given  intraspinal  anesthesia  and  delivered  by  accouchement 
force,  dying  a  few  hours  later  in  complete  asystole.  The  fate  of 
the  child,  which  was  well  developed,  is  not  mentioned.     The  next 
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two  cases  were  of  mitral  insufficiency;  one  with  perfect  compensation 
bore  her  child  without  accident,  while  the  other  with  decompensa- 
tion advanced  developed  postpartum  eclampsia  and  died  on  the 
fourth  postpartum  day  the  fetus  also  succumbing.  Of  the  remain- 
ing cases— three — one  with  good  compensation  and  another  who  had 
regained  compensation  after  a  history  of  slight  decompensation, 
both  underwent  parturition  without  accident.  The  tenth  is  the 
most  interesting  of  the  entire  series  because  interruption  of  preg- 
nancy in  a  patient  with  decompensation,  aided  by  pituitrin  and 
cardiokinetics  actually  saved  both  mother  and  child. 

Causes  of  Stillbirth.— J.  C.  Edgar  {N.  Y.  State  Jour.  Med., 
191 8,  xviii,  406)  presents  an  inquiry  into  the  immediate  causes  of 
these  519  stillbirths  at  the  Manhattan  Maternity  Hospital,  with  the 
possibility  in  view  of  lessening  this  source  of  infant  mortahty.  The 
great  lesson  which  it  teaches  is  the  need  of  prenatal  observations 
and  care  of  the  patients.  In  regard  to  the  number  of  cases  in  which 
the  child  might  have  been  born  alive  under  favorable  auspices,  many 
of  the  protracted  labors  could  be  included,  especially  when  neglect 
or  delay  figured  in  the  case.  The  precipitate  labors  may  be  added. 
Some  of  the  dystocic  cases,  especially  those  due  to  faulty  presenta- 
tions and  positions  might  have  had  a  good  chance  for  survival. 
Toxemia  and  eclampsia  could  have  been  averted  in  a  goodly  pro- 
portion of  the  cases.  All  of  the  syphilitic  cases,  and  these  must 
have  been  far  more  numerous  than  the  figures  show,  might  have 
been  averted  by  early  treatment  of  the  mother.  S}^hilis,  eclampsia 
and  toxemia  are  largely  amenable  to  prevention  before  labor  sets 
in,  if  the  women  can  be  rounded  up  and  placed  under  prophylactic 
measures  in  season.  Although  the  mortality  of  3.6  per  cent,  in 
this  series  is  lower  than  the  average,  there  is  every  reason  to  believe 
that  this  figure  might  be  considerably  reduced.  One  of  the 
greatest  needs  is  a  complete  autopsy  and  Wassermann  service. 
In  general  there  is  a  great  need  for  a  standard  report  blank 
for  stillbirths,  adopted  by  some  health  board  or  obstetrical  society. 
Listening  for  the  fetal  heart  sounds  seems  indispensable  at  times, 
in  deciding  upon  what  course  to  pursue,  and  in  making  a  diag- 
nosis of  intrauterine  death.  One  of  the  most  hopeless  problems 
confronting  us  is  the  elimination  of  prematurity  as  a  condition 
resulting  in  stillbirth.  Of  sixty-nine  cases  of  prematurity,  a  third  has 
prematurity  alone  as  the  condition  of  stillbirth.  The  cause  of  still- 
birth in  the  remaining  two-thirds  of  premature  cases  is  accounted  for 
by  syphilis,  toxemia,  or  both  coexisting;  placenta  previa,  precipi- 
tate labor,  prolapse  of  the  cord,  hydrocephalus,  hydramnios,  and 
atelectasis.  The  tenement  house  woman  is  especially  prone  to 
abortion  and  premature  labor.  The  real  underlying  cause  of  pre- 
maturity among  the  tenement  house  women,  and  to  a  less  extent 
only  among  the  so-called  upper  classes  as  well,  is  the  too  early  getting 
about  after  confinement,  before  involution  is  more  than  partially 
accomplished,  and  the  resulting  subinvolution,  displacements  and 
endometrial  changes.  The  prevention  of  subinvolution  in  the  tene- 
ment house  woman  who  insists  upon  returning  to  her  daily  tasks 
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within  a  week  after  confinement,  for  the  moment,  appears  entirely 
hopeless.  Allowance  must  be  made  for  a  tendency  of  fetal  death, 
without  any  assignable  cause,  such  as  is  seen  in  stillbirths  under 
the  most  favorable  conditions.  Nearly  5  per  cent,  of  stillbirths 
are  thus  explained. 

The  Establishment  and  Maintenance  of  Breast  feeding. — J.  P.  C. 
Griffith  (.Y.  Y.  State  Jour.  Med.,  1918,  xviii,  411)  says  that  the 
ability  to  nurse  an  infant  successfully  is  largely  a  matter  of  inherit- 
ance. Usually  the  woman  whose  girlhood  has  been  passed  in  the 
most  hygienic  manner,  who  has  developed  a  sound,  strong  body, 
and  who  has  avoided  causes  which  tend  to  the  production  of  nervous 
conditions,  will  be  the  best  purveyor  of  food  for  her  infant.  Given 
the  mother  who  in  the  early  weeks  of  the  infant's  life  has  either  a 
milk-secretion  which  appears  to  be  deficient,  or  which  seems  to 
disagree  with  the  infant,  our  first  duty  is  to  caution  against  haste 
in  weaning  and  to  give  all  possible  encouragement  to  the  mother. 
When  the  secretion  is  slow  in  being  established,  frequent  pumping 
of  the  breast  may  be  of  advantage.  Nothing  will  so  soon  diminish 
the  milk-supply  as  insufficient  emptying,  and  nothing  conduces  so 
greatly  to  increase  in  the  secretion  as  increase  of  the  demands  made 
upon  it,  consequently  when  a  mother  early  has  much  more  milk 
than  her  infant  can  take  it  is  often  useful  to  empty  the  breast  by 
the  pump  or  by  pressure  after  the  nursing  is  over,  continuing  this 
until  the  needs  of  the  child  grow  greater.  Another  very  important 
matter  is  the  preservation  of  a  normal  psychic  state,  avoiding  mental 
shock  and  worry.  Later  in  the  infant's  life  the  question  constantly 
arises  as  to  the  advisability  of  giving  one  or  two  bottles  a  day. 
There  is  no  surer  way  of  causing  cessation  of  the  milk-secretion. 
If  on  account  of  the  mother's  engagements  it  is  advisable  to  relieve 
her  from  a  nursing,  her  breasts  may  be  pumped  and  the  milk  then 
fed  from  a  bottle  in  her  absence.  If  it  is  on  account  of  an  insufficient 
secretion  that  the  plan  is  proposed,  by  far  the  better  method  is  that 
of  giving  some  supplemental  feeding  after  each  breast-feeding,  to 
increase  the  milk-supply  or  to  improve  its  quality.  The  diet  should 
be  nourishing  and  abundant.  There  should  be  a  considerable 
amount  of  liquid  in  it.  This  sometimes  increases  the  quantity  of 
milk  without  altering  its  composition;  but  a  large  amount  of  liquid 
is  liable  merely  to  dilute  the  infant's  food.  Cow's  milk  given  to 
the  mother  offers  no  advantage  over  weak  tea  or  even  water,  pro- 
vided she  is  already  well  nourished;  and  a  mother  who  is  gorged 
with  milk,  cocoa,  and  the  like,  is  liable  to  have  her  digestion  dis- 
turbed, or  to  grow  too  fat  without  augmenting  the  amount  of  milk 
secreted.  Malt  liquors  undoubtedly  increase  the  flow  of  milk 
in  some  instances.  The  advisability  of  administering  them  varies 
with  the  case.  A  lack  of  sufficient  exercise  in  the  case  of  overfed 
women  with  hearty  appetites  is  likely  to  produce  a  milk  too  rich 
in  its  total  solids,  especially  the  protein  and  fat.  The  underfed 
and  overworked  women  of  the  poorer  class  are  liable  to  furnish 
milk  deficient  in  quantity  and  often  lacking  in  a  proper  amount  of  fat 
and  having  either  too  little  or  too  much  protein.     Menstruation  has 
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little  if  any  influence  upon  the  character  of  the  milk.     Galactagogues 
are  usually  this  in  name  only. 

B.  GYNECOLOGY. 

Cervicitis  and  Vaginal  Leukorrhea  as  Etiological  Factors  in 
Neurasthenia  and  Hysteria  in  Women.— A.  R.  Hollender  {Med.  b' 
Surg.,  1 918,  ii,  727)  emphasizes  the  importance  of  a  gynecological 
examination  in  cases  of  so-called  neurasthenia  in  women.  He 
has  seen  many  cases  which  had  been  pronounced  neurasthenia  and 
neurohysteria  by  eminent  neurologists,  cured  of  their  trouble 
simply  by  the  eradication  of  an  old  vaginal  leukorrhea  or  a  chronic 
endocervicitis. 

Conservative  Surgery  in  Operation  upon  the  Fallopian  Tubes, 
with  Reference  to  Future  Pregnancies. — F.  Warner  (Med.  &=■  Surg., 
1918,  ii,  731)  says  that  pus-tubes  of  gonorrheal  origin  usually  seal  the 
fate  of  a  woman's  future  pregnancies.  Those  due  to  other  germ 
origin,  as  the  streptococci  following  abortion,  are  perhaps  less  likely 
to  interfere  with  a  possible  pregnancy.  In  young  women  without 
children,  it  is  preferable  not  to  disturb  the  tubes  unless  the  menace 
of  purulent  inflammation  presses  the  surgeon  to  an  operation. 
If  an  operation  is  undertaken,  one  should  try  to  make  a  sufficiently 
conservative  operation  to  make  it  possible  for  pregnancy  to  occur, 
if  the  salpingitis  be  in  a  young  woman.  In  older  women  with 
children,  pus-tubes  from  whatever  cause,  should  be  removed.  If 
the  pus-tubes  are  due  to  gonococci,  as  they  usually  are,  and  the 
uterus  is  enlarged  and  evidently  involved  in  the  same  tj^pe  of  in- 
flammatory disturbance  as  the  tubes,  a  total  or  partial  hysterectomy 
should  be  performed.  An  ectopic  pregnancy  occurring  in  a  young 
woman  without  children,  should  call  for  the  removal  of  the  one  tube. 
An  ectopic  pregnancy  occurring  in  older  women  with  children, 
should  call  for  the  removal  of  both  tubes;  for  both  are  likely  divested 
of  their  ciliated  epithelium,  which  will  render  probable  a  like  preg- 
nancy occurring  in  the  remaining  tube. 

Fibroid  Tumors  of  the  Uterus. — The  deductions  reported  by 
E.  J.  Ill  (N.  Y.  State  Jour.  Med.,  1918,  xviii,  399)  are  drawn  from 
529  operative  cases.  The  presence  of  a  fibroid  tumor,  the  diagnosis 
being  certain,  is  rarely  an  indication  for  operation.  If  its  size  is 
the  cause  of  comment  or  the  patient's  mental  condition  is  such  that 
she  becomes  mentally  depressed  from  the  knowledge  of  the  presence 
of  a  growth,  she  should  be  relieved.  A  doubtful  diagnosis  should 
always  be  cleared  up  by  whatever  means  we  have  at  our  disposal. 
At  times  we  feel  it  our  duty  to  remove  a  fibroid  uterus  while  opera- 
ing  for  other  conditions,  though  the  fibroids  have  not  been  diagnosed. 
Rapidly  growing  tumors  should  be  removed.  This  diagnosis 
can  be  made  only  when  careful  and  repeated  measurements  are 
taken.  The  fear  of  a  possible  malignant  degeneration  is  ever  in 
mind.  Usually  it  is  due  to  some  circulatory  disturbance  producing 
an  edema,  a  cystic  or  a  red  or  brown  degeneration.  Possible  future 
malignant  degeneration  of  the  tumor  should  never  constitute 
an  indication  for  operation  when  that  is  the  only  indication.     It 
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must  be  exceedingly  rare.  A  combination  of  fibroids  and  cancer 
is  rather  frequent.  The  most  frequent  indication  for  interference 
is  pain,  36  per  cent.,  while  hemorrhage  is  recorded  in  35  per  cent. 
A  most  serious  and  pressing  indication  was  for  those  showing  symp- 
toms of  sepsis,  thirty-five  cases.  These  cases  might  be  classified 
under  three  heads:  First,  where  the  sepsis  originates  in  the  tumor, 
twenty-three  cases;  second,  in  those  cases  where  there  was  acute 
adnexa  disease  with  pus,  ten  cases,  and  lastly  those  which  followed 
an  abortion,  one  case.  In  operating  for  fibroids  vaginal  extirpation 
should  not  be  done  if  the  uterus  cannot  be  pushed  into  the  pelvis 
and  the  cervix  to  the  vulva.  Abdominal  supravaginal  amputation 
will  be  the  choice  in  most  cases  to-day.  This  was  performed  in 
331  cases.  It  has  been  said  that  leaving  the  cervLx  subjects  the 
patient  to  cancer  of  that  organ.  In  nearly  800  operations  the  author 
has  seen  it  but  once.  Abdominal  myomectomy  should  be  done  on 
single  tumors  only,  or  in  the  very  young  where  pregnancy  is  hoped 
for.  Mutilated  uteri,  after  the  removal  of  many  tumors,  should  not 
be  left  in.  Curettage  is  an  operation  fraught  wdth  danger,  unsatis- 
factory in  its  ultimate  outcome  and  should  be  rarely  resorted  to. 
The  ovaries  should  not  be  removed  unless  diseased.  In  acute 
adnexa  disease  operation  should  be  postponed.  Myomectomy 
for  sterility  should  never  be  undertaken  except  for  single  tumors. 
A  fibroid  tumor  in  the  writer's'  experience  has  never  called  for  the 
induction  of  an  abortion.  He  considers  it  much  more  dangerous 
than  a  supravaginal  amputation.  If  the  tumor  has  developed 
in  the  cervix,  obstruction  to  the  passage  of  the  fetus  is  likely;  other- 
wise the  tumors  are  retracted  ^\dth  the  lower  segment  of  the  uterus 
and  no  evil  results.  If  it  seems  important  that  menstruation 
should  be  continued  for  psychical  reasons  where  we  are  called  upon 
to  do  a  supravaginal  amputation,  this  can  often  be  accomplished 
by  amputation  above  the  os  internum.  A  low  percentage  of  hemo- 
globin is  not  necessarily  fatal.  One  patient  with  15  per  cent,  was 
raised  by  transfusion  to  25  per  cent.,  operated  on,  and  promptly 
recovered.  Fat  women  do  not  present  good  surgical  risks.  Heart 
lesions,  organic  or  functional,  the  author  considers  an  added  indica- 
tion, since  we  well  know  how  fibroids  often  affect  the  heart  muscles. 
Experimental  Study  of  Surgical  Shock. — F.  C.  Mann  {Jour. 
A.  M.  A.,  1918,  Ixxi,  1184)  says  that  ''shock"  is  probably  due  to  a 
number  of  causes.  In  general,  all  cases  may  be  included  in  two  groups. 
One  contains  the  cases  in  which  the  clinical  manifestation  follows 
some  time  after  the  occurrence  of  the  conditions  incident  to  the 
shock.  The  other  group  includes  the  cases  in  which  a  severe  or 
fatal  condition  supervenes  immediately  on  receipt  of  the  active 
agent.  A  condition  simulating  the  cases  included  in  the  first  group 
that  can  be  produced  experimentally  is  exposure  of  the  abdominal 
viscera.  The  symptoms  thus  produced  are  due  to  a  loss  of  circu- 
latory fluid,  probably  due  to,  or  associated  with,  a  failure  of  the 
mechanism  to  control  fluid  volume.  The  signs  of  shock  may  be 
produced  by  the  loss  of  an  amount  of  circulating  fluid  that  can  be 
sequestered  into  capillary  beds  of  venous  trunks  of  the  four  limbs. 
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The  part  the  nervous  system  plays  in  the  cause  of  shock  is  undeter- 
mined. It  cannot  be  proved  beyond  doubt,  experimentally, 
that  shock  is  an  etiologic  factor,  although  clinically  it  seems  to  be 
definitely  established  that  it  is  responsible  for  death  in  some  cases, 
and  in  such  cases  it  will  probably  be  found  to  be  of  the  nature  of 
inhibition.  This  group  might  include  a  large  number  of  the  cases 
contained  in  the  second  group.  Experimentally,  sudden  death 
has  been  found  to  occur  under  deep  etherization  following  stimula- 
tion of  the  nerves  that  inhibit  respiration.  It  has  also  been  produced 
under  light  etherization  by  the  stimulation  of  nerves  that  produced 
an  associated  reflex  inhibition  of  the  heart.  Either  of  these  results 
may  also  occur  clinically  and  the  cause  of  death  be  described  by  the 
surgeon  as  shock.  In  the  treatment  of  shock,  experiments  have 
not  shown  that  the  employment  of  drugs,  either  as  stimulants 
or  as  vasoconstrictors,  possesses  very  much  value.  The  logical 
procedure,  at  least  from  the  experimental  standpoint,  in  the  cases 
included  in  Group  i,  would  seem  to  be  to  attempt  to  replace  the 
lost  fluid.  The  best  means  of  doing  this  is  by  the  intravenous 
injection  of  large  amounts  of  whole  blood  or  blood  serum.  Some 
of  the  artificial  solutions  give  good  results.  The  ideal  artificial 
fluid  should  contain,  (a)  some  substance  to  increase  colloidal  prop- 
erties, (b)  alkaline  salt,  and  (c)  glucose. 

Sterility  Due  to  Retrodisplacement  of  the  Uterus. — E.  L.  Dorsett 
(Jour.  Mo.  State  Med.  Assn.,  191 8,  xv,  350)  states  that  all  cases 
of  sterility  should  have  a  careful  examination  and  not  until  the  exact 
cause  of  the  trouble  is  ascertained  should  any  method  be  used.  In 
some  cases  it  is  necessary  to  use  two  or  more  procedures  before  results 
can  hope  to  be  obtained.  The  nonoperative  methods  should  be 
tried  first  before  the  patient  is  submitted  to  an  operation.  Non- 
symptomatic  retrodisplacement,  whether  the  cause  of  sterility  or 
not,  is  not  an  indication  for  operation.  All  cases  should  receive 
careful  and  repeated  examinations  after  leaving  the  hospital  after 
operation.     A  curetment  has  no  place  in  the  operations  for  sterility. 

Vaginal  Drainage  in  Pelvic  Cases. — F.  Hinchey  (Joiir.  Mo.  State 
Med.  Assn.,  1918,  xv,  356)  calls  vaginal  drainage  of  the  cul-de-sac  the 
only  efficient  form  of  drainage  of  all  pelvic  conditions  where  drain- 
age is  desired.  Vaginal  drainage  is  the  safest  procedure  in  the 
presence  of  infection,  free  oozing  or  much  loss  of  blood,  which 
loss  of  blood  lowers  the  resistance  even  to  slight  forms  of  infection, 
with  which  the  patient  might  cope  successfully  without  such  hemor- 
rhage. The  vaginal  tube  should  be  sutured  with  catgut  to  retain 
it  a  sufficient  length  of  time.  Postpuerperal  infections  should  be 
treated  by  retroperitoneal  drainage  over  Poupart's  ligament. 
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When  the  world  in  passing  through  a  crisis  of  reorganization  and 
Nations  are  torn  down  and  built  anew,  the  individual  fiber  of  a 
Nation  becomes  of  the  greatest  importance.  The  real  test  of  strength 
is  now  to  be  made,  and  whatever  balance  may  be  achieved,  the 
preservation  of  that  balance  and  the  hopes  of  the  world  will  depend 
upon  the  individual  citizens  of  each  State.  The  coming  generation 
then  will  decide  the  power  and  pulse  of  this  Nation  in  the  great 
international  competition  which  is  inevitable.  More  than  ever 
are  the  life  and  health  of  the  infants  of  to-day  the  insurance  and 
guarantee  of  national  strength  for  the  coming  generation. 

The  effort  to  obtain  for  infants  healthy  grandparents,  while  the 
most  desirable  of  accomplishments,  is  difiicult.  Only  that  well- 
balanced  use  of  body  and  mind,  and  that  restraint  necessary  for 
physical,  mental  and  moral  efficiency  can  solve  this  problem. 
With  adult  persons  these  same  measures  will  insure  sound  parentage, 
but  the  changing  economic  conditions  will  be  of  great  service  in  this 
latter  regard. 

To  secure  a  healthy  infant  population,  it  is  absolutely  essential 
that  the  conditions  of  life  be  such  that  early  marriage  can  be  en- 

*  Chairman's  address,  read  at  the  Ninth  Annual  Meeting  of  the  American 
Association  for  Study  and  Prevention  of  Infant  Mortality,  Chicago,  December  6, 
1918. 

Note. — The  Editor  accepts  no  responsibility  for  the  views  and  statements 
of  authors  as  published  in  their  "  Original  Communications." 
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couraged.  A  living  wage,  sanitary  and  comfortable  means  of 
dwelling,  civic  sanitation  including  a  pure  and  reasonable  food 
supply,  and  all  those  agencies  which  make  for  physical,  mental  and 
moral  hygiene  are  of  the  utmost  importance.  A  new  responsibility 
is  placed  upon  civic  authorities  and  more  than  ever  is  there  impera- 
tive need  for  civic  righteousness  in  the  administration  of  civic 
affairs.  From  the  standpoint  of  efficiency  only,  the  great  corpora- 
tions are  realizing  the  necessity  for  caring  for  the  individual  workers. 
Genuine  philanthropy  reaches  its  highest  and  most  intelligent 
expression  in  this  accomplishment.  Some  corporations  employ 
skilled  medical  service,  construct  hygienic  dwellings,  encourage 
insurance  and  educate  in  matters  pertaining  to  health,  and  not  only 
give  a  living  wage,  but  teach  those  who  work  with  them  and  for 
them,  how  to  live.  Most  of  this  never  comes  to  the  public  eye, 
there  is  little  description  of  this  activity  published,  but  no  greater 
service  is  rendered  to  the  employee  nor  to  the  cause  of  humanity. 

In  this  period  of  readjustment  of  national  affairs  following  the 
war,  labor  and  capital  approach  a  critical  period,  unless  labor  can  be 
reasonable,  interested  and  intelligent,  it  may  be  sadly  mislead  and 
harm  result;  unless  capital  can  be  considerate  and  patient  there  will 
be  great  difficulty  in  bringing  about  a  healthy  national  life;  but  the 
American  people  have  never  yet  failed  to  adjust  itself  to  new  condi- 
tions and  there  is  every  reason  to  believe  that  success  will  be  the  final 
outcome  in  the  present  instance. 

No  greater  curse  upon  the  Nation  in  the  care  of  its  infant 
population,  could  be  advised  than  the  presence  of  a  large  standing 
army.  It  is  a  fact  familiar  to  all  who  have  lived  in  Continental 
Europe,  that  marriage  is  forbidden  to  men  of  military  age  unless 
they  possess  a  certain  stipend.  The  result  was  indiscriminate 
immorality  and  in  order  to  save  its  population  the  State  was 
obliged  to  care  for  the  mothers  in  hospitals  and  to  rear  the  children 
in  foundling  asylums.  The  mortality  percentage  among  infants  so 
reared  is  notoriously  high,  and  the  effect  produced  upon  pregnant 
and  parturient  women  is  most  injurious.  Whatever  may  be  the 
military  necessity  of  the  future,  the  people  of  these  United  States 
should  take  warning,  and  under  no  circumstances  saddle  themselves 
with  a  large  and  permanent  standing  army. 

At  present  the  community  idea,  such  as  community  systems 
of  heating,  water  supply  and  cooking  are  attracting  much  attention 
and  those  who  urge  these  methods,  point  to  a  considerable  success. 
In  Plato's  Ideal  Republic  there  were  women  selected  by  the  State 
to  care  for  its  infants.     In  the  current  idea  applied  to  the  prevention 
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of  infant  mortality  in  the  Social  Service  of  the  present  day,  there  is 
a  suggestion  of  the  State  maternity  service  of  the  Ideal  Republic. 
Any  activity  which  will  lighten  the  manual  labor  of  the  mother  of 
the  family,  which  will  make  the  life  of  the  family  less  irksome,  more 
interesting  and  more  happy,  will  directly  protect  our  infant  popula- 
tion. Should,  however,  the  current  idea  be  carried  to  the  point 
where  the  maternal  relationship  is  invaded  and  mother  and  child 
misses  that  interchange  of  love,  which  is  the  natural  stimulus  for 
each,  the  result  upon  our  infant  population  would  be  disastrous. 

But  the  crying  need  in  the  prevention  of  infant  mortality  is  better 
obstetrics.  It  is  true  that  in  order  to  make  improvement  in  obstet- 
rics possible,  the  enconomic  and  other  factors  to  which  reference  has 
been  made,  must  be  present,  but  it  is  also  true  that  without  better 
obstetrics  these  factors  will  be  of  little  value. 

The  encouragement  of  early  marriage  in  sound  individuals 
is  a  step  of  primary  importance,  marriage  among  those  physically 
unfit  is  to  be  discouraged  and  if  possible,  forbidden.  It  may  not  yet 
be  possible  to  require  physical  examination  of  man  and  woman 
before  marriage,  but  certainly  the  need  for  such  is  evident. 

Education  of  the  laity,  nurses  and  doctors  in  matters  concerning 
the  increase  and  care  of  the  population  is  of  paramount  importance. 
The  differences  between  prudery  and  honest  pride  in  what  is  natural, 
and  in  itseK  beautiful,  must  be  made  evident.  The  medical  pro- 
fession in  Europe  and  the  United  States  has  for  years  been  spreading 
abroad  among  women,  concise  statements  concerning  the  first 
symptoms  of  cancer,  a  brief  description  in  simple  language  of  its 
symptoms  has  been  posted  in  rooms  frequented  by  women  only 
upon  the  Continent  and  in  some  places  in  this  country.  Why  should 
not  a  similar  brief,  clear  statement  of  symptoms  of  dangerous 
conditions  arising  in  pregnant  women  be  posted  in  rooms  used  only 
by  women  throughout  the  country.  WTiy  should  not  attention  of 
expectant  mothers  be  called  to  the  dangers  of  miscarriage  and 
convulsions  and  the  hemorrhage  occurring  during  pregnancy.  One 
has  only  to  look  over  the  files  of  daily  journals  to  find  advertise- 
ments of  drugs  for  producing  abortion  and  some  of  these  advertise- 
ments are  in  so-called  religious  publications.  It  is  greatly  to  the 
credit  of  some  editors  and  owners  that  they  absolutely  banish  from 
their  periodicals  all  such  material,  but  unfortunately  this  custom  is 
not  universal.  In  schools  both  boys  and  girls  should  be  taught  the 
essentials  of  animal  and  plant  reproduction,  the  necessity  for 
good  health  and  the  misery  which  may  be  brought  upon  offspring  by 
disease  and  vice.     This  matter  can  be  put  so  plainly,  so  reasonably 
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and  with  such  force  by  the  analogy  of  Nature's  processes  in  the  ex- 
ternal world  that  young  persons  are  interested  and  early  impressed. 

The  comparison  of  the  physical  condition  of  the  armies  that  have 
just  been  in  mortal  combat  in  Europe,  shows  that  the  best  developed 
and  physically  strong  soldiers  came  from  those  countries  where 
women  were  proud  to  bear  children  and  unashamed  to  have  the  fact 
of  pregnancy  commonly  known.  There  is  room  for  improvement 
in  the  life  of  our  Country  in  this  regard. 

Much  has  been  done  to  educate  medical  students  and  physicians 
for  better  obstetrics,  but  economic  conditions  and  lack  of  hospital 
facilities  have  been  such,  that  doctors  cannot  afford  to  do,  in  a 
large  private  practice,  the  careful  work  accomplished  in  good 
hospitals.  Human  life  has  been  relatively  cheap.  The  half  truth 
that  labor  was  a  physiological  process,  a  statement  more  injurious 
than  a  lie,  has  caused  the  public  to  believe  that  pregnant  and  par- 
turient women  require  little  if  any  care.  For  a  long  time  it  was  im- 
possible for  any  physician  to  earn  a  living  by  practising  obstetrics 
only  as  a  specialty.  Only  those  physicians  who  had  teaching  posi- 
tions could  afford  to  do  this.  Lack  of  plentiful  facilities  made  the 
education  of  the  student  imperfect. 

At  present  there  has  been  great  improvement  in  many  States  of 
the  Union,  license  to  practise  is  refused  to  those  students  who  have 
not  had  a  fair  obstetric  experience.  The  multiplication  of  hospitals, 
the  opening  of  maternity  wards,  the  fact  that  patients  resorted  to 
hospitals  for  confinement,  better  knowledge  of  obstetrics  and  above 
all  the  recent  developments  in  obstetric  surgery,  have  been  great 
advances,  and  yet  to-day  there  are  three  great  dangers  which  threaten 
the  physical  life  of  women  in  the  child-bearing  age,  tuberculosis, 
cancer  and  parturition,  and  this  condition  is  the  result  of  the  fact 
that  in  the  so-called  private  practice  of  obstetrics,  as  indiscriminately 
carried  on  by  the  general  practitioners,  there  is  very  much  to  be 
desired. 

The  modern  obstetric  trained  nurse  has  saved  the  life  of  thousands 
of  infants.  So  splendid  is  the  profession  of  nursing  that  it  is  difficult 
to  select  one  field  more  brilliant  in  results  than  another,  but  if  life 
and  health  and  happiness  and  joy  of  families  are  appreciated,  then 
the  well-trained  obstetric  nurse  has  won  great  achievements.  The 
trained  nurse  has  made  the  modern  hospital  a  safe  refuge  for  the  poor 
mother.  The  antiseptic  precautions  taken  in  such  hospitals  have 
eliminated  to  a  large  extent  the  greatest  dangers  of  parturition. 

Great  as  have  been  the  achievements  of  medical  science  in  im- 
proving obstetric  practice  in  recent  years,  such  achievements  would 
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have  been  impossible  without  the  maternity  hospital.  It  is  in  the 
development  of  the  maternity  hospital  and  the  diffusing  of  knowledge 
concerning  its  function  that  we  must  look  for  the  most  immediate 
improvement. 

There  is  yet  an  important  part  to  be  played  by  the  Government 
of  each  individual  state.  In  Pennsylvania  the  State  Board  of  Medi- 
cal Licensure  has  refused  to  recognize  in  the  first  class,  hospitals  that 
have  no  facilities  for  the  care  of  maternity  cases  and  cannot  give  ade- 
quate instruction  and  practice  to  resident  physicians.  The  result  has 
been  a  wonderful  change  of  heart  and  mind  in  many  hospital  trustees. 
Before  this  the  pleas  of  the  medical  staff  for  maternity  wards,  fell 
upon  deaf  ears,  but  when  the  State  Board  rated  the  hospitals  and 
published  its  rating  as  deficient  for  the  needs  of  the  community, 
the  trustees  felt  the  force  of  public  opinion  and  maternity  wards  were 
opened.  The  result  of  such  action  has  been  to  encourage  obstetric 
education  and  practice  among  physicians,  and  to  cause  in  each 
large  community  one  or  two  men  to  make  a  specialty  of  obstetrics. 
These  men  became  the  hospital  chiefs  in  maternity  departments, 
and  have  the  facilities  for  practising  modern  obstetric  surgery. 

The  training  in  obstetric  nursing  is  carried  on  with  great  success 
and  condition  and  training  of  resident  physicians  is  no  less  improved. 
Difficult  cases  transferred  from  inadequate  private  quarters  are 
successfully  treated.  There  can  be  no  more  important  factor  in  the 
improvement  in  modern  obstetrics  than  the  development  of  such 
hospitals. 

Maternity  hospitals  should  contain  a  considerable  number  of 
beds  devoted  to  pregnant  patients  only.  Prenatal  care  we  recog- 
nize as  most  important  in  the  interest  of  mother  and  child.  Preg- 
nant women  who  are  ill  require  hospital  care  and  life  and  health 
are  saved  in  a  surprisingly  large  percentage  by  such  protection.  In 
addition  to  good  facilities  for  surgical  operation,  each  maternity 
hospital  should  have  a  good  nursery,  here  the  nurses  and  mothers 
are  taught  the  proper  care  of  infants,  and  this  knowledge  spreads 
among  the  homes  of  patients  and  is  highly  contagious  and  of  the 
greatest  value.  Maternity  hospitals  require  a  comparatively  large 
number  of  private  rooms,  and  as  many  of  these  as  possible  should  be 
at  the  lowest  possible  price.  This  will  enable  persons  of  moderate 
means  to  have  the  care  which  they  demand.  In  proportion  to  the 
needs  of  the  community,  the  maternity  hospital  may  have  private 
rooms  of  a  more  or  less  elaborate  character.  A  useful  adjunct 
to  the  modern  maternity  hospital  is  found  in  motor  ambulances  and 
good  roads,  these  permit  the  prompt  transfer  of  complicated  cases 
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of  confinement  to  the  maternity  hospital  in  time  for  successful 
delivery. 

But  what  answer  shall  be  made  to  the  plea  of  the  expectant  mother 
"I  cannot  go  to  the  hospital  for  confinement  because  no  one  will 
care  at  home  for  my  husband  and  children."  Social  Service  ans- 
wers this  question.  The  original  midwife  was  the  woman  who 
stood  between  husband  and  wife  in  just  such  an  emergency,  cared 
for  the  mother  and  infant,  provided  food  for  the  husband  and  other 
children,  she  was  literally  the  midwife  of  the  family.  Under  the 
supervision  of  Social  Service  workers  such  women  might  yet  prove 
useful  for  this  purpose,  such  an  arrangement  would  encourage  the 
mother  to  seek  hospital  care.  If  some  reliable  person  could  keep 
the  home  together  in  her  absence,  the  last  objection  to  hospital 
care  would  disappear. 

In  the  United  States  we  have  no  use  for  the  midwife,  we  have 
abundant  medical  profession  in  times  of  peace,  but  in  many  cities, 
hospitals  are  not  sufficiently  numerous  to  care  for  the  population 
and  facilities  are  such  that  it  is  difficult  to  educate,  train  and  control 
midwives,  and  while  foreigners  can  bring  them  and  use  them,  they 
are  on  the  whole  a  menace  to  the  health  of  the  population. 

We  find  a  relic  of  by-gone  days  in  the  so-called  out-patient  practice 
in  obstetrics  in  hospitals  and  dispensaries.  We  train  medical  stu- 
dents in  medicine  and  surgery  in  wards  of  our  hospitals  under  most 
favorable  conditions  and  best  possible  appliances.  Why  should 
students  of  obstetrics  be  sent  into  filthy  tenements  to  learn  how  to 
practise  obstetrics  properly;  why  should  not  the  student  of  surgery 
be  sent  to  tenements  to  diagnosticate  the  difference  between  a 
fracture  and  a  sprain,  to  open  small  abscesses  and  to  close  trivial 
wounds?  Why  should  not  students  of  medicine  be  sent  to  tene- 
ments to  make  the  diagnosis  of  typhoid  fever,  appendicitis  and  pneu- 
monia? When  hospitals  are  sufficiently  numerous  to  accommodate 
the  population  and  medical  students  are  taught  in  hospitals  only, 
infant  mortality  will  be  considerably  lessened  and  medical  education 
greatly  improved.  The  abandonment  of  out-patient  practice  in 
obstetrics  must  be  immediately  followed  by  Social  Service  work, 
whereby  the  family  whose  mother  goes  to  the  hospital  is  promptly 
and  efficiently  kept  together. 

Must  all  patients  go  to  hospitals  for  confinement  in  the  interest 
of  the  prevention  of  infant  mortality?  Those  who  are  able  and  will- 
ing to  provide  hospital  facilities  in  their  homes  certainly  have  the 
right  to  do  so.  Those  physicians  who  are  able  and  willing  to  install 
hospital  facilities  in  private  houses,  to  employ  a  sufficient  number 
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of  assistants  and  nurses  to  maintain  hospital  technic,  certainly 
have  the  right  so  to  do.  But  under  no  less  procedure  can  the  inter- 
est of  the  infant  be  safeguarded  as  well  in  private  as  in  the  hospital. 
Among  the  most  recent  measures  of  interest  in  the  prevention  of 
infant  mortality  are:  recognition  of  the  value  of  prenatal  care  among 
parturient  women;  second  only  in  importance  is  the  campaign 
instituted  by  the  Army  and  Navy  against  venereal  disease  and  next 
to  these  in  importance  ranks  the  fight  against  tuberculosis.  No  less 
important  is  the  movement  to  do  away  with  the  use  of  alcohol.  If  all 
of  these  could  be  efficiently  carried  out,  the  result  upon  the  infant 
population  would  be  amazingly  good. 

But  while  one  may  build  medical  and  philanthropic  castles,  not  in 
the  air,  but  in  the  future  of  our  hopes,  one  must  ask  the  question, 
what  is  the  real  reason  for  the  neglect  of  infant  life?  What  is  the 
most  potent  factor  producing  infant  mortality?  Laying  aside  cer- 
tain hereditary  tendencies  for  which  the  individual  is  in  no  way 
responsible,  we  are  confronted  with  the  unfortunate  fact  that 
selfishness  more  than  anything  else  is  at  the  root  of  infant  mor- 
tality. In  decided  contrast  is  seen  the  pitiful  struggle  of  the  poor 
mother  to  give  her  life  and  strength  to  protect  her  infant,  while 
among  those  who  have  the  means  of  life,  how  Httle  thought  and 
attention  is  given  to  the  infant  life.  During  pregnancy  the  mother 
does  other  things  first  and  whatever  of  health  and  strength  is  left 
is  given  to  the  unborn  child;  the  demands  of  society's  various 
fads  and  fancies,  anything  but  simple  recognition  of  the  fact  that 
the  life  within  her  demands  much  of  her  own. 

It  has  required  war  to  cause  this  nation  to  take  economics  seri- 
ously and  a  nation  will  save  to  kill  when  it  will  not  save  to  preserve 
the  lives  of  the  unborn.  The  natural  instinct  of  man  and  woman  to 
shield  that  which  is  [helpless  must  be  saved  from  the  canker  of 
selfishness  if  infant  life  is  to  be  really  appreciated.  History  has 
repeatedly  shown  that  in  proportion  as  a  nation  strayed  in  license  and 
vice  from  its  ideals,  in  that  proportion  did  the  springs  of  the  nation's 
life  become  foul  and  the  nation  fall  into  decay. 

You  have  possibly  been  among  the  hills  and  mountains  where 
mountain  springs  came  pure  and  fresh  from  the  rocks,  in  the  rivulet 
and  the  brook  the  water  continues  its  way  until  gaining  in  strength 
its  volume  becomes  a  stream,  and  the  stream  taking  on  new  strength 
from  other  sources,  becomes  a  river,  and  the  river  broadened  and 
deepened  to  the  sea;  and  so  the  current  of  a  nation's  life  has  origin 
in  these  little  springs  of  being  which  issue  from  the  rocks  and  channels 
of  primitive  human  nature,  whose  origin  is  in  the  primal  instinct  of 
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the  human  soul,  and  these  little  Hves  uniting  into  the  people,  flow 
on  through  the  meadows  of  prosperity,  over  the  shoals  and  among  the 
rocks  of  adversity,  breaking  at  times  through  the  mountains  of 
opposition,  until  finally  the  great  river  of  the  nation's  life  joins  the 
mighty  sea  of  humanity.  These  Uttle  springs  are  fed  by  the  rain  and 
the  sun  from  heaven,  watched  over  by  the  stars  at  night,  and 
shielded  by  the  silent  sentinels  of  the  forest.  The  water  is  pure  as 
crystal  and  clear  as  the  sunlight,  and  so  it  is  with  the  springs  of  a 
nation's  life,  tmless  the  source  can  be  in  the  primal  instincts  of 
humanity  in  its  great  psychic  and  moral  forces  which  distinguish 
man  from  brute,  the  springs  of  a  nation's  Ufe  will  be  devoid  of  power, 
wanting  in  body  and  lose  themselves  in  the  quicksands  of  an 
uncertain  and  selfish  existence. 

250  South  Twenty-first  Street. 


INFLUENZA  IN  ITS   RELATION  TO  PREGNANCY  AND 

LABOR.* 

BY 
P.  BROOKE  BLAND,  M.  D.,  F.  A.  C.  S., 

Assistant  Professor  of  Gynecology,  Jefferson  Medical  College;  Gynecologist 
to  St.  Joseph's  Hospital, 
Philadelphia,  Pa. 

Future  historians  will  record  the  months  of  September  and 
October,  191 8,  as  the  most  dismal  and  destructive  period  in  the 
health  annals  of  Philadelphia  and,  perhaps,  no  community  in  modem 
times  has  experienced  such  an  overwhelming  calamity.  This  visi- 
tation, despite  the  heroic  work  of  our  Health  Department  and  the 
unflinching  efforts  of  the  medical  profession,  has  apphed  to  modern 
sanitation  its  supreme  test,  and  medical  science,  in  spite  of  ceaseless 
toil  and  splendid  accomplishment,  has  stood  in  many  instances, 
impotent  and  practically  helpless.  This  statement  appHes  par- 
ticularly to  those  severely  afflicted  with  associated  pulmonary 
complications,  but  more  especially  to  women  in  the  various  stages 
of  pregnancy. 

History. — A  record  of  events  is  always  studied  with  interest  and 
profit,  so  I  offer  these  as  an  excuse  for  referring,  briefly,  to  the  his- 
tory of  this  destructive  disease.  In  studying  influenza,  historically, 
one  finds  it  has  been  present  practically  throughout  all  the  ages  and 

*  Read  at  a  meeting  of  the  Obstetrical  Society  of  Philadelphia,  November  7, 
1918. 
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medical  historians,  according  to  Conklin,  "have  interpreted  the 
vague  utterances  of  Hippocrates  and  Livy,  referring  to  a  disease 
that  assumed  epidemic  proportions  in  412  B.  C,  as  the  first  written 
allusion  to  the  disease."  It  is  quite  probable,  however,  that  the 
malady  existed  long  before  that  period.  It  prevailed  quite  ex- 
tensively in  the  sixth  century  and  as  sneezing  was  a  characteristic 
accompaniment,  it  is  asserted  that  the  custom  of  calling  down  "  God's 
blessing"  on  those  who  sneezed,  originated  at  this  time.  In  827 
and  876  epidemics  prevailed  in  Italy  and  spread  rapidly  throughout 
Europe.  Historians  claim  that  the  epidemic  of  876  very  sadly 
discomfited  the  victorious  army  of  Charlamagne  on  its  return 
march  from  Rome.  One  epidemic,  limited  to  Germany  and  France, 
was  prevalent  in  the  tenth  century  and  then  for  some  unexplainable 
reason,  the  world,  it  is  said,  enjoyed  comparative  freedom  from 
the  disease  for  a  period  of  200  years.  Various  authors  de- 
scribed influenza  at  the  beginning  of  the  fifteenth  century  and  the 
course  of  the  disease  in  pregnant  women  was  referred  to  by  a  few  of 
these  men.  In  France,  during  the  reign  of  Charles  VI,  in  1414, 
an  epidemic  of  quite  extensive  proportions  prevailed  and  an 
allusion  to  its  effect  on  pregnant  women  was  made.  The  identity 
of  this  observer  remains  unknown.  Later,  from  time  to  time, 
references  were  made  to  its  influence  on  pregnancy  and  labor. 
Our  positive  knowledge,  however,  of  the  disease,  according  to 
Wilson,  "quoted  by  Conklin,"  dates  from  the  great  European 
epidemic  of  15 10.  The  malady  at  this  time  was  so  extensive,  it  is 
claimed,  that  "  not  a  single  family  and  scarcely  a  person  escaped." 
It  was  again  rampant  and  extremely  widespread  in  1557  and  for 
the  first  time  in  history  crossed  the  Atlantic  and  reached  the  shores 
of  America.  Indeed,  at  this  period  it  became  pandemic  and  was 
marked  by  an  extremely  high  mortaUty.  A  very  virulent  epidemic 
prevailed  in  1675  and  large  numbers  of  pregnant  women  were 
affected,  many  of  them  died.  This  is  contrary  to  what  had  taken 
place  in  1414,  when  cases  of  death  in  pregnancy  were  said  to  be 
extremely  rare.  During  the  past  400  years  the  world  has  expe- 
rienced approximately  seventy  epidemics,  one-half  of  which  from 
their  extensive  character  deserve  to  be  looked  upon  as  pandemics. 
There  is  recorded  a  description  of  a  violent  epidemic  occurring  in  the 
early  part  of  the  eighteenth  century  which  was  especially  fatal. 
Sixty  thousand  persons  were  infected  in  Vienna.  A  large  number 
of  cases  occurred  in  pregnant  women  and  a  large  percentage  died. 
On  April  4,  1761,  a  severe  epidemic  broke  out  in  London  and  practi- 
cally the  entire  population  of  the  city  became  afficted  and  pregnant 
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women  were  especially  attacked.  Abortion  and  premature  labor 
occurred  and  these  were  followed  by  a  high  mortality.  The  last 
century  has  witnessed  thirteen  epidemics.  One,  very  severe, 
prevailed  in  1847  and  another,  with  which  many  of  us  are  famihar, 
occurred  in  1889,  1890  and  1891.  Our  definite  knowledge  of  the 
disease  in  relation  to  pregnancy  really  dates  from  this  time.  Studies 
were  carried  out  both  in  this  country  and  in  Europe,  particularly 
in  France  by  Lefour,  Vinay,  Labadie-Lagrave,  Paul  Barr  and  others. 

History  of  Present  Epidemic. — -The  present  epidemic  in  this  com- 
munity (Philadelphia),  began  in  the  latter  part  of  August,  but 
did  not  assume  alarming  proportions  until  the  middle  of  Sep- 
tember. Since  then  the  toll  exacted  in  morbidity  and  mortality,  is 
almost  unconceivable  and  the  total  number  of  persons  infected 
thus  far  is  impossible  to  determine.  This  is  due  to  several  reasons. 
In  the  early  stages  of  the  epidemic,  cases  were  not  reported  nor 
were  they  reportable.  Thousands  of  cases  occurred  and  were  not 
recorded  because  the  physicians  did  not  have  the  time.  The  Bureau 
of  Health,  however,  estimates  that  at  least  10  per  cent,  of  the  popu- 
lation or  175,000  persons  were  infected. 

Factors  of  Present  Epidemic. — In  the  present  epidemic  certain 
factors  stand  out  with  unusual  prominence: 

1.  The  enormous  number  of  persons  afiiicted. 

2.  The  marked  incidence  of  pulmonary  complications. 

3.  The  high  degree  of  mortality. 

4.  The  unusual  disturbance  in  the  functions  of  the  generative 
organs  of  women. 

5.  The  susceptibility  of  pregnant  women  to  the  disease. 

6.  The  high  percentage  of  abortion  and  premature  labor  occurring 
among  pregnant  women  afiiicted. 

7.  The  extremely  high  mortality  occurring  in  these  subjects. 
General   Mortality  of  Present   Epidemic. — The  general  mortality 

in  this  city,  for  the  four  weeks  during  the  height  of  the  present 
epidemic,  from  September  28th  to  October  26th,  inclusive,  reached 
the  appalling  figures  of  13,939.  Of  this  number  11,599  persons 
died  of  influenza  and  pneumonia.  For  the  week  ending  October 
5th  the  death-rate  per  thousand  of  population  was  35.26  per  cent., 
for  the  week  ending  October  12th,  it  was  95.74  per  cent.,  for  the 
week  ending  October  19th  it  increased  to  107.07  per  cent.,  the  highest 
death-rate  ever  recorded  in  the  history  of  the  Health  Bureau. 
The  highest  death-rate  in  this  city  occurred  on  October  15th.  On 
this  day  711  persons  succumbed  to  influenza  and  pneumonia,  and  on 
October  i6th,  the  largest  number  of  deaths  reported  throughout  the 
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state  reached  1831.  During  October,  191 7,  the  deaths  from  these  dis- 
eases in  this  city  averaged  seven  daily.  The  death-rate  for  the  city 
during  the  year  of  191 7,  was  17.02  per  thousand  population. 
In  this  connection  it  is  of  extreme  interest  to  study  the  recent  report 
of  the  United  States  Census  Bureau  for  the  year  191 6.  During 
that  period  18,886  persons  died  of  influenza,  equivalent  to  a  death- 
rate  of  16.4  per  100,000  population.  These  figures  represent  an 
increase  of  65  per  cent,  over  those  in  1915  and  an  increase  of  75 
per  cent,  over  1914,  thus  showing  a  progressive  increase  in  the 
mortality  of  influenza  during  the  years  mentioned.  The  death- 
rate  for  the  present  year  will  unquestionably  be  far  in  excess  of  any 
previous  period.  In  a  report  in  the  Journal  of  the  American  Medical 
Association,  September  28,  1918,  reference  is  made  to  the  present 
epidemic  and  it  is  claimed  that  10  per  cent,  of  those  infected 
develop  pneumonia  and  that  the  mortahty  ranges  from  25  to  33)^ 
per  cent. 

Relation  of  Influenza  to  Pregnancy  and  Labor. — In  a  perusal  of  the 
early  history  of  influenza  one  finds  but  scanty  reference  to  its  influence 
on  pregnancy  and  labor.  This  is  probably  due  to  the  comparative 
mildness  of  the  disease  in  former  epidemics  and  perhaps  pregnant 
women  did  not  suffer  to  the  extent  they  have  in  that  through  which 
we  are  now  passing,  although,  as  previously  stated,  reference  was 
made  to  the  disease  in  its  relation  to  pregnancy  and  labor  as  early 
as  the  fifteenth  century.  The  presence  of  a  hemorrhagic  tendency 
is  remarked  by  some  authors,  and  epistaxis  and  menorrhagiahave 
been  mentioned  as  the  most  common.  The  fact  that  pregnant 
women  are  likely  to  abort  or  miscarry  is  also  referred  to.  Both 
Biemer  and  Gottshalk  have  reported  observations  of  this  type. 
G.  H.  Gilmore  reports  four  personal  cases  of  influenza  complicating 
pregnancy.  One  patient  was  delivered  of  a  living  child  at  the  eighth 
month  and  recovered.  Two  patients  aborted  and  recovered.  The 
fourth  patient  recovered  and  her  pregnancy  continued  to  full  term. 
This  author,  writing  as  late  as  1897,  states  that  from  the  reports 
he  was  able  to  gather,  influenza  is  not  an  infrequent  complication 
of  pregnancy  and  that  many  cases  of  abortion  and  premature  labor 
occur.  He  also  states  that  pregnancy  complicated  by  influenza 
and  terminating  in  either  abortion  or  miscarriage  "occasionally" 
results  in  the  death  of  the  mother.  The  sad  experience  in  the  present 
epidemic  compels  one  to  accept  this  statement  with  considerable 
reserve  and  it  would  certainly  be  more  truthful,  descriptive  and  not 
too  emphatic  to  say  that  pregnancy  complicated  by  influenza  in 
this  epidemic,  at  least,  terminates  in  abortion  and  premature  labor 
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in  a  large  percentage  of  cases  and  not  occasionally,  but  frequently 
the  mother  dies.  Indeed,  the  frequency  of  abortion  and  premature 
labor  with  the  associated  high  mortality  in  the  epidemic,  through 
which  we  are  passing,  is  almost  unbelievable.  Practically  every 
physician  has  been  appalled  by  the  disruption  of  the  function  of  the 
pelvic  organs  culminating  in  menorrhagia,  metrorrhagia  and  prema- 
ture birth,  the  latter  frequently  being  followed  by  the  death  of  both 
mother  and  child.  I  am  persuaded  that  nearly  every  physician 
is  this  city  has,  during  the  past  few  weeks,  observed  on  one  or  more 
occasions  conditions  of  this  type.  There  are  approximately  3000 
physicians  in  active  practice  at  this  time  and,  therefore,  a  simple 
reference  to  the  multiplication  table  demonstrates  most  vividly  the 
terrible  destructiveness  of  the  calamity  through  which  we  have  just 
passed. 

Acute  Infections  of  the  Disease  in  Relation  to  Pregnancy. — It  is 
quite  generally  accepted  that  pregnancy  increases  the  susceptibility 
of  women  to  nearly  all  of  the  acute  infections  and  the  theory  that 
pregnancy  renders  women  immune  to  a  certain  degree  to  these  infec- 
tions is  at  present  quite  universally  refuted.  This  statement 
applies  to  all  the  acute  infections  excepting  scarlet  fever  and  cholera. 
Statistics  show  that  pregnant  women  are  not  as  commonly  attacked 
by  those  infections  as  are  the  nonpregnant. 

Scarlet  Fever. — Olshausen,  according  to  Williams,  was  only  able 
to  find  seven  instances  of  scarlet  fever  contracted  by  women  while 
pregnant,  but  those  infected,  however,  showed  a  very  high  mortaUty. 

Cholera. — This  disease  from  observations  made  is  not  as  common 
in  pregnancy  as  it  is  in  the  nonpregnant,  but  those  becoming  infected, 
like  scarlet  fever,  show  an  extremely  high  death  rate.  During  the 
cholera  epidemic  at  Hamberg,  in  1892,  Schutz  (quoted  by  Williams) 
reported  a  mortahty  of  50  per  cent,  in  pregnant  women  and  54  per 
cent,  of  pregnancies  ended  in  either  abortion  or  prematured  labor. 
Other  infections  such  as  typhus,  typhoid,  smallpox  and  pneumonia 
exact  an  extremely  heavy  toll. 

Typhoid  Fever. — Statistics  show  that  in  typhoid  fever  from  40 
to  60  per  cent,  of  pregnant  women  abort  or  are  delivered  prema- 
turely and  that  the  mortality  of  the  disease  is  increased  thereby  at 
least  25  per  cent. 

Smallpox. — Vinay  (quoted  by  Williams)  reported  235  cases  of 
this  disease  compHcating  gestation  with  a  mortality  of  36  per  cent. 
In  the  nonpregnant  the  mortality  is  placed  at  less  than  25  per  cent. 
Abortion  and  premature  labor  occur  quite  commonly. 

Pneumonia. — This  disease  complicating  pregnancy,  is  an  extremely 
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serious  condition.  Gestation  is  interrupted  in  more  than  50  per 
cent,  of  the  cases  and  accompanied  by  a  mortality  of  from  15 
per  cent,  to  35  per  cent.  Vinay,  in  studying  this  question,  made  the 
interesting  observation  that  in  instances  of  pneumonia,  in  which 
pregnancy  was  interrupted  by  an  induction  of  labor,  the  mortahty 
rose  to  68  per  cent. 

Influenza. — As  I  have  previously  intimated  this  disease  has  not 
been  accorded  real  serious  consideration  in  its  relation  to  pregnancy 
and  labor,  although  previous  epidemics  have  seriously  interfered 
with  these  vital  processes.  I  am  convinced  that  many  of  the  pre- 
vious epidemics  have  been  infinitely  less  severe  and  have  not  disturbed 
to  the  same  degree  or  so  mortally  pregnant  woman  as  has  the  present 
epidemic.  Paul  Barr  in  1898,  observed  thirty-five  personal  cases 
in  varying  stages  of  pregnancy.  Thirty-three  were  in  no  wise  dis- 
turbed, but  two  had  their  labor  somewhat  hastened.  There  were 
no  postpartum  complications.  Jacquemier,  in  1837,  stated  that 
grip  had  little  action  upon  pregnancy,  but  that  in  pulmonic  cases 
premature  labor  is  often  produced.  He  did  not  observe,  as  did 
Cazeaux,  that  the  disease  is  much  more  fatal  than  in  the  nonpregnant. 
Jacquemier  concluded  his  paper,  however,  by  saying  that  no  action 
in  pregnancy  occurs  in  simple  influenza,  but  is  a  grave  danger  in 
severe  infections.  Felkin  and  Muller,  reported  by  Barr,  however, 
observed  premature  labor  in  six  out  of  seven  and  in  fifteen  out  of 
twenty-one  cases  of  pregnancy  respectively  and  Schmid  in  1897, 
in  reporting  157  cases  of  influenza  in  women,,  twenty-one  of  whom 
were  pregnant,  stated  that  seventeen  of  this  number  aborted  and 
of  those  not  pregnant  all  but  three  showed  marked  signs  of  disturbed 
uterine  and  ovarian  function  (quoted  by  Williams).  No  epidemic 
in  history,  however,  has  exacted  the  sacrifice  of  pregnant  women, 
as  has  the  present;  a  sacrifice  that  is  inestimable  because  it  occurs 
in  young  mothers  whose  potential  contribution  to  humanity  and 
the  world  is  almost  beyond  computation.  Indeed  influenza,  now 
recognized  as  the  first,  most  widespread  and  destructive  of  all  the 
acute  infections  of  our  time,  will  be  accorded  a  new  position  in  medi- 
cal hterature.  It  has  been  stated  by  one  author  that  effects  of  the 
disease  vary  according  to  the  severity  of  the  infection  and  frequency 
of  pulmonary  complications.  This  epidemic  has  been  rather  dis- 
tinguished by  the  unusual  frequency  of  the  respiratory  type  and  this 
feature  plus  the  profound  intoxication,  has  no  doubt  been  largely 
responsible  for  the  magnitude  of  the  disturbance  in  women  bearing 
children.  Concerning  the  frequency  of  abortion  M.  W.  Hall  raises 
the  question  as  to  whether  the  action  of  the  influenzal  bacillus  is  not 
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more  or  less  direct  on  account  of  its  close  tribal  relation  to  the 
bacillus  abortus  of  Bang.  E.  P.  Davis  claims  the  high  mortality 
of  acute  infections  is  primarily  due  to  the  extra  burden  the  pregnant 
woman  is  compelled  to  bear  and  which  her  vital  forces  are  incompe- 
tent to  withstand. 

Report  of  Cases. — The  grave  nature  of  the  present  epidemic  in  its 
relation  to  women  in  pregnancy  is  strikingly  emphasized  by  the  cases 
I  have  collected.  The  material  comprising  this  report  has  been 
gathered  from  various  hospitals  of  the  city,  from  men  in  general 
practice  and  includes,  also,  those  patients  coming  under  my  personal 
care  and  those  seen  in  consultation.  The  total  number  of  cases 
collected  to  October  31st  aggregated  200  and  includes  various 
divisions  of  the  infection,  as  (i)  mild,  (2)  moderate  and  (3)  severe 
with  pulmonary  complications.  Of  this  number  102  or  51  per  cent, 
recovered  and  ninety-eight  or  49  per  cent.  died.  These  patients  were 
in  varying  stages  of  pregnancy,  extending  from  three  months  to  full 
term.  The  history  of  child-bearing  was  obtained  in  120  and  of  this 
number  thirty-seven  were  primipara  and  eighty-three  were  multi- 
para. Of  the  120  cases  studied,  abortion  or  premature  labor  occurred 
in  seventy  or  58  per  cent,  and  in  fifty  or  42  per  cent.,  pregnancy 
was  not  disturbed. 

Since  the  collection  of  these  200  cases,  I  have  had  presented  the 
records  of  fifty-one  additional  cases.  Thirty  by  the  Woman's 
Hospital  of  this  city,  eight  by  Dr.  H.  J.  Francis,  five  by  Dr.  J.  C. 
Flynn,  four  by  Jefferson  Medical  College  Hospital,  two  by  Dr. 
W.  H.  Saunders  and  one  each  by  Dr.  E.  H.  Van  Dusen  and  Dr. 
L,  Spitz,  also  eighty-six  cases  reported  from  the  Cook  County 
Hospital,  Chicago,  by  Drs.  J.  W.  Nuzurh,  Isodore  Pilot,  F.  H. 
Stangl  and  B.  E.  Bonor,  are  included,  thus  making  an  additional 
137  cases  or  a  grand  total  of  337  cases.  Of  this  number  182  or 
54 per  cent,  recovered  and  155  or  46  per  cent.  died.  Of  the  eighty-six 
cases  reported  from  Cook  County  Hospital  forty-one  or  45.5  per  cent, 
died.  The  mortality  for  all  cases  totaling  over  2000  was  2)"^-  per  cent., 
thus  showing  that  the  mortality  in  the  pregnant  is  at  least  15  per 
cent,  higher  than  in  the  nonpregnant. 

TABLE  OF  PREVIOUS  PREGNANCIES. 

Total  number  of  cases— 120 

Primipara 37 

Multipara 83 
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Para-i 21 

Para-ii 28 

Para-iii 22 

Para-iv i 

Para-v 5 

Para-vi 3 

Para-vii 2 

Para-vii 2 

Total  number  of  cases — 200 

Source — Hospitals : 

Cases              Recovered  Died 

Philadelphia  General 40  17  23 

Women's  College  Hospital 16  12  4 

Women's  College  Hospital 

(Maternity  Dispensary) 8  2  6 

St.  Joseph's  Hospital 9  4  5 

Jefferson  Hospital 7  3  4 

Methodist  Hospital 7  2  5 

Episcopal  Hospital 15  i  14 

Physicians : 

Dr.  E.  Q.  T 9  6  3 

Dr.  A.  P.  K 9  2  7 

Dr.  L.  S 4  3  I 

Dr.  A.  E I  I 

Dr.  H.  S I  I 

Dr.  C.  C.  T 7  7 

Dr.  H.  F 5  3  2 

Dr.  A.  H 4  2  2 

Dr.  G.  W I  -  I 

Dr.  H.  H 7  5  2 

Dr.  F.  H.  M I  -  I 

Dr.  W.  H.  J 2  I  I 

Dr.  F.  R.  W 6  4  2 

Dr.  J.  O.  A 30  22  8 

Dr.  E.  A.  Van  D 2  2  i 

Dr.  George  C 4  2  2 

Dr.  J.  S.  H 5  I  4 


.4^6  Incidence  of  Influenza  Complicating  Pregnancy  and  Labor. — 
In  considering  the  relation  of  age,  it  can  be  quite  safely  asserted 
that  the  majority  of  cases  follow  a  well-defined  law  and  naturally, 
as  one  would  expect,  the  largest  number  occurred  during  the  early 
child-bearing  period.  Therefore,  the  disease  affected  comparatively 
young  women.  The  large  proportion  of  cases  developed  between 
the  twentieth  and  thirtieth  year.  In  this  series  eighty-seven  or 
practically  72  per  cent,  were  infected  during  this  time.  The 
youngest  patient  was  fifteen  and  the  oldest  was  forty-four. 
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TABLE  SHOWING  AGE  OF  PATIENTS  IN  RELATION 
TO  THE  DISEASE. 

Total  number  of  cases — 120 

Age  Number 

IS I 

16 o 

17 o 

18 o 

19 2 

20 4 

21 5 

22 4 

23 12 

24 12 

25 14 

26 19 

27 6 

28 7 

29 S 

30 9 

31 I 

32 4 

33 I 

34 I 

35 2 

36 3 

37 2 

38 2 

39 I 

40 2 

41 o 

42 o 

43 o 

44 I 

45 • o 


Course  of  the  Disease. — Influenza  complicating  pregnancy  does 
not  pursue  any  distinguished  course.  The  symptoms  do  not  vary 
from  those  seen  in  an  ordinary  case.  The  mild  cases  are  ushered 
in  by  the  usual  chill,  followed  by  a  moderate  elevation  of  temperature, 
accelerated  pulse,  increased  respiration,  headache  and  generalized 
body  pain,  sore  throat,  cough,  expectoration,  depression  and  prostra- 
tion. In  short  a  typical  clinical  picture  of  the  common  type  of  the 
disease.  These  patients  in  our  series  all  recovered  and  there  was 
no  interruption  of  pregnancy.  Sixteen  cases  of  this  form  are  in- 
cluded in  this  paper. 
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In  moderately  severe  cases,  the  clinical  picture  resembles  that  of 
the  mild  type  only  the  symptoms  are  more  marked.  In  these  cases, 
recovery  is  the  rule  and  pregnancy  is  only  occasionally  disturbed. 
In  this  series,  we  had  twenty-six  cases  belonging  to  the  so-called 
moderately  infected.  Twenty-five  of  these  patients  recovered  and 
one  died.  Abortion  occurred  ten  times  and  in  fifteen  the  pregnancy 
continued.  The  severe,  complicated  cases  are,  as  a  rule,  extremely 
violent  in  onset  and  the  course  is  rapid  and  alarming.  Early  and 
extensive  pulmonary  complications  arise.  The  temperature  ranges 
from  102°  to  105°  or  higher.  The  pulse  becomesextremely  rapid  and 
weak.  Respirations  range  from  30  to  60.  A  low  muttering  de- 
li riu  m  appears.  Cyanosis  is  manifest  comparatively  early  and  is  quite 
constant  and  profound.  When  this  sign  becomes  evident,  abortion 
or  premature  labor  occurs  usually  within  twenty-four  to  forty-eight 
hours,  providing,  of  course,  the  patient  survives.  The  urine  of  these 
severely  affected  patients,  contrary  to  what  one  would  expect 
to  find,  did  not  show  any  change,  except  the  usual  findings  of  an 
acute  febrile  condition.  In  the  milder  cases,  the  urinary  analyses 
were  entirely  negative.  In  none  of  the  cases  comprising  this  report 
were  urinary  findings  striking.  In  the  severe  cases,  the  disease 
progressed  very  rapidly  and  labor  occurred  in  a  large  percentage  of 
cases,  frequently  terminating  fatally.  There  were  seventy-eight 
patients  classified  as  the  severe  or  complicated  type  and  of  this 
number  fifty-three  died,  equivalent  to  a  mortality  of  69  per  cent. 
Forty  of  the  seventy-eight  aborted  or  miscarried  and  in  the  majority, 
death  occurred  shortly  after  delivery.  In  some,  death  took  place 
before  the  pregnancy  was  interrupted.  In  this  series,  death  occurred 
in  forty  patients  subsequent  to  delivery  and  in  thirteen  the  preg- 
nancy was  not  disturbed.  Recovery  occurred  in  thirty  women  after 
abortion  and  in  thirty-seven  without  abortion.  Abortion  or  empty- 
ing of  the  uterus,  did  not  seem  to  act  favorably  but  rather  un- 
favorably on  the  progress  of  the  disease,  and  death  usually  took  place 
from  six  to  forty-eight  hours  after  delivery. 

TABLE  SHOWING  THE  RESULT  OF  THE  DISEASE  ON  PREGNANCY. 


Influenza  Mild: 
Recovered 

16 

Died 
0 

Influenza  Moderate: 
Recovered 

2  c 

Died 
I 

Influenza  Severe: 
Recovered 

25 

Died 
53 

Mortality 69  per  cent. 

Recovery 31  per  cent. 
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TABLE  SHOWING  THE  RESULT  OF  THE  DISEASE  ON  PREGNANCY. 

Recovery: 

Pregnancy  interruption 30 

No  interruption ." 37 

67       • 

•    Death: 

Interruption 40 

No  interruption 13 

53 

Influence  of  the  Disease  upon  Labor. — In  the  patients  coming  under 
my  personal  care,  the  labor  has  not  been  marked  by  any  unusual 
phenomena  and  this  has  been  the  general  experience  of  the  physi- 
cians who  have  so  kindly  aided  me  in  preparing  this  report.  Indeed, 
in  a  large  proportion  of  instances  the  labor  was  rather  precipitate 
because  as  a  rule  it  took  place  between  the  seventh  and  eighth  or 
between  the  eighth  and  ninth  months  and,  therefore,  before  the  child 
was  mature.  The  third  stage  was  only  occasionally  marked  by  slight 
relaxation  of  the  uterus  and  a  tendency  to  rather  prolonged  reten- 
tion of  the  placenta  and  membranes.  In  none  did  severe  post- 
partum bleeding  occur  and,  indeed,  no  special  postpartum  disturb- 
ances were  noted. 

Influence  of  the  Disease  upon  the  Child. — The  children  born  alive 
seemed  to  be  fairly  normal  and  practically  all  continued  to  improve. 
Two  or  three  have  died  since  the  collection  of  this  report.  One  of 
the  children  died  of  a  typical  influenza.  In  all  there  were  forty- 
nine  babies.  Twenty-four  of  these  survived  and  twenty-five  were 
born  dead.  In  this  report,  we  have,  naturally,  only  included  those 
patients  in  whom  the  gestation  had  reached  the  seventh  month  or 
beyond  and  in  those  in  whom  the  labor  terminated  spontaneously. 
The  twenty-five  children  reported  dead  were  either  stillborn  or 
died  within  a  few  hours  or  days  subsequent  to  delivery. 

TABLE  SHOWING  RESULT  ON  CHILD. 

Living 24 

Dead 25 

49 

Condition  of  Placenta  and  Membrane. — In  no  instance  was  any 
abnormality  observed  in  the  placenta  or  membranes.  Personally 
I  have  inspected  these  structures  very  carefully  and  have  never 
observed  any  gross  change.     This  was  also  the  experience  of  other 
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physicians  who  so  generously  contributed  to  this  paper.  Unfortu- 
nately no  microscopic  studies  have  been  made  and  whether  this  will 
reveal  some  concealed  secret,  in  the  organs  mentioned,  remains 
to  be  determined. 

Source  of  Contagion. — In  the  great  majority  of  cases  a  history 
of  direct  exposure  or  contact  was  obtained.  Many  of  the  women 
were  infected  by  their  husbands,  occupying  the  same  apartment. 
Frequently  the  husbands  kissed  their  wives  while  suffering  with 
the  disease.  The  "good  night  kiss"  in  many  of  the  cases,  herewith 
reported,  was  literally  the  kiss  not  only  of  "good  night"  but  "good- 
bye." In  other  instances  they  were  infected  by  attending  sick 
children  or  other  members  of  the  household  or  by  visiting  afflicted 
relations  or  friends.  This  is  an  extremely  important  observation 
and  should  be  to  us  an  object  lesson  in  caring  for  pregnant  women 
now  under  our  care  and  in  future  epidemics.  In  the  present  epi- 
demics it  has  been  proven,  that  if  patients  are  kept  from  exposure 
and  isolated,  the  probability  of  infection  is  extremely  remote.  At 
the  outbreak  of  the  present  epidemic,  twenty  pregnant  women  were 
being  cared  for  in  the  Maternity  Department  of  the  Woman's  Col- 
lege Hospital.  These  women  were  isolated,  supplied  with  special 
nurses  and  visiting  was  absolutely  tabooed.  Not  one  of  these 
patients  contracted  the  disease. 

Prognosis. — From  what  has  been  stated  previously,  the  prognosis 
of  influenza  complicating  pregnancy  and  labor  depends  largely  on 
the  type  of  infection,  its  severity  and  extent  of  complications.  It 
can  be  said  truthfully  that  practically  all  mild  cases  recover  and  the 
pregnancy  continues.  In  moderately  severe  uncomplicated  cases, 
the  majority  of  mothers  get  well  and  only  a  very  small  minority 
succumb.  Occasionally  the  pregnancy  is  interrupted.  In  severe 
complicated  infections  a  high  mortality  is  the  rule.  At  least  69 
per  cent,  of  the  women  die  and  abortion  or  premature  labor  occurs 
in  more  than  50  per  cent,  of  the  cases.  The  prognosis  for  the  babies 
is  extremely  grave  and  about  50  per  cent,  succumb. 

Treatment. — Concerning  the  treatment  of  epidemic  influenza 
complicating  pregnancy  and  labor,  there  is  very  little  to  say.  Un- 
fortunately there  is  no  specific,  and  active  expectant  treatment  in 
the  complicated  cases  is  of  little  avail.  All  sorts  of  drugs  have  been 
used  and  all  plans  of  treatment  have  been  resorted  to  in  the  cases 
coming  under  our  care  and  I  cannot  recall  a  single  instance  in  which 
any  of  these  measures  modified  the  course  of  the  disease.  Whatever 
we  hope  to  accomplish  for  these  women  must  be  along  distinctly 
prophylactic  lines.     Early  and  complete  isolation  should  be  resorted 
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to.  No  chance  of  a  possible  exposure  should  be  taken.  These 
women  should  occupy  separate  sleeping  apartments.  No  visiting 
or  visitors  should  be  tolerated  and  absolute  avoidance  of  all  persons 
who  exhibit  signs  of  the  disease  should  be  insisted  upon.  An  abun- 
dance of  fresh  air,  both  by  day  and  by  night,  should  be  obtained. 
The  patient  should  be  urged  to  take  exercise  in  the  sun,  but  only 
in  the  neighborhood  of  her  home.  She  should,  under  no  circum- 
stances, be  permitted  to  travel  in  any  public  conveyance.  Her  resist- 
ance should  be  kept  at  the  highest  possible  point  by  generous  feed- 
ing and  the  body  functions  should  be  carefully  regulated.  Immu- 
nization should  be  instituted  by  specific  serums  and  vaccines,  if 
possible,  but  unfortunately  up  to  this  period  effective  elements  of 
this  kind  have  not  been  discovered.  What  the  future  holds  in  this 
line  of  therapy  is  still  clouded  in  mystery,  but  experience  with  vac- 
cine? in  the  present  epidemic  has  been  uncertain  and  in  most  cases 
unsatisfying.  The  committees  appointed  by  the  State  Board  of 
Health  of  Massachusetts  to  investigate  this  subject  reported  that  as  a 
prophylactic  agency  vaccines  are  only  mildly  protective,  and  as 
therapeutic  agencies  are  of  very  little  value. 

SUMMARY   and  CONCLUSION. 

1.  Epidemic  influenza  should  be  classified  as  the  first  and  fore- 
most acute  infectious  disease  of  our  time. 

2.  No  acute  infection  of  the  present  day  is  associated  with  such 
a  tremendous  degree  of  morbidity  or  a  high  percentage  of  mortality. 

3.  No  other  acute  infection  of  the  present  period  is  so  prone  to 
attack  pregnant  women  as  is  this  disease  and  none  more  destructive. 

4.  Epidemic  influenza,  occurring  in  pregnant  women,  of  a  mild 
and  moderate  character,  is  not  associated  with  grave  danger  to  the 
mother  or  her  gestation. 

5.  Influenza,  when  severe  and  associated  with  pulmonary  com- 
plications, is  an  extremely  serious  affection  and  is  associated  with 
abortion  or  premature  labor,  in  a  large  percentage  of  cases,  frequently 
followed  by  death  of  both  mother  and  child. 

6.  The  disease  in  the  mother  is  distinctly  a  contact  infection. 

7.  Whatever  is  to  be  accomplished  in  view  of  our  present  knowl- 
edge of  the  disease,  must  be  done  by  early  and  complete  isolation. 
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OBSERVATIONS  ON  A  SERIES  OF  CASES  OF  CESAREAN 

SECTIONS  DONE  AT  THE  LONG  ISLAND  COLLEGE 

HOSPITAL  DURING  THE  PAST  SIX  YEARS. 

BY 

.ALFRED  C.  BECK,  M.  D., 

Brooklyn,  X.  Y. 
(With  ten  illustrations.) 

In  this  paper  the  author  desires  to  present  a  detailed  report  of 
thirty-seven  personal  cases,  a  morbidity  study  of  107  consecutive 
sections  and  an  improved  technic  for  this  operation. 

Much  has  been  written  concerning  the  too  frequent  use  of  Cesarean 
section  as  a  means  of  overcoming  obstetric  difficulties.  It  has  been 
condemned  as  a  radical  procedure  in  most  of  the  reported  indica- 
tions excepting  marked  disproportion.  Its  dangers  are  being  con- 
stantly brought  to  our  attention  by  the  authorities  in  obstetrics 
while  at  the  same  time  very  little  is  said  of  the  dangers  of  the  cruder 
measures  which  serve  as  the  only  alternative  in  these  difficult  cases. 

Craniotomy  and  decapitation  in  neglected  cases  are  accompanied 
by  a  high  maternal  mortality.  The  same  may  be  said  of  version  and 
extraction  when  performed  late  in  labor,  long  after  the  membranes 
have  ruptured  and  the  presence  of  Bandl's  ring  warns  us  of  an 
impending  rupture  of  the  uterus.  Forceps  on  the  unengaged  head 
likewise  cannot  be  regarded  as  an  absolutely  safe  operation.  Not 
only  does  a  definite  high  mortality  accompany  these  procedures  but 
most  of  the  patients  who  survive  are  infected  and  so  traumatized 
that  difficult  and  dangerous  gynecological  operations  are  necessary 
to  relieve  them  of  the  serious  after-effects  of  these  crude  methods  of 
treatment.  Nothing  is  said  of  these  sequelae  when  we  are  reminded 
of  the  possibility  of  rupture  of  a  Cesarean  scar. 

At  the  Long  Island  College  Hospital  it  is  our  aim  not  only  to  save 
the  mother  and  child  but  fo  include  in  our  definition  of  a  good  result 
a  well  mother  and  a  healthy  child.  Cesarean  section  has  been 
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frequently  employed  as  a  means  of  attaining  this  result  when  other 
methods  in  many  instances  would  have  either  wholly  or  partially 
failed. 

In  the  following  report  of  my  personal  cases,  Cesarean  section 
has  been  done  37  times.  Only  one  mother  died  and  in  all 
probability  the  operation  had  little  to  do  with  this  fatality  as  she 
was  an  eclamptic.  Three  infants  died  soon  after  birth.  All  were 
premature.  In  two,  the  operation  was  the  best  procedure  to  be 
employed  in  the  interest  of  the  mother.  In  the  third,  a  case  of 
placenta  previa,  the  outcome  was  unsatisfactory,  as  this  means  of 
delivery  was  chosen  largely  in  the  interest  of  the  child. 

I  have  attempted  to  classify  the  cases  according  to  the  indications. 

PFLVIC  dystocia. 

This  was  the  principal  indication  in  sixteen  cases.  Of  these,  nine 
showed  marked  contraction  while  seven  were  of  the  border-line 
variety. 

Marked  contraction  of  the  inlet  was  present  in  cases  IV,  V,  VI,  X, 
XI,  XII,  and  XXIV.*  In  each  the  diagonal  conjugate  was  9  cm, 
or  under  and  the  pelvis  was  of  the  justominor  or  fiat  type.  Since 
five  of  these  patients,  V,  X,  XI,  XII,  and  XXIV,  came  from  the 
prenatal  clinic,  induction  of  premature  labor  might  have  been 
considered  as  a  means  of  avoiding  dystocia.  Our  experience  with 
premature  infants  does  not  justify  a  serious  consideration  of  this 
procedure.  While  we  may  deceive  ourselves  into  beHeving  a  good 
result  has  been  obtained  when  the  mother  leaves  the  hospital  with  a 
living  premature  infant,  it  is  an  established  fact  that  these  children 
are  not  hardy  and  many  of  them  fail  to  survive  the  first  year.  I 
therefore  elected  Cesarean  section  at  the  onset  of  labor  in  each  of 
these  cases  and  obtained  a  good  result  in  all  of  them. 

Two  patients  in  this  group,  IV,  and  VI,  came  into  the  hospital 
late  in  labor  after  repeated  vaginal  examinations  before  admission. 
A  midwife  examined  case  IV  a  number  of  times  through  an  un- 
prepared vulva.  Many  vaginal  examinations  likewise  were  made  in 
VI.  This  amount  of  handling  on  the  outside  certainly  was  a  contra- 
indication to  Cesarean  section.  However,  as  pubiotomy  was  not 
justifiable  because  of  the  degree  of  contraction  present,  the  only 
alternative  was  craniotomy.  Craniotomy  under  these  circumstances 
also  is  accompanied  by  considerable  risk,  Pinard  has  reported 
a  10  per  cent,  maternal  mortaUty  from  this  operation.  As  our 
maternal  mortality  in  Cesarean  sections  on  cases  examined  before 
admission  is  about  16  per  cent.,  I  chose  a  16  per  cent,  risk  rather 
than  a  10  per  cent,  one  in  order  that  I  might  avoid  embryotomy  on 
a  living  child.  The  puerperium  in  both  instances  was  febrile  and 
no  doubt  uterine  infection  was  present.  Luckily,  both  mothers 
*  Numbers  refer  to  accompanying  tables. 
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survived  as  did  their  children  and  case  IV  has  since  had  a  second 
child  by  Cesarean. 

Marked  contraction  of  the  outlet  was  the  indication  in  two  cases, 
XXXV  and  XXXVI.  In  these  the  bisischial  diameter  was  6 
cm.  and  6.5  cm.,  respectively,  while  the  posterior  sagittal  was  9  and 
8  cm.  Induction  of  premature  labor  was  not  considered  in  the 
prenatal  cUnic  because  of  the  objection  already  mentioned.  A  test 
of  labor,  to  be  followed  by  pubiotomy  in  the  event  of  failure,  was 
ruled  out  in  each  instanc  when  examination  at  the  onset  of  labor 
showed  the  presence  of  a  large  child.  As  spontaneous  delivery 
seemed  quite  impossible  and  as  considerable  trauma  would  have 
followed  pubiotomy  should  the  test  of  labor  have  failed,  delivery 
was  accomphshed  by  Cesarean  section  with  a  satisfactory  outcome. 

Contraction  of  a  lesser  degree  was  encountered  in  seven  cases, 
III,  XIV,  XVII,  XIX,  XX,  XXIII,  XXIX.  In  all  of  these  the 
diagonal  conjugate  was  10  cm.  or  over.  Ordinarily,  each  would 
have  been  given  a  test  of  labor.  Three  however,  were  multiparae, 
whose  previous  labors  were  sufi&cient  indication  for  elective  section, 
III,  XIV  and  XVII. 

Case  XVII  had  a  generally  contracted  funnel  pelvis  with  a 
diagonal  conjugate  of  10  cm.  and  a  bisischial  of  8  cm.  Her  previous 
labors,  three  in  number,  had  been  operative  and  resulted  in  stillbirths. 
In  addition,  the  examination  at  the  onset  of  labor  showed  a  large 
child. 

Case  XIV  was  a  generally  contracted  funnel  pelvis  whose  diagonal 
and  bisischial  were  10  cm.  and  7)^  cm.,  respectively.  Previous 
pregnancy  had  been  terminated  by  Cesarean.  Examination  at  the 
onset  of  labor  showed  a  large  child  in  transverse  presentation. 

Case  III  was  very  anxious  to  have  a  living  child,  after  a  previous 
operative  deUvery  through  a  border-hne  generally  contracted  funnel 
pelvis  had  resulted  in  a  stillbirth. 

The  elective  procedure  was  done  with  a  good  result  in  each  case. 

The  four  remaining  border  line  contractions  were  given  tests  of 
labor  of  varjang  degree. 

Case  XIX,  a  generally  contracted  pelvis  with  a  diagonal  of  10  cm., 
gave  a  history  of  one  spontaneous  delivery  and  two  labors  terminated 
by  operative  means,  the  latter  two  resulting  in  stillbirths.  Examina- 
tion at  the  onset  of  labor  showed  a  floating  head  which  could  not  be 
engaged  because  of  considerable  overriding.  Accordingly,  an  elect- 
ive Cesarean  was  advised  as  the  patient  was  very  anxious  to  have 
a  living  child.  This,  the  patient  refused  as  she  had  had  a  previous 
spontaneous  delivery.  A  test  of  labor,  therefore  was  given  in  spite 
of  my  warning  as  to  the  possibiUties  should  the  cord  become  pro- 
lapsed. The  membranes  ruptured  spontaneously  when  the  cervix 
was  fully  dilated,  and  the  cord  prolapsed.  It  was  replaced  with 
great  difficulty  only  after  the  pulsations  had  dropped  to  about  40. 
After  three  hours  in  the  second  stage,  there  was  no  evidence  of 
engagement.  The  fetal  heart  had  returned  to  normal.  A  Cesarean 
was  then  done.  This  was  a  typical  case  for  pubiotomy  but  as  the 
fetal  risk  would  have  been  greater  had  that  procedure  been  employed 
the  patient  preferred  delivery  by  section. 
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Case  XIX  had  a  general  contraction  with  a  diagonal  of  10.5  cm. 
and  a  history  of  five  previous  instrumental  deliveries,  three  of  which 
resulted  in  stillbirths.  Examination  showed  a  fairly  large  child 
but  it  was  thought  best  to  let  her  have  a  test  of  labor.  After  thirty 
hours  of  good  pains,  the  fetal  heart  became  irregular  and  Cesarean 
section  was  chosen  as  the  best  means  of  saving  the  child. 

Case  XXIII  was  that  of  a  dwarf  with  a  marked  scoliosis  and  a 
slight  generally  contracted  funnel  pelvds.  After  twenty-four  hours 
of  labor,  there  was  considerable  overriding.  Since  this  was  out  of 
proportion  to  the  disproportion  between  the  size  of  the  head  and  the 
pelvis  as  shown  by  her  measurements,  it  was  concluded  that  the 
scoliosis  was  the  principal  factor  in  the  dystocia  and  accordingly, 
a  Cesarean  was  done. 

Case  XX  had  a  slightly  flattened  pelvis  and  a  fairly  large  child. 
After  fifty  hours  of  labor  no  engagement  was  observed,  even  though 
the  cervix  was  fully  dilated.  Pubiotomy  was  not  considered  because 
the  patient  was  a  primipara  and  I  feared  the  trauma  which  fre- 
quently follows  this  operation  when  the  soft  parts  have  not  been 
prepared  by  a  previous  delivery. 

All  mothers  and  infants  in  this  group  survived. 

large  child. 

Fetal  dystocia  was  present  in  three  cases,  XXV,  XXXI  and 
XXXII. 

Case  XXV  on  examination  showed  a  large  child  presenting  as  a 
frank  breech.  After  twenty-four  hours  of  labor,  there  was  no  en- 
gagement. Cesarean  section  gave  us  a  living  child  weighing  4350 
gm. 

Case  XXXI  had  a  normal  pelvis.  After  seventy-two  hours  of 
labor,  there  was  no  engagement  and  a  retraction  ring  could  be  felt 
above  the  fetal  head. 

Case  XXXII  was  several  weeks  over  term.  As  the  head  was  not 
moldable  and  the  pelvis  slightly  contracted,  dystocia  was  antici- 
pated. The  membranes  ruptured  before  the  onset  of  labor.  After 
nine  hours  of  good  pains,  the  head  failed  to  engage.  The  possi- 
bilities accompanying  dry  labor  in  a  case  complicated  by  dispropor- 
tion were  explained  to  the  patient  and  she  preferred  a  Cesarean 
rather  than  risk  the  loss  of  her  child  in  a  test  of  labor. 

Convalescence  in  each  of  these  three  cases  was  uneventful.  x\ll 
of  the  infants  lived. 

cervical  dystocia. 

Three  cases,  XVIII,  XXVII  and  XXX,  showed  very  little  cervi- 
cal dilation  after  forty-eight,  seventy-two  and  forty-three  hours  of 
labor.  The  presence  of  a  high  retraction  ring  in  all  as  well  as  begin- 
ning fetal  asphyxia  in  one,  XXX,  called  for  immediate  delivery. 
As  the  cervix  was  not  over  4  cm.  dilated  in  any  of  these  patients,  and 
no  evidence  of  engagement  was  shown  in  two,  delivery  from  below 
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would  have  been  accompanied  by  considerable  trauma  to  the  mother 
as  well  as  great  risk  to  the  child.  Even  though  each  case  had  been 
long  in  labor  and  the  membranes  were  ruptured,  it  was  thought  that 
a  Cesarean  would  give  the  Ijest  result.  This  was  done  and  all  the 
outcome  was  satisfactorv- 


POSTOPERAXrV'E  DYSTOCIA. 

Case  XXVIII  was  a  multipara  with  a  normal  pelvis.  Several  years 
previous  to  her  admission  an  Emmet-Baldwin  operation  for  prolapse 
had  been  performed.  After  twenty-six  hours  of  labor  the  lower 
uterine  segment  was  markedly  thinned  out  and  the  cervix  which 
was  considerably  posterior  to  its  normal  position  was  only  i  cm. 
dilated.  A  living  child  was  obtained  and  the  mother  recovered.  A 
communication  from  Dr.  Baldwin  later  informed  me  that  it  would 
have  been  possible  to  have  overcome  the  difficulty  in  this  case  by 
incising  the  fold  in  the  anterior  vaginal  wall. 

dystocia  due  to  tumors  in  THE  PELVIS. 

Large  fibroid  tumors  in  the  pelvis  were  the  cause  of  marked  dys- 
tocia in  IX  and  XV. 

Case  IX  had  a  single  large  fibroid  in  the  pelvis.  Usually,  it  is 
our  custom  to  give  patients  having  this  com.plicationatest  of  labor; 
since  several  have  succeeded  in  pulling  the  tumor  out  of  the  pelvis 
as  the  cervix  dilates.  After  nine  hours  of  labor,  four  of  which 
followed  the  rupture  of  the  membranes,  the  fetal  heart  became  irregu- 
lar and  meconium  was  observed  in  the  vaginal  discharge.  A 
Cesarean  was  done  immediately  but  the  child,  a  premature,  died 
twelve  hours  after  delivery.     The  mother  recovered. 

Case  XV  was  a  negress  with  multiple  fibroids.  Several  tumors, 
the  size  of  a  fetal  head,  were  felt  in  the  fundus  and  a  large  one  com- 
pletely blocked  the  pelvis.  The  fetus  was  lying  transversely. 
While  it  was  possible  that  the  pelvic  tumor  might  have  been  pulled 
out  of  the  inlet,  I  feared  difficulty  with  the  after-coming  head  as  a 
version  and  probable  breech  extraction  would  have  been  necessary. 
The  irregularity  of  the  uterine  cavity  resulting  from  the  presence 
of  these  large  fibroids  certainly  would  have  interfered  with  the  third 
stage  and  subsequent  drainage.  I  therefore,  did  a  Cesarean  sec- 
tion and  hysterectomy  soon  after  admission.  A  satisfactory  result 
was  obtained. 

ABNORMAL    PRESENTATION. 

In  five  cases  an  abnormal  presentation  combined  with  other 
complications    was    the  indication,  I,  II,  VIII.  XVI  and  XXXIV. 

Three  of  these  were  transverse  presentations  in  thinned  out  uteri 
with  high  retraction  rings,  I,  II  and  VIII.  Version  was  distinctly 
contraindicated  in  all,  because  of  the  danger  of  rupturing  the  uterus. 
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Decapitation,  with  its  high  maternal  mortaUty,  was  not  considered, 
as  a  good  fetal  heart  was  heard  in  each  patient. 

Breech  presentation  was  a  contributing  factor  in  the  indication  in 
Case  XVI,  who  was  a  primipara  thirty-seven  years  of  age.  The 
membranes  ruptured  one  hour  after  the  onset  of  labor.  Five  hours 
later,  the  cervix  was  i  cm.  dilated.  The  patient  was  informed  of 
the  fetal  risk  in  breech  presentation  complicated  by  dry  labor.  As 
she  was  thirty-seven  years  of  age,  and  the  possibihty  of  future  preg- 
nancies was  slight,  she  preferred  to  be  delivered  by  section  in  order 
that  we  might  be  more  certain  of  saving  the  child. 

Posterior  face  presentation  compUcated  by  dry  labor  in  a  primi- 
para furnished  the  indications  in  Case  XXXIV.  This  patient  was 
not  seen  in  labor  until  nine  hours  after  the  rupture  of  the  membrane. 
The  cervix  was  then  2  cm.  dilated  and  the  child  presented  as  a 
posterior  face.  Under  anesthesia  the  posterior  portion  of  the  head 
was  felt  to  be  considerably  elongated. 

Because  of  this  condition,  it  was  thought  that  conversion  to  an 
occipitoanterior  would  be  useless  as  sufficient  dilatation  to  permit 
of  engagement  was  not  present  and  a  recurrence  of  the  malpresenta- 
tion  was  certain  to  occur.  Nine  hours  after  the  rupture  of  the  mem- 
branes, it  would  not  have  been  possible  to  do  a  bipolar  version. 
The  patient  was  informed  of  the  possibilities  in  her  case  and  preferred 
delivery  by  section. 

In  these  five  cases,  a  good  result  was  obtained  for  mother  and  child. 
Unquestionably  considerable  risk  was  taken  expecially  in  the  trans- 
verse cases  which  had  been  handled  on  the  outside.  However,  in 
view  of  the  result  obtained.  Cesarean  section  was  a  conservative  pro- 
cedure when  we  think  of  the  probable  outcome  had  delivery  from 
below  been  attempted. 

placenta  previa. 

Case  VII  had  a  placenta  previa,  the  placenta  completely  covering 
the  internal  os.  As  the  child  was  in  good  condition  and  the  cervix 
was  only  2  cm.  dilated,  Cesarean  was  done  in  the  hope  that  a  living 
child  might  be  obtained.  A  premature  infant  was  delivered  alive 
but  died  after  twelve  hours.  Treatment  of  placenta  previa  by  the 
use  of  bags  or  bipolar  version  has  given  us  very  good  maternal  results. 
A  great  many  infants,  however,  are  lost.  In  the  interest  of  the  child, 
Cesarean  section  should  be  justifiable  in  placenta  previa  when  the 
pregnancy  is  at  or  near  term  and  a  considerable  portion  of  the  in- 
ternal OS  is  covered  by  the  placenta.  The  great  objection  to  this 
procedure  is  the  fact  that  most  of  these  cases  come  into  the  hospital 
after  the  vagina  has  been  packed  on  the  outside. 


ECLAMPSIA. 

Unfortunately,  I  considered  eclampsia  in  a  primipara  with  an 
undilated  cervix  as  an  indication  for  Cesarean  in  Case  XIII,  with  the 
result  that  the  death  of  this  patient  gave  me  my  only  maternal  mor- 
tality in  this  series  of  thirty-seven  consecutive  operations.     She  had 


beck:  a  series  of  cases  of  cesarean  sections         203 

eight  convulsions  before  operation  and  three  after.  Death  occurred 
within  twenty-four  hours  of  the  operation  and  in  all  probability  was 
due  to  eclampsia.  Since  using  the  morphine  routine  in  eclampsia 
as  followed  in  the  Dublin  Rotunda,  we  are  becoming  convinced  that 
only  rarely  is  Cesarean  section  justifiable  in  this  condition. 


coxDiTioxs  requiring  steriiization. 

Nephritis  in  Case  XXI  rendered  sterilization  necessary.  This 
patient  almost  lost  her  life  during  her  last  confinement.  She  was 
advised  against  becoming  pregnant.  In  spite  of  this  warning,  she 
returned  to  the  prenatal  clinic  suffering  from  cardiorenal  disease. 
At  that  time  her  blood  pressure  was  250  and  the  urine  showed  con- 
siderable albumin.  She  was  sent  into  the  hospital  at  once.  After 
a  month's  rest  in  bed  and  expectant  treatment,  it  was  decided  that 
Cesarean  section  carried  less  risk  than  would  accompany  delivery 
from  below  and  offered  the  additional  advantage  of  permitting 
sterilization.     Mother  and  child  survived. 

Cardiac  decompensation  was  present  in  Case  XXII.  Several 
weeks  before  operation  she  entered  the  hospital,  suffering  from  a 
break  in  compensation,  complicating  double  mitral  disease.  After 
improving,  the  patient  threatened  to  leave  the  hospital  in  spite 
my  warning  as  to  the  probability  of  recurrence.  She  was  advised 
to  remain  until  term  when  we  intended  to  either  induce  labor  or  do 
a  Cesarean  and  sterihze  her.  She,  however,  consented  to  remain 
if  the  operation  was  done  immediately.  As  I  was  fearful  of  the  out- 
come should  she  leave  the  hospital,  a  Cesarean  was  performed  and 
the  patient  was  sterilized  at  the  same  time.  The  mother  recovered 
but  her  premature  infant  died  twelve  hours  after  birth. 

unclassified  cases. 

Case  XXVI  entered  the  hospital  about  two  weeks  before  term. 
A  diagnosis  of  pulmonary  tuberculosis  had  been  made  by  her  physi- 
cian. A  laryngologist  likewise  made  a  diagnosis  of  tubercular  laryn- 
gitis. After  twenty-seven  hours  of  labor,  the  etal  heart  went  up 
to  170.  The  cervix  was  5  cm.  dilated  and  the  head  was  almost 
engaged.  To  deliver  her  in  the  usual  manner  would  have  necessi- 
tated the  use  of  prolonged  ether  anesthesia.  A  Cesarean  was  done 
rapidly  under  chloroform  and  the  mother  showed  no  ill  effects  from 
the  operation.     The  child  likewise  did  well. 

Case  XXXIII  was  a  primipara  thirty-three  years  of  age,  who  had 
been  under  treatment  for  sterility  for  four  years.  The  membranes 
ruptured  one  hour  after  the  onset  of  labor.  After  nineteen  hours, 
the  cervix  was  3  cm.  dilated  and  the  head  was  not  engaged.  The 
patient  chose  the  risk  of  a  Cesarean  section  because  of  her  anxiety 
for  a  living  child.     The  outcome  was  satisfactory. 
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MORBIDITY   and   MORTALITY. 

The  records  of  all  of  the  Cesarean  sections  performed  during  the 
past  six  years  have  been  reviewed  from  the  standpoint  of  morbidity 
and  mortality.  During  this  period,  two  mothers  died  of  eclampsia 
shortly  after  operation.  After  deducting  these  two  cases  105  re- 
mained. The  accompanying  tables  show  at  a  glance  the  results 
obtained  under  various  conditions. 

Since  it  is  not  unusual  for  a  normal  convalescence  following  lapa- 
rotomy, to  show  an  elevation  of  temperature  for  two  days,  our  usual 
morbidity  standard  in  maternity  cases,  I  have  considered  under  the 
heading  of  morbidity  only  those  which  ran  a  temperature  of  100.4° 
or  over  for  four  or  more  days,  i.e.,  those  which  probably  were 
infected. 

Table  I  gives  the  morbidity  in  the  various  combinations  of  the 
conditions  usually  considered  in  a  study  of  this  character.  By 
comparing  the  first  column  with  the  last,  we  can  readily  see  the 
advantage  of  operating  early  in  labor,  before  the  rupture  of  the 
membranes  and  without  vaginal  examinations,  over  the  late  opera- 
tion after  the  membranes  have  ruptured  and  vaginal  manipulations 
have  been  attempted  on  tlie  outside. 

Table  II  contrasts  the  early  operations  with  those  done  late  in 
labor. 


MORBIDITY  AND  MORT.\I.ITY  TABLES. 
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TABLE  II. 


TABLE  III. 


Ti,  U-J-*     *  11--  ^ „     The  morbidity  following  opera- 

^^"".J^Z^^'l^^flfl^^^^^^l         tion  before  and  after  rapture 
tion  early  and  late  in  labor  of  membranes 


Early  in  labor     Late  in  labor 


Membranes 


Membranes 
ruptured 


Cases  probably  infected  9 

Total  cases 54 

Percent,  morbidity.  .  .  16 


29 


9 
68 

13 


37 
40 


TABLE  IV.— THE  EFFECT  OF  VAGIX.AL  EXAMINATIONS  ON 
THE  ^^lORBIDITY. 


Xo  vaginal  Vaginal 

examination       examination 


Hospital  Outside 

vaginal        '         vaginal 

examination    I    examination 


Cases  probably  infected 

Total  cases 

Per  cent,  morbidity. . . 


9 
18 


TABLE    v.— THE    MORT.ALITY   IN    105    CONSECUTIVE    CESARE.\N 

SECTIONS. 


Clean  hospital         Handled  outside 
cases  cases 


.\!1  cases 


Total 

Deaths 

Per  cent,  mortality. 


86 


1  + 


19 

3 

16- 


105 

4 
3-8 


Table  III  shows  the  difference  between  the  results  following 
operation  before  and  after  rupture  of  the  membrane. 

Table  IV  gives  the  morbidity  in  cases  in  which  no  vaginal  examina- 
tions were  made  and  likewise  shows  the  disadvantage  of  examining 
our  patients  vaginally  either  in  the  hospital  or  on  the  outside. 

Table  V  shows  the  mortality  in  these  105  consecutive  Cesarean 
sections. 

Four  patients  died  out  of  the  105,  a  gross  mortality  of  3.8  per 
cent. 

Of  the  nineteen  cases  handled  on  the  outside,  three  were  lost,  a 
mortality  of  slightly  under  16  per  cent.  In  a  number  of  these, 
forceps  had  been  attempted,  in  others,  the  vagina  was  packed,  and 
all  had  considerable  vaginal  or  intrauterine  manipulation  before 
admission. 
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Only  one  patient  died  out  of  the  86  treated  wholly  in  the  hospital,  a 
mortality  of  a  trifle  over  i  per  cent. 

While  these  results  are  gratifying,  we  have  observed  a  definits 
morbidity  even  in  the  elective  cases,  and  have  felt  that  this  morbid- 
ity of  from  13  to  70  per  cent,  carries  with  it  possibilities  of  mortality. 

It  has  been  our  observation  that  most  of  the  Cesarean  sections 
which  have  been  followed  by  peritonitis  showed  the  first  signs  of 
peritoneal  involvement  from  five  to  seven  days  after  operation. 
Prior  to  the  onset  of  this  serious  complication  the  clinical  course 
usually  is  that  of  an  ordinary  puerperal  infection.  Our  clinical 
studies  as  well  as  the  autopsy  findings  have  led  us  to  conclude  that 
the  pathological  course  is  that  of  a  puerperal  infection  followed  by 
infection  of  the  uterine  wound  with  an  extension  to  the  peritoneum 
either  through  a  stitch  abscess  or  an  imperfectly  peritonealized 
surface.  "WTiile  it  is  possible  that  the  extension  to  the  peritoneal 
cavity  may  be  through  the  lymphatics,  as  in  the  ordinary  puerperal 
infections,  this  is  the  exception  rather  than  the  rule  in  peritonitis 
following  Cesarean,  as  is  proved  by  the  fact  that  puerperal  infection 
is  much  more  frequently  followed  by  peritonitis  when  delivery  has 
been  accomplished  by  section. 

Of  the  operations  which  aim  to  give  better  peritoneal  protection, 
the  Kronig  procedure,  which  utilizes  the  bladder  reflection  to  cover 
the  incision  in  the  lower  uterine  segment,  has  been  the  most  satis- 
factory. Occasionally,  however,  this  technic  has  not  given  us  a 
good  result. 

A  recent  death  afforded  an  opportunity  of  ascertaining  the  cause 
of  the  occasional  unsatisfactory  outcome.  This  patient  showed  the 
clinical  course  of  a  puerperal  infection  for  five  days  when  symptoms 
of  peritonitis  developed.  Death  followed  two  days  later.  Autopsy 
revealed  the  pathological  picture  shown  in  Fig.  i.  A  plastic  peri- 
tonitis was  observed  over  the  anterior  surface  of  the  uterus,  par- 
ticularly in  the  region  of  the  wound.  The  upper  peritoneal  cavity 
was  completely  wailed  off  by  intestinal  adhesions  and  appeared  to 
be  perfectly  normal.  The  apex  of  the  bladder  flap  had  sloughed, 
thus  uncovering  the  upper  angle  of  the  uterine  wound.  The  remain- 
der of  this  reflection  was  firmly  united  to  the  underlying  tissue  and 
completely  sealed  that  portion  of  the  incision  which  it  covered. 
A  leak  was  observed  in  the  unprotected  area. 

We  can  conclude  from  this  autopsy  that  the  peritonitis  did  not 
result  from  infection  at  the  time  of  operation,  either  as  a  result  of  the 
amniotic  spill  or  a  break  in  the  aseptic  technic.  Had  such  been  the 
case,  the  peritonitis  would  have  been  more  general  and  a  different 
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clinical  course  would  have  been  observed.  We  can  also  conclude 
that  the  aim  of  the  Kronig  procedure  is  a  good  one,  since  the  sealing 
of  the  uterine  incision  would  have  been  perfect  by  the  time  infection 
from  the  uterus  reached  the  peritoneum,  had  sloughing  not  occurred. 


Fig.  I. — Autopsy  picture  of  a  patient  who  died  after  the  Kronig  operation.  A 
shows  the  leak  through  a  stitch  abscess  just  below  which  the  apex  of  bladder  flap 
had  sloughed. 


After  seeing  this  autopsy  I  decided  to  attempt  to  relieve  the  tension 
on  the  apex  of  the  bladder  reflection  by  employing  an  upper  perito- 
neal flap  to  cover  part  of  the  wound.  This  was  easily  done  in  the 
next  Cesarean  which  I  performed  and  the  result  was  so  satisfactory 
that  I  feel  justified  in  describing  the  steps  of  the  operation. 
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description  of  operation. 

The  abdomen  is  entered  through  an  incision  slightly  to  one  side  of 
the  mid-line  extending  from  the  symphysis  to  a  point  about  i  cm. 
below  the  umbilicus.  (A  transverse  incision  also  gives  adequate 
exposure.) 


Fig.  2. — Incision  of  the  peritoneum,  showing  loose  attachment  of  same  in  this 

area. 

The  loose  peritoneum  in  the  region  of  the  bladder  reflection  is  cut 
transversely  as  shown  in  ligures  2  and  3.  When  the  operation  is 
done  early  in  labor  some  little  difficulty  may  be  encountered  in 
properly  exposing  this  area.  The  use  of  a  moderate  Trendelenburg 
posture  will  overcome  this  difficulty.  Late  in  labor  the  site  of 
incision  is  readilv  accessible. 
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The  bladder  and  its  peritoneum  are  stripj)ed  off  from  the  anterior 
surface    of    the  uterus  as  in  an  abdominal  hysterectomy  (Fig.  3). 

The  peritoneum  on  the  upper  side  of  the  incision  is  carefully 
dissected  free  from  its  attachment  to  the  uterus.  (A  pair  of  Mayo 
scissors  are  closed  and  gently  passed  under  the  peritoneum  in  the 
line  of  cleavage.     They  are  then  opened  and  withdrawn,  thus  sepa- 


FiG.  3. — Separation  of  the  bladder  reflection. 

rating  the  tissues.  By  repeating  this  procedure  several  times  on 
each  side  of  the  midline  a  superior  iiap  about  i}4,  inches  long  is 
obtained  (Fig.  4). 

The  two  peritoneal  flaps  are  retracted  and  sufficient  denuded 
uterine  surface  is  exposed  to  permit  of  an  ample  incision.  The  use 
of  a  Deaver  retractor  in  the  lower  angle  greatly  facilitates  the  opera- 
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tion  as  about  23^2  inches  of  the  uterine  incision  passes  through  the 
tissue  previously  covered  by  the  bladder  reflection. 

An  ampoule  of  pituitrin  is  given. 

An  assistant  presses  upward  on  the  uterus  to  help  wall  off  the 
peritoneal  cavity. 


Fig.  4. — Separation  of  the  superior  peritoneal  flap. 


A  small  stab  wound  is  made  in  the  midline  of  the  uterus.  This  is 
lengthened  by  several  quick  bites  of  the  scissors  (Fig.  5).  (It  is 
well  to  first  cut  inferior ly  as  the  flow  of  blood  and  amniotic  fluid 
frequently  interferes  with  proper  exposure  of  the  region  to  be  in- 
cised. Occasionally,  because  of  this  interference,  the  lower  part 
of  the  incision  must  be  made  bhndly.  It  may,  however,  be  done 
boldly  as  the  bladder  is  held  back  by  the  inferior  retractor.) 
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The  hand  is  passed  into  the  uterine  cavity  below  the  presenting 
part  and  acting  as  a  vectis  aids  in  the  delivery  of  the  child  which 
usually  is  easily  effected  by  downward  pressure  on  the  fundus  of  the 
uterus  (Fig.  6). 

If  difficulty  is  encountered  in  extracting  the  child,  a  finger  may  be 
passed  into  its  mouth,  the  face  rotated  anteriorly  and  held  in  the 


Fig.  5. — Retraction  of  peritoneal  flaps  and  incision  of  the  uterus. 

wound  while  forceps  are  applied  to  the  sides  of  the  head.     Delivery 
as  in  a  face  presentation  is  readily  accomplished. 

Before  separating  and  removing  the  placenta  and  membranes  a  deep 
catgut  traction  suture  is  passed  through  the  uterine  wall  about 
0.5  cm.  below  the  lower  angle  of  the  wound  (Fig.  7,  A).  Attention 
to  this  detail  will  facilitate  the  closure,  as  the  inferior  angle  of  the 
wound  rapidly  sinks  into  the  pelvis,  and  later  can  be  exposed  only 
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with  difi&culty.  A  similar  traction  suture  is  placed  about  3^-^  cm. 
above  the  upper  angle  of  the  incision  (Fig.  "],  B).  An  assistant 
makes  traction  on  these  sutures  thereby  helping  to  wall  off  the 
peritoneal  cavity. 

The  placenta  and  membranes  are  manually  removed  or  pushed 


Fig.  6. — Introducliuu  of  Uic  hand  into  ulfrine  ca\'ilv, 


through  the  cervix  into  the  vagina.     A  second  ampoule  of  pituitrin 
is  given. 

The  wound  is  closed  by  two  series  of  interrupted  chromic  catgut 
sutures.  The  first  series  passes  through  the  muscle  wall  down  to 
the  endometrium.  It  begins  at  the  upper  angle  and  ends  at  the 
lower,  care  being  taken  to  close  each  angle.  The  individual  sutures 
are  placed  about  1.5  cm.  apart.     The  second  series  passes  through 
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about  half  of  the   thickness  of  the  muscle  wall,  each  suture   being 
placed  midway  between  the  deep  ones  (Fig.  8). 

After  tying  the  traction  sutures  thus  uniting  any  fibers  that  might 
have  torn  beyond  the  line  of  incision,  they  are  cut  and  a  considerable 
portion  of  the  wound  drops  into  the  pelvis. 


Fig.  7. — Exposure  of  incision  l)y  traction  sutures  and  technique  of  introducing 

deep  sutures. 

The  upper  peritoneal  flap  is  brought  down  over  the  superior 
portion  of  the  closed  uterine  incision,  and  is  anchored  by  several 
interrupted  plain  catgut  sutures.  Care  is  taken  to  avoid  the  uterine 
incision  in  the  midline.  These  sutures  likewise  should  not  pass  into 
the  uterine  cavity  (Fig.  9). 

The  bladder  reflection  is  carried  about  i  cm.  above  the  site  of  the 
original  transverse  incision  thus  lapping  the  peritoneal  flaps  and 
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thoroughly  sealing  the  uterine  wound.     Several  superficial  inter- 
rupted plain  catgut  sutures  hold  this  flap  in  place  (Fig.  lo). 


conclusions. 


Cesarean  section  at  times  is  the  best  means  of  obtaining  a  good 
result  in  serious  obstetric  difficulties  other  than  marked  disproportion. 


Fig.  8. — Technique  of  introducing  superficial  sutures. 

In  my  personal  series  of  thirty-seven  cases  only  one  mother  died 
and  her  death  in  all  probability  was  due  to  eclampsia. 

When  the  operation  is  done  before  term  there  is  great  danger  of 
losing  the  premature  infant.  It  should  not  be  performed  in  the 
interest  of  the  child  in  such  cases. 
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There  was  a  gross  mortality  of  3.8  per  cent,  in  the  entire  series  of 
105  consecutive  Cesarean  sections. 

The  mortality  in  nineteen  cases  previously  handled  on  the  outside 
was  16  per  cent. 

The  mortality  in  eighty-six  cases  treated  wholly  in  the  hospital 
was  slightly  over  i  per  cent. 
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Fig.  9. — Anchoring  of  superior  peritoneal  flap. 


The  morbidity  varied  from  13  to  70  per  cent,  according  to  the 
absence  or  presence  of  the  conditions  which  govern  morbidity. 

With  this  high  morbidity  we  should  be  more  fearful  of  mortality 
than  the  actual  mortality  in  this  series  would  lead  us  to  anticipate. 

By  completely  sealing  off  the  peritoneal  cavity  from  the  closed 
uterine  incision,  we  place  a  definite  barrier  in  the  path  of  those  in- 
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fections  which  reach  the  peritoneum  through  infection  of  the  wound 
in  the  uterus. 

As  this  is  accomplished  by  the  lapping  of  the  peritoneal  flaps  as 
above  described,  this  technic  should  be  the  one  of  choice  even  in 
the  elective  cases. 


Fig.    io. — Anchorage   of   bladder   reflection.     This   laps   the   peritoneal   flaps, 
doubly  sealing  the  uterine  incision. 


I  wish  to  thank  Dr.  J.  O.  Polak  and  my  associates  on  the  staff  of 
the  Long  Island  College  Hospital  for  the  use  of  their  case  records, 
which  were  used  in  compiling  the  morbidity  statistics,  and  their 
suggestions  which  were  a  great  aid  in  developing  the  technic  of 
this  operation. 

200  Hicks  Street. 
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ON  THE  CURE  OF  PROLAPSE  OF  THE  UTERUS.* 

BY 

ALBERT  M.  JUDD,  M.  D.,  F.  A.  C.  S., 

Gynecologist  to  the  Kings  County,  Jewish  and  Long  Island  College  Hospitals;  Consulting 

Gynecologist  St  Josephs  (Far  Rockaway)   Hospital,  the  Swedish  Hospital  and  the 

East  Xew  York  Dispensary;  Consulting  Obstetrician  Coney  Island  Hospital; 

Eastern  District  Hospital  and  Dispensary,  Flushing  Hospital, 

Brooklyn,  New  Ycrk. 

(With  nine  illustrations.) 

The  problem  of  the  cure  of  prolapse  of  the  uterus  presents  many 
and  manifold  difficulties  for  which  innumerable  procedures  have 
been  advocated.  These  procedures  have  varied  from  operations 
which  were  merely  mucous  membrane  denudations  with  suturing 
of  the  raw  edges  together,  to  extensive  combinations  of  plastic 
and  abdominal  procedures  with  fixation  of  the  uterus  and  bladder 
from  above. 

Most  workers  in  this  field  who  have  carefully  followed  their 
work  have  become  uniformly  discouraged  by  their  poor  results  and 
the  general  practitioner  who  has  referred  cases  has  felt,  after  seeing 
many  recurrences  of  the  prolapse  with  its  accompanying  cystocele 
or  rectocele,  or  both,  that  it  was  useless  to  submit  these  patients 
to  operation  and  attempts  to  give  the  patients  relief  by  the  use  of 
the  various  pessaries  with  varying  success,  depending  upon  the 
state  of  the  posterior  wall.  The  writer  wishes  to  state  here  that 
he  only  refers  to  a  pronounced  prolapse  and  not  a  mere  retroversion 
or  retroverted  retroflexion  with  a  slight  decensus  and  only  the  drop- 
ping of  the  anterior  vaginal  wall  which  necessarily  accompanies 
the  approach  of  the  cervix  to  the  introitus.  This  disappears  when 
the  primary  condition  is  remedied  and  might  be  termed  a  comipensa- 
tory  cystocele. 

After  a  trial  of  many  methods  with  only  a  moderate  success, 
the  writer  undertook  a  careful  study  of  the  procedures  used  by 
him  during  a  period  of  twenty  years.  As  a  result  he  feels  that, 
after  an  employment  during  the  past  five  years  of  the  Sims-Emmett- 
Baldwin  combined  procedure  with  uniformly  good  results,  he  can 
practically  guarantee  a  cure  to  any  patient  suffering  from  uterine 
prolapse. 

He  also  feels  that  any  procedure  for  its  cure  in  a  patient  near  or 
past  the  child-bearing  age  which  requires  opening  of  the  abdomen 

*Read  at  a  meeting  of  the  Xew  York  Obstetrical  Society,  December  lo,  1918. 
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from  above  is  unnecessary  surgery.  The  history  of  the  development 
of  this  operation^dates  to  the  time  of  the  immortal  gynecic  surgeon, 
J.  Marion  Sims.  In  a  paper  which  appeared  in  1858,  he  recom- 
mended a  V-shaped  denudation  in  front  of  the  cervix,  the  two 
denuded  areas  being  brought  together  with  silver  wire  sutures  (refer 
to  Figs.  I  and  2).  The  objection  to  the  above  operation  was  the 
pouch  formed  in  front  of  the  cervix  into  which  it  might  slip  and  be- 
come fixed.  Therefore,  Emmett  devised  his  procedure.  In  addition 
to  the  two  lateral  denudations  of  Sims,  he  denuded  a  horizontal  bar, 
so  to  speak,  in  front  of  the  cervix  from  A'  to  B'  (see  Fig.  3), 
This  closed  up  the  pouch  in  front  of  the  cervix  and  prevented  the  de- 
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formity  which  might  result  from  the  Sims  operation.  The  operation 
was  done  with  the  patient  in  the  Sims  position.  Emmett  reported 
a  number  of  cases  which  were  delivered  normally  after  this  opera- 
tion. He  stated  that  two  points  must  be  observed,  first,  not  to* 
narrow  the  vagina  by  too  great  a  denudation,  second,  not  to  tie  the 
sutures  too  tightly.  Emmett  removed  his  sutures  at  the  end  of 
fourteen  days.  After  following  this  method  for  seven  years  he 
states  that  he  attempted  to  simplify  the  operation  by  making  two 
denudations  laterally  to  the  cervix  and  one  in  front  of  the  cervix, 
bringing  them  all  together  in  front  of  the  cervix  and  remedying  the 
cystocele  by  two  denudations  also  closed  by  silver  wire  (see  Fig.  4). 

This  procedure  Baldwin  further  modified  in  1895,  by  uniting  the 
contiguous  borders  of  the  denudations  before  introduction  of  the 
silver  wire.  He  also  insisted  that  denudations  made  in  the  lateral 
fornices  must  be  placed  high  up  in  the  vagina. 

The  operation  is  done  as  follows:  The  first  important  step  is  to 
assure  yourself  that  the  uterus  is  replacable  and  retainable,  in  other 
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words  there  must  not  be  any  complicating  adhesion,  old  exudates  or 
other  lesions  which  would  tend  to  defeat  the  mechanics  of  the  opera- 
tion. The  preparation  so  far  as  surgical  cleanliness  is  concerned  is 
the  same  as  for  any  other  procedure  and  after  satisfying  ourselves 
that  we  have  a  prolapse  without  complications,  the  patient  is  placed 
in  the  Sims  posture  on  a  table  which  has  the  head  lowered.  This 
slight  Trendelenburg  posture  is  of  aid  in  displacing  the  prolapsed 
bladder  upward.  A  great  and  almost  indispensable  aid  in  retaining 
the  patient  in  the  Sims  position  is  to  bind  the  feet  and  legs  together 
with  a  wide  bandage. 

The  next  step  is  the  introduction  of  a  Cleveland  self-retaining 
speculum,  of  which  there  are  two  sizes  made  to  facilitate  its  use 
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either  in  moderate  or  exaggerated  cases  of  prolapse.  In  the  per- 
foration at  the  end  of  the  tongue  is  placed  a  suture  about  12  inches 
long  with  a  needle  on  one  end.  The  suture  is  tied  at  its  middle  to 
allow  room  for  another  tie  later,  I  find  heavy  silk  the  best  material 
for  use  here. 

The  next  step  is  curetting  if  necessary  and  such  work  on  the  cervix, 
trachelorrhaphy  or  amputation,  as  the  individual  case  demands. 
This  being  finished  the  suture  previously  placed  in  the  speculum  is 
passed  through  the  anterior  lip  of  the  cervix  or  its  remaining  stump 
and  tied,  thus  drawing  the  cervix  into  the  hollow  of  the  sacrum  and 
in  this  manner  throwing  the  fundus  and  body  of  the  uterus  into  a 
position  of  exaggerated  anterversion  and  retaining  it  there  during 
further  steps  for  the  cure  of  the  prolapse.  Now  if  the  operator  will 
push  up  the  cystocele  with  some  blunt  instrument  or  the  finger  the 
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case  may  be  studied  and  the  points  for  further  procedure  chosen. 
A  glance  at  Fig.  5  shows  three  denuded  areas.  The  denudation 
best  made  first  is  in  the  left  lateral  or  lower  vaginal  sulcus  as  the 
patient  is  lying.  This  is  selected  by  using  a  sharp  hook  and  picking 
up  a  point  in  the  sulcus  a  little  posterior  to  what  would  be  the 
normal  position  of  the  cervix,  which  can  with  some  degree  of  force 
be  drawn  to  a  central  line.  This  point  having  been  chosen  it  should 
be  denuded  of  the  mucous  membrane  for  an  area  about  one-half  by 
three-fourths  of  an  inch,  the  longer  diameter  being  in  line  with  the 
long  axis  of  the  vaginal  tube.  A  similar  point  is  chosen  in  the  right 
or  upper  vaginal  sulcus  and  denuded,  next  a  denudation  is  made  on 
the  anterior  vaginal  wall  at  its  center  with  its  posterior  extremity 


Fig.  5. — Showing  points  in  vagina  to  be  Ijrought  in  apposition. 

about  ^^  inch  in  front  of  the  cervix.  It  should  be  of  the  same 
length  as  the  lateral  denudations  but  wide  enough  to  take  care  of 
the  lateral  denudations  which  are  to  be  subsequently  brought 
together  at  this  point.  Its  transverse  diameter  should  usually  be 
about  one  and  a  half  times  that  of  the  lateral  denudations. 

The  next  step  is  to  bring  together  by  means  of  a  running  suture  of 
fine  gut  (No.  o)  the  lateral  contiguous  margins  of  the  denuded  areas, 
the  left  margin  of  the  right  denudation  to  the  right  margin  of  the 
central  and  the  right  margin  of  the  left  to  the  left  margin  of  the 
central.  This  procedure  spreads  out  the  denuded  areas  in  the  shape 
of  a  half  moon  with  the  sharper  ends  cut  away  (Fig.  6). 

The  next  step  is  the  insertion  of  two  or  sometimes  three  silver-wire 
sutures  under  the  denuded  areas  bringing  them  all  together  in  the 
center.  No.  24  or  26  is  the  best  size  for  this,  which  is  the  part  of  the 
operation  caring  for  the  prolapsed  uterus.  The  wire  is  introduced 
bv  means  of  a  carrier  of  silk  on  a  needle.     It  should  be  carried  under 
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each  of  the  original  denudations  separately  from  margin  to  margin, 
starting  and  finishing  laterally  just  outside  the  denudation.  Before 
passing  under  the  lateral  denudation  the  tissues  underneath  should 
be  picked  up  or  pulled  out  by  means  of  a  sharp  hook  so  as  to  obtain 
a  good  hold  on  the  underlying  tissues  which  consist  of  that  portion 
of  the  levator  ani  muscle  and  its  fascia  arising  from  the  descending 
ramus  of  the  pubes  on  each  side,  and  that  portion  of  the  endopelvic 
fascia  lying  above  it.  These  sutures  are  now  twisted  while  pressure 
is  made  on  the  central  denudation  thus  bringing  them  all  together 
and  making  an  artificial  pessary  or  bar  in  front  of  the  cervix.  The 
sutures  are  cut  about  i}'2  inches  long,  the  ends  bent  over  into  a 
circle  or  protected  by  a  split  bullet  (Fig.  7). 


Fig.  6. — Showing  denuded  area,  continuous  from  one  lateral  suture  to  the  other. 

A  study  of  the  case  now  will  show  two  crescentic  folds  on  the  an- 
terior vaginal  wall  extending  from  the  outer  margin  of  the  previously 
completed  work  down  to  the  base  of  the  subpubic  ligament  in  the 
neighborhood  of  the  meatus  urinarius,  bounding  the  external  limits 
of  the  cystocele  (Fig.  7).  These  two  longitudinal  folds  are  now 
denuded  and  their  proximal  margins  united  with  plain  fine  gut  (No. 
o)  and  the  spread  out,  denuded  areas  united  by  finer  silver  wire 
(No.  27  or  28).  The  sutures  are  passed  the  same  as  previously, 
with  the  exception  that  those  picking  up  the  upper  or  right  denuded 
area  are  passed  in  a  direction  from  above  downward  toward  the 
meatus  and  these  picking  up  the  lower  or  left  denuded  area  in  a 
reverse  direction  thus  drawing  the  vaginal  wall  with  the  cystocele 
upward  toward  the  cervix  (Fig.  8).  From  three  to  six  sutures  are 
required  for  the  cystocele  proper. 

Before  twisting  these  sutures  the  cervical  fixation  suture  should  be 
cut,   the   Cleveland  speculum  removed  and  a  Sims  speculum  sub- 
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stituted.  Then  these  wires  are  twisted  and  cut  somewhat  shorter 
than  the  others  and  cared  for  in  the  same  manner,  except  that  it  is 
best  to  bend  them  laterally  at  right  angles  at  the  vaginal  surface. 
With  union  you  will  now  have  an  absolute  cure  of  the  prolapse  of 
uterus  and  bladder. 


Fig.  7. — Showing  two  folds  on  the  anterior  vaginal  wall  extending  from  the 
base  of  the  urethra  in  crescentic  shape  to  the  more  external  of  the  two  silver 
wire  sutures. 


Remarks. — I  did  use  in  the  speculum  for  a  time  chromic  gut  instead 
of  silkworm-gut  as  advised  by  Baldwin  because  in  a  number  of  cases 
a  portion  of  the  silkworm-gut  was  left  in  the  cervix  and  was  irritating 
to  both  the  patient  and  myself,  because  of  the  difficulty  of  removing 


I'iG.  S. — Showing  sutures  slanting  from  abo\e  downward. 

it  from  behind  the  shelf  formed  in  front  of  the  cervix.  But  after 
having  it  break  several  times  when  half  through  the  work  I  again 
returned  to  silkworm-gut.  I  use  heavy  silk  at  the  present  time. 
This  is  a  minor  point,  it  really  does  not  make  any  difference  what  is 
used  for  this  purpose  so  long  as  it  holds  and  can  be  removed. 
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Some  operators  state  that  this  is  not  an  anatomical  operation. 
The  author  would  answer  by  saying  that  after  seeing  the  results  of 
other  procedures  chosen  in  place  of  it  that  he  is  surprised  at  the 
remark  from  any  one  possessing  a  mind  in  any  degree  logical. 

Have  I  had  any  failures,?  On  my  service  there  were  two  cases 
done  by  one  of  my  associates  in  each  of  which  he  endeavored  to 
improve  upon  the  technic  which  I  had  endeavored  to  teach  him. 
In  one  case  he  tried  to  do  the  operation  with  the  patient  upon  the 
back;  in  the  other  he  tried  to  save  time  by  not  sewing  together  the 
contiguous  borders  of  the  denuded  areas.  Both  cases  were  absolute 
failures. 

Personal  efforts  have  not,  in  so  far  as  I  am  aware,  resulted  in  a 
failure  in  a  primary  case,  meaning  a  case  where  previous  measures 
had  not  been  tried. 


Fig.  9. — Showing  approximation  of  the  mucous  membrane. 

I  have  examined  the  great  majority  of  my  cases  at  a  period  varying 
from  three  months  to  three  years  postoperative,  some  of  them  on 
several  occasions. 

The  technic,  though  seemingly  complicated,  is  very  simple.  Time 
is  of  course  a  necessary  element. 

Rapid  general  surgical  procedures  may  be  very  impressive  upon 
the  audience  but  it  is  only  the  patient  plodder  who  will  achieve 
the  best  results  in  plastic  work. 

The  illustrations  herewith  presented  are  from  Baldwin's  original 
article,  the  only  change  being  that  in  Figs.  7,  8,  and  9,  a  less  extent 
of  cervix  is  shown.  This  more  nearly  approaches  the  condition 
seen  on  the  operating  table. 

At  times  a  few  gut  sutures  are  required  to  unite  the  mucous  mem- 
brane between  the  silver  wires.     If  a  urethrocele  exists  it  must  be 
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operated  upon  separately.  Many  observers  have  asked  why  not 
use  silkworm-gut  for  the  tension  sutures  throughout?  It  cuts 
tissue  and  the  silver  wire  affords  much  better  coaptation  also 
perhaps  there  is  some  chemical  or  antiseptic  quality  in  silver  wire, 
it  has  so  been  stated  by  many  men  who  use  silver  wire  for  other 
purposes. 

The  posterior  wall  should  be  repaired  by  the  method  which  gives 
the  individual  operator  the  best  results,  the  writer  prefers  as  does 
Baldwin,  some  form  of  flap-splitting  operation.  Care  should  be  taken 
in  the  selection  of  a  silver  wire  of  fine  grade  and  pliability  and  it 
should  be  allowed  to  cool  in  the  water  in  which  it  is  boiled,  neglect 
of  these  precautions  has  often  resulted  in  the  wires  breaking  while 
being  twisted  with  resultant  disturbances  of  temper  and  prolonga- 
tion of  the  operation. 

An  analysis  of  the  author's  mistakes  in  technic  may  be  of  value 
to  others.  His  most  frequent  mistake  was  the  one  to  which  Emmett 
called  attention  in  his  article  published  in  the  Xew  York  Medical 
Journal,  April,  1865.  This  was  too  much  narrowing  of  the  vagina 
from  extensive  denudation.  The  next  most  frequent  mistake  was 
in  going  out  too  far  laterally  in  attempting  to  cure  the  cystocele,  with 
a  result  that  the  sutures  cut  through  from  too  much  tension  and  in 
a  few  of  his  cases  there  is  a  small  cystocele  projecting  over  a  shorter 
anterior  band  than  was  intended  and  in  others  the  band  is  broken 
up  into  a  sieve-like  crossbar  from  cutting  out  by  sutures  in  spots. 
The  prolapse  in  all  these  cases  has  held,  although  in  a  number  there 
is  a  retroversion  with  a  small  uterus,  a  not  infrequent  condition  as 
a  normality  in  women  at  the  age  when  this  procedure  is  most  appli- 
cable, but  a  prolapse  of  this  retroverted  uterus  cannot  occur. 

In  cases  becoming  pregnant  after  this  operation  and  having  a 
dystocia  due  to  too  narrow  a  band  in  front  of  the  cervix,  this  has 
been  overcome  by  simply  splitting  this  band  when  it  was  seen  to 
be  the  cause  of  trouble  and  subsequently  suturing  it  as  in  a  simple 
episiotomy. 

The  author  has  so  far  operated  upon  seventy  cases  by  this  method. 

375  Grand  Avenue. 
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REPORT  OF  AN  EPIDEMIC  OF  VESICULAR 
DERMATITIS  OF  THE  NEWBORN.* 

BY 
J.  O.  ARNOLD,  M.  D., 

Philadelphia,  Pa. 

Some  months  ago  there  occurred  among  the  babies  of  the  Mater- 
nity wards  of  the  Samaritan  Hospital,  an  epidemic  of  a  pecuhar 
form  of  skin  disease,  that  was  of  such  unusual  interest  and  impor- 
tance as  to  justify  a  brief  report  before  this  Society. 

The  epidemic  covered  a  period  of  about  four  weeks  and  in  order 
to  break  it  up,  necessitated  the  isolation  of  its  victims,  the  closing 
of  the  jVIaternity  for  more  than  a  week,  and  the  thorough  renovation 
of  all  the  wards.  There  were  in  all,  eight  babies  attacked  by  the 
disease,  with  two  deaths. 

This  fact  in  itself  is  enough  to  warrant  attention  to  the  epidemic. 
A  mortality  of  25  per  cent,  is  not  to  be  overlooked  in  these  days  of 
stress  on  the  conservation  of  child-life. 

Besides  these  eight  cases  among  the  newborn,  three  mothers  and 
two  nurses  became  infected,  presumably  from  the  babies.  One 
mother  developed  lesions  about  the  breast,  while  the  other  two,  and 
the  nurses,  were  infected  on  the  face. 

So  far  as  we  were  able  to  learn,  no  patient,  or  visitor  to  the  wards, 
had  any  skin  disease  to  which  we  might  trace  the  source  of  this 
outbreak.  We  realize,  however,  that  this  is  a  difficult  matter  to 
determine  under  the  circumstances,  for  the  disease  has  been  proven 
to  be  highly  contagious,  and  to  be  transmitable  by  clothing  or  other 
carriers.  It  is  quite  possible  that  some  overlooked  skin  sore, 
either  among  the  mothers  or  among  the  babies  themselves,  was  the 
starting  point  for  this  very  troublesome  epidemic.  The  mention  of 
one  other  possible  source  of  origin  for  this  infection,  should  not  be 
omitted.  In  fact,  had  not  my  own  views  been  rather  strenuously 
opposed  by  those  in  position  to  speak  authoritatively  in  matters  of 
contagion,  I  should  certainly  have  attributed  the  outbreak  in  the 
wards  to  the  fact,  as  we  discovered  later,  when  hunting  for  all 
possible  sources  of  infection,  that  for  a  time,  the  obstetrical  out- 
patient examining  room  from  which  mothers  were  frequently  sent 

*  Read  at  a  meeting  of  the  Obstetrical  Society  of  Philadelphia,  Xovember  7, 
1918. 
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direct  to  the  wards,  was  also  used  to  accommodate  the  overflow  from 
the  derma tological  clinic,  in  which  it  was  not  at  all  uncommon  to  see 
cases  of  impetigo  contagiosa.  It  may  be,  as  maintained  by  the  chief 
of  that  clinic,  that  our  fears  from  this  source  were  groundless,  never- 
theless we  have  rested  easier,  and  have  had  no  cases  of  skin  infections 
since  this  faulty  dispensary  arrangement  was  corrected.  The  disease 
began  to  show  itself  anywhere  from  the  fourth  to  the  twelfth  day 
after  birth,  usually  about  the  sixth  day.  The  lesions  as  I  saw  them, 
appeared  first  as  small  macules  on  various  parts  of  the  body,  only 
one  or  two  perhaps,  at  first,  increasing  in  number  later. 

These  macules  enlarged  rather  rapidly,  and  in  a  few  hours  became 
pale  in  the  center,  followed  a  few  hours  later  by  a  very  small  vesicle, 
which  vesicle  rapidly  enlarged  at  the  periphery,  until  in  a  day's  time, 
if  let  alone,  it  covered  several  square  inches  of  surface.  The  walls 
of  the  vesicles  were  extremely  thin,  flaccid,  and  wrinkled,  and 
apparently  consisted  of  a  single  layer  of  epidermis. 

The  vesicular  fluid,  as  a  rule,  was  not  great  in  quantity,  and  was  at 
first  clear,  gradually  becoming  more  or  less  turbid.  Usually  these 
enlarged  vesicles,  or  blebs,  ruptured  spontaneously,  or  on  the  slight- 
est pressure,  and  left  the  underlying  skin  red,  smooth,  moist  and 
glistening,  with  no  ulceration,  no  invasion  of  the  deeper  layers,  and 
no  tendency  to  form  crusts — unless  a  secondary,  or  mixed  infection 
occurred. 

After  rupture  of  the  vesicle,  the  lesion  either  tended  to  heal  rather 
rapidly,  or  its  further  extension  peripheraUy  was  quite  easily  con- 
trolled by  treatment.  In  otherwise  healthy  babies,  there  were  few, 
if  any  general  symptoms,  such  as  fever,  or  failure  to  nurse,  no  evi- 
dence of  pain  or  itching,  and  recovery  took  place  in  from  five  to 
eight  days.  In  the  very  young,  in  the  frail  or  poorly  nourished 
babies,  as  in  at  least  one  of  the  two  fatal  cases  reported  from  Dr. 
Applegate's  service,  or  in  those  in  which  the  infection  escaped  serious 
attention  until  it  had  involved  a  relatively  large  area  of  the  skin, 
the  prognosis  was  much  less  favorable. 

As  to  treatment,  3  per  cent,  tincture  of  iodine  proved  entirely 
satisfactory  in  the  cases  occurring  on  my  service.  The  vesicles  were 
ruptured  as  soon  as  discovered,  and  thoroughly  saturated  three  or 
four  times  a  day  with  this  solution.  All  cases  that  were  discovered 
and  treated  early  in  this  manner,  made  a  rapid  recovery. 

I  am  aware  that  this  is  not  the  accepted  "book  treatment"  for 
the  disease,  but  a  previous  successful  experience  in  the  treatment  of 
other  skin  infections  of  the  newborn  with  iodine,  led  me  to  at  once 
apply  it  in  these  cases. 
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Cultures  from  the  vesicular  lluid  were  made  and  the  organisms 
studied  microscopically.  The  report  showed  pure  cultures  of  staphy- 
lococci in  all  instances  where  the  cultures  were  made  from  the  pre- 
viously unruptured  vesicles.  Smears  from  the  agar  tubes  showed 
the  ordinary  staphyloccus  aureus,  while  those  from  the  bouillon, 
appeared  as  kidney-shaped  diplococci,  with  a  tendency  to  form  short 
chains. 

This  report  corresponds  with  the  bacterial  studies  of  the  disease 
made  by  Falls  in  the  Department  of  Experimental  Medicine  of  the 
University  of  Illinois,  where  this  pecuUar  strain  of  the  staphylococcus 
was  inoculated  into  the  human  skin,  producing  a  typical  lesion,  from 
which  pure  cultures  of  the  original  organism  were  recovered,  thus 
fulfilling  all  of  Koch's  laws,  and  establishing  the  fact  that  this 
peculiar  strain  of  the  staphylococcus  is  the  infecting  organism  of  this 
disease. 

When  this  epidemic  broke  out,  we  obstetricians  were  more  or  less 
at  sea  as  to  the  name,  nature  and  origin  of  the  disease.  Our  derma- 
tologists were  therefore  called  to  the  rescue,  and  at  once  pronounced 
it  "impetigo  contagiosa  of  the  bullous  type,"  and  in  the  light  of  what 
I  have  just  reported  about  the  dispensary  conditions,  we  can  readily 
understand  why  they  should  be  able  to  recognize  the  disease  so 
promptly. 

Personally,  I  had  never  seen  an  epidemic  quite  like  this,  but  I 
recalled  having  seen  a  report  of  a  series  of  similar  epidemics  in  some 
of  the  Chicago  Maternities,  a  year  or  two  before,  and  by  communi- 
cating with  the  author  of  that  report.  Dr.  Frederick  H.  Falls  of  the 
University  of  Illinois,  I  found  the  disease  reported  from  the  Chicago 
Maternities  to  be  absolutely  identical  in  every  respect  with  the  one 
occurring  in  our  own  wards.  I  further  found,  through  the  kindness  of 
Dr.  Falls,  that  under  the  name  of  "pemphigus  neonatorum,"  there  is 
considerable  literature  on  the  subject  in  spite  of  the  fact  that  the 
books  say  Uttle  or  nothing  about  it.  The  disease,  by  whatever  name 
we  wish  to  call  it,  has  been  recognized  and  reported  as  a  distinct 
entity  among  the  new-born,  since  1773,  and  many  epidemics  have 
been  more  or  less  carefully  studied  and  reported  in  recent  years. 

The  extensive  work  of  Sabouraud  in  1900  seemed  to  estabhsh 
the  streptococcus  as  the  infecting  organism,  but  the  later  work 
of  Dr.  Falls  would  appear  to  disprove  this.  He  reported  epidemics 
similar  to  our  own  in  eight  of  the  Chicago  hospitals,  and  his  investi- 
gations in  this  connection  constitute  the  most  thorough  and  exhaus- 
tive study  of  the  disease  yet  made. 
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A  brief  summary  of  his  conclusions  may  be  interesting  to  those 
not  familiar  with  the  disease. 
Quoting  Dr.  Falls: 

(i)  "Pemphigus  neonatorum  is  a  contagious  disease  of  the  skin 
occurring  in  infants  and  young  children,  and  characterized  by  a  ves- 
icular eruption  on  various  parts  of  the  body,  which  may  become 
bullous.  The  lesions  are  filled  with  a  clear  fluid  in  which  a  peculiar 
strain  of  the  staphylococcus  aureus  can  be  demonstrated  by  smears 
and  cultures. 

(2)  A  great  deal  of  confusion  exists  concerning  the  true  nature 
of  the  disease,  and  as  to  where  it  may  be  best  classified.  This  is 
due  in  part,  at  least,  to  the  fact  that  most  of  the  observations  made 
on  the  disease,  have  been  purely  clinical,  although  recently  a  few 
epidemics  have  been  studied  rather  carefully,  and  detailed  bacterio- 
logical findings  recorded. 

(3)  The  name  "pemphigus"  is  unfortunate,  as  pointed  out  by 
Alfeld  as  far  back  as  1868.  He  felt  that  the  condition  was  not  at 
all  analogous  to  the  skin  affection  occurring  in  adults  commonly 
termed  pemphigus.  He  therefore,  suggested  the  name,  "morbus 
bullosa  neonatorum."  Hyde  also  felt  that  the  disease  was  a 
chnical  entity,  and  as  such  should  not  be  classified  as  a  pemphigoid 
disease. 

(4)  The  writer  feels  that  a  name  descriptive  of  the  pathology 
and  bacteriology  of  the  condition  would  be  highly  desirable,  and 
therefore,  suggests  that  the  name,  "Epidemic  Staphylococcic 
Vesicular  Dermatitis  of  the  New-born"  be  adopted. 

After  a  most  complete  bacteriological  study,  which  may  be  found 
in  the  Journal  of  Infectious  Diseases  for  January,  1917,  Dr.  Falls 
gives  the  following  conclusions: 

1.  "The  disease  is  an  epidemic  staphylococcic  vesiadar  dermatitis 
occurring  in  new-born  babies,  but  capable  of  being  transmitted  to 
other  children  and  adults." 

2.  "The  causative  organism  is  a  pecuhar  strain  of  staphylococcus 
aureus,  which  has  filled  all  of  Kock's  laws  with  respect  to  this 
disease." 

3.  "The  disease  usually  runs  a  benign  course,  but  may  be  fatal. 
The  cause  of  death  in  fatal  cases  is  usually  a  septicemia  initiated  by 
invasion  of  the  umbiHcal  vessels." 

4.  "The  possible  origin  of  an  epidemic  from  impetiginous  lesions 
on  other  children  and  adults  renders  it  imperative  that  all  babies 
be  protected  from  such  sources  of  contamination." 

5.  "In  the  presence  of  an  epidemic,  prompt  isolation  of  all  cases, 
with  special  attendants  and  equipment,  together  with  thorough 
sterilization  of  rooms  and  equipment  subsequently,  is  the  only 
efficient  means  of  eradicating  the  disease." 

6.  "The  disease  should  be  made  reportable  by  law." 

7.  "Early  rupture  of  the  vesicles,  and  the  application  of  separate 
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dressings  of  2  per  cent,  white  precipitate  ointment  to  the  lesions,  will 
control  most  cases."  (To  which  I  may  add,  3  per  cent.  Tr.  Iodine 
is  equally  efficient.) 

8.  "In  the  presence  of  an  epidemic,  the  possible  role  of  midwives 
and  other  attendants  as  carriers  of  the  contagion,  should  be  kept  in 
mind  and  proper  measures  taken  to  stop  the  spread  through  these 
sources"  (and  I  may  add,  through  the  possible  contamination  of 
a  dispensary  examining  room). 

My  own  conclusions  are: 

1.  That  whether  we  call  this  disease  '^pemphigus  neonatorum,''^ 
^'bullous  impetigo j'^  or  ^^ epidemic  vesicular  dermatitis"  it  is  a  very 
troublesome  and  potentially  dangerous  contagion,  when  it  gets  into 
the  maternity  wards  of  a  hospital.    . 

2.  That  it  is  a  staphylococcic  infection,  easily  treated  and  cured, 
when  discovered  early,  and  therefore  nurses,  mothers,  and  all  who 
have  to  do  with  the  care  of  the  new-born,  should  be  taught  to  report 
to  the  physician  at  once,  upon  the  finding  of  any  unusual  mark, 
pimple,  or  rash  on  the  baby's  skin. 

3.  That  the  physician  should  never  neglect  to  carefully  examine 
all  skin  lesions  thus  reported  to  him,  keeping  them  under  close  watch, 
and  applying  a  local  antiseptic,  such  as  the  tincture  of  iodine,  if 
there  is  any  doubt  as  to  their  infectious  character. 

4149  X.  Broad  Street. 
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The  uncertain  and  fragmentary  character  of  the  oldest  medical 
chronicles  does  not  permit  the  absolute  identification  of  influenza 
with  the  "Epidemical  Diseases"  of  Hippocrates  or  with  the  "Plague 
of  Athens"  described  by  Thucydides,  nevertheless,  many  historians 
believe  them  to  be  one  and  the  same  disease. 

From  the  6  th  to  the  loth  century,  influenza  was  probably  en- 

*  Read  before  the  New  York  Academy  of  Medicine,  Section  on  Obstetrics 
and  G>'necology,  November  26,  1918,  and  in  part  before  the  Section  on  His- 
torical Medicine  November  13,  191 8. 
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demic  in  Italy,  but  it  is  not  until  the  12th  century  that  the  chronicles 
clearly  record  the  epidemic  character.  In  the  year  11 73  the  records 
of  France,  Germany,  and  Italy  mention  the  presence  of  a  disease, 
evidently  epidemic  if  one  may  judge  from  the  ecclesiastical  manu- 
scripts which  state:  ''In  these  days  the  whole  world  was  infected  by 
a  nebulous  corruption  of  the  air  causing  catarrh  of  the  stomach  and 
a  general  cough,  to  the  detriment  of  all  and  the  death  of  many." 
Under  this  same  year  (1173)  the  chronicler  of  Melrose  Abbey  enters: 
"A  certain  evil  and  unheard  of  cough  which  affected  every  one  far 
and  near  and  cut  off  many."  In  the  medieval  Latin  chronicles, 
the  word  "tussis,"  or  cough,  is  usually  used,  the  name  "influenza" 
not  having  been  given  to  the  disease  until  about  the  i8th  century. 
Prior  to  this  time  we  find  numerous  terms,  some  of  them  more  or 
less  fanciful,  to  describe  the  symptoms  of  the  disease;  others  derived 
from  the  name  of  the  country  whence  it  was  supposed  to  have  come. 
In  early  Gaelic  manuscripts  a  disease  is  mentioned  the  symptoms  of 
which  answer  to  those  of  influenza  and  which  was  called  "Creatan  " 
probably  from  "Great,"  meaning  chest;  and  in  the  "Annales  of  the 
Four  Masters"  mention  is  made  of  an  epidemic  of  the  disease  in 
Ireland  in  1328,  called  "Feucht"  or  "Slaedan." 

In  France,  under  Charles  the  Sixth,  in  1414,  is  an  account  by 
Pasquier  which  leaves  no  doubt  the  disease  described  is  influenza, 
then  called  "Ladendo."  This  is  the  first  known  description,  and 
allusion  was  also  made  to  the  influence  of  the  disease  upon  the  puer- 
peral state,  and  the  menorrhagia  which  resulted. 

A  few  years  later  (1427),  a  St.  Albans  chronicler  of  Canterbury 
Abbey  recorded:  "In  the  beginning  of  October  a  certain  rheumy 
infirmity,  which  is  called  "Mure"  (at  this  date  used  to  describe 
universal  influenza,  later,  a  cold)  invaded  the  whole  people  and  so 
infected  the  aged  along  with  the  younger  that  it  conducted  a  great 
number  to  the  grave."  About  this  same  time  (1430)  an  epidemic 
occurred  in  Scotland  which  was  probably  influenza  but  was  called 
"Pestilentia  Volatilis." 

In  1 5 10  a  wave  of  influenza  swept  from  the  south  to  the  North 
of  Europe,  from  Malta,  Sicily,  Spain,  Portugal,  Italy  to  Germany, 
Holland,  France,  and  England.  It  was  described  under  various 
names,  viz.,  "Catarrhus  Epidemica"  or  "Febris  Catarrhalis  Epi- 
demica. "  No  name  was  distinctive,  but  perhaps  the  most  common 
was  "ague,"  the  term  ague  meaning  simply  acute,  the  adjective  of 
"febris  acuta"  having  been  made  into  a  substantive. 

The  universal  description  of  this  fever,  its  suddenness,  simulta- 
neity, universality,  prostration,  and  for  some  time  a  violent  parox- 
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ysmal  cough,  leaves  no  doubt  of  the  character  of  the  disease  in  this 
epidemic.  In  1557-1558  occurred  the  historical  great  wave  of  in- 
fluenza now  known  as  "The  Strange  Sickness,"  "The  New  Sickness," 
"The  New  Acquaintance,"  " Shafhusten,"  "The  Sweating  Fever" 
or  "The  Posting  Sweat,"  from  the  rapidity  with  which  it  invaded 
England,  or  simply  as  "  The  Sweat."  This  latter  seems  to  have  been 
a  common  name  for  the  sickness  in  Shakespeare's  time,  for  in  "  Meas- 
ure for  Measure,"  the  Bard  says:  "What  with  the  War,  what  with 
the  sweat,  what  with  the  gallows,  and  what  with  poverty,  I  am 
custom-shrunk.     How  now?     What's  the  news  with  you?" 

The  next  undoubted  influenza  (1580)  was  pandemic,  travelings 
from  the  Oreint  to  Constantinople  and  North  Africa,  invading 
Europe,  and  extending  to  the  British  Isles.  It  was  described 
as  an  "Epidemic  Catarrhous,  Semi-pestilential  Fever."  On  the 
continent  it  was  frequently  termed  "Sudor  Anglicus"  or  "English 
Sickness."  In  Italy  it  was  called  the  "Coccolucio,"  meaning  cap, 
from  the  almost  pathognomonic  symptoms  of  distressing  pain  and 
sense  of  constriction  in  the  forehead  or  temples,  reminding  one  of  the 
"fierro  chuto"  or  iron  cap  in  the  "Catarrho  Maligno"  of  the  South 
American  epidemic  (17 19).  In  England  it  was  known  as  the 
"Gentle  Correction."  In  the  epidemic  of  1675,  Sydenham  called 
the  illness  "Tussis  Epidemica,"  to  describe  the  cough  which  was 
prevalent  without  fever. 

The  contagious  nature  of  the  disease  began  now  to  receive  more 
attention.  In  Germany  it  was  described  as  a  "  Contagiosis  Katahrr- 
fieber,"  and  Calenus  writes:  "Especially  are  those  prone  to  this 
sickness  who  converse  much  in  society,  while  those  of  a  more  studious 
nature  who  lead  a  secluded  life  are  less  likely  to  be  affected." 

The  first  half  of  the  17th  century  was  a  period  free  from  influenza 
in  Europe,  but  marks  its  entrance  into  North  America  (1647), 
adding  another  hardship  to  those  already  endured  by  the  early 
settlers  of  this  country. 

In  the  18th  century  occurred  seven  epidemics.  In  the  year  1780 
the  remarkable  pandemic  which,  encircled  the  globe,  carrying  the 
disease  into  quarters  of  the  earth  previously  known  to  be  free  from 
the  disease.  It  originated  in  the  fall  of  1779  in  China  and  India; 
in  December  entered  Siberia  and  Russia;  in  February,  Sweden  and 
Denmark;  and  in  the  early  spring  Europe  and  the  British  Isles, 
In  the  fall  of  1880  it  had  reached  the  western  Hemisphere  and  con- 
tinued to  South  America.  It  was  known  simultaneously  in  different 
countries  as  Chinese,  Russian,  Spanish,  Italian,  etc.,  according  to  the 
country  from  which  it  made  its  entrance,  and  was  also  called  "La 
Petite  Poste,"  Le  Petit  Courtier,"  "Tac,"  " Galanterie,"  "Mode 
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Krankheit,"  "Blitz  Katarrh,"  "The  Blue  Plague,"  "Grippe,"  from 
Agripper  or  Angreifen,  to  take  hold,  or  from  the  name  of  an  insect 
popularly  supposed  to  be  the  cause  of  the  disease. 

The  term  influenza  came  now  into  general  use,  and  in  1782  was 
formally  adopted  by  the  College  of  Physicians  in  London.  It  is 
Italian  in  origin  and  usually  considered  to  signify  the  influence 
of  the  stars  upon  the  disease,  but  the  original  etymology  was  prob- 
ably different.  The  word  "influxio"  is  the  correct  classical  term 
for  a  humor,  catarrh,  or  defluxion,  and  "influsso"  is  the  Italian 
form.  It  was  in  1743  that  the  Italian  name  was  first  brought  into 
use  in  England  during  the  epidemic  in  Rome,  and  after  the  epidemic 
of  1762  in  England  it  was  generally  used  to  describe  the  disease. 

The  19th  century  was  marked  by  several  epidemics  in  Europe  and 
four  in  the  Western  Hemisphere,  and  by  three  pandemics,  viz., 
1830-1833,  1847-1848,  and  the  years  1889-1890,  all  three  of  which 
liad  the  same  course  from  Asia  to  Russia  and  Europe,  and  then  to  the 
Western  Hemisphere.  The  type  of  influenza  of  1889  differed  some- 
"what  from  previous  invasions  in  that  while  catarrhal  symptoms  were 
present,  the  prostration  and  ensuing  weakness  were  the  most  marked 
symptoms;  but  the  chief  characteristic  of  this  epidemic,  which  made 
it  unique  in  the  long  history  of  invasions  was  the  recurrence  of  the 
epidemic  in  three  successive  seasons  (for  the  period  1 889-1 894). 

The  present  epidemic  of  the  20th  century,  while  yet  unwritten, 
has  contributed  a  name  to  history — "Flu,"  descriptive  not  only  of 
the  disease  but  its  power  of  mobihty. 

Etiology. — Not  the  least  interesting  in  the  history  of  influenza 
are  the  theories  which  from  time  to  time  have  been  brought  forward 
to  explain  this  illusive,  universal  disease  which  sweeps  in  waves 
over  the  earth  at  intervals,  now  of  a  few  years,  now  of  a  century; 
sometimes  in  midsummer,  again  in  midwinter;  unmodified  by  civili- 
zation or  sanitation.  The  descriptions  of  the  disease  in  the  medieval 
chronicles  are  as  true  a  picture  of  influenza  as  those  seen  in  the  writ- 
ings of  to-day.  The  cause  of  the  disease  was  sought  in  something  as 
phenomenal  as  the  disease  itself,  something  telluric  or  cosmic. 
Accepting  the  Hippocratic  doctrine  of  "epidemic  constitutions," 
the  mysterious  something  that  set  astir  the  epidemic  wave  was 
looked  for  in  the  air,  in  the  variations  of  the  atmosphere,  upon  the 
alterations  of  drought  and  moisture  in  the  earth,  in  eflSuvia  from  the 
soil,  emanations  from  animals,  in  earthquakes,  volcanic  eruptions, 
comets,  and  the  relations  of  astral  bodies. 

In  closing  the  historical  sketch  of  influenza,  it  may  be  of  interest 
to  call  attention  to  a  remarkable  theory  of  modern  times,  as  ex- 
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pounded  by  Noah  Webster,  the  lexicographer  of  this  country,  who, 
while  a  journalist  in  New  York,  wrote  a  history  of  "Epidemic  and 
Pestilential  Diseases."  He  says:  "It  seems  probable  to  me  that 
neither  season,  earthquakes,  nor  volcanic  eruptions  are  the  causes 
of  the  principal  derangements  we  behold  in  animal  and  vegetable 
life,  but  are  themselves  the  efeds  of  those  motions  and  invisible 
operations  which  affect  mankind.  Hence  catarrh  and  other  epidemics 
often  appear  before  the  visible  phenomena  of  eruptions  and  earth- 
quakes, and  influenza  is  the  effect  of  some  excess  of  stimulant  powers 
to  the  atmosphere  by  means  of  the  electrical  principle;  for  no  other 
principle  in  creation  which  has  yet  come  under  the  cognizance  of 
the  human  mind  seems  adequate  to  the  same  effects." 

gynecologic  and  obstetric  conditions. 

As  we  turn  to  Hippocrates  to  find  the  first  treatise  upon  "  Epidem- 
ical Diseases,"  so  we  may  turn  to  him  to  learn  the  influence  of 
influenza  upon  the  genital  tract  in  women.  As  it  tallies  so  well  with 
the  experience  of  obstetricians  in  the  epidemics  of  the  19th  century, 
I  will  quote  the  statement  in  full. 

"Many  women  were  taken  ill,  but  less  than  the  men,  and  dy'd 
less.  Many  of  'em  had  hard  labors  and  after  the  birth  were  taken 
ill  again,  and  for  the  most  part  dy'd,  A  great  many  had  their 
menses  come  down  in  their  fevers,  others  bled  at  the  nose  and  many 
young  girls  had  the  first  appearence  of  their  menses  then  .  .  . 
All  of  my  acquaintance  miscarried  that  chanced  to  be  with  child." 

In  considering  gynecologic  conditions,  I  will  speak  first  of: 

I.  Cases  with  previously  normal  menstruation. 

The  influence  of  a  severe  attack  of  influenza  upon  menstruation  is 
to  markedly  increase  the  flow  if  the  onset  of  the  disease  coincides 
with  the  regular  time  of  the  menstrual  period.  The  consensus  of 
opinion  is  that  menstruation  does  not  render  the  individual  more 
susceptible  to  influenza,  but  if  the  disease  occurs  it  will  often  call 
back  a  menstruation  after  a  normal  period  has  ended  several  days 
before,  or  it  will  bring  on  a  period  before  its  time.  In  either  case 
the  flow  lasts  longer  and  is  much  more  profuse  than  normally. 
The  bleeding  is  hard  to  check  and  frequently  lasts  until  the  influenza 
symptoms  subside.  That  it  is  a  true  menorrhagia  and  not  a  metror- 
rhagia is  seen  by  the  fact  that  the  next  menstrual  period  does  not 
occur  until  four  weeks  later. 

Mliller  and  Gottschalk  found  the  cervLx  and  corpus  uteri  soft 
and  swollen  during  influenza.     The  cavities  of  the  uteri,  as  proved 
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by  measurement  with  a  uterine  sound  were  increased  in  depth  and 
in  consistency  felt  like  pregnant  uteri.  They  were  tender  on  both 
palpation  and  movement. 

Often  girls  of  ten  or  twelve  years  had  their  first  period  during  an 
attack  of  influenza  (Mynlieff,  Felkin,  Engel).  Several  instances 
are  recorded  of  uterine  bleeding  after  the  menopause  had  long  been 
passed  (Leichternsten),  and  Engel  reports  three  cases  of  amenorrhea 
cured  by  influenza,  the  menstruation  being  established  first  after 
an  attack  of  influenza  and  continued  normally  thereafter. 

Miiller  saw  48  cases  of  influenza  and  menstrual  anomalies  in 46 

Felkin  saw  100  cases  of  influenza  and  menstrual  anomalies  in 60 

Engel  saw  902  cases  of  influenza  and  menstrual  anomalies  in 265 

2.  Cases  with  known  pathological  lesions. 

The  tendency  of  chronic  uterine  or  pelvic  disease  is  to  almost 
certain  acute  exacerbation  of  local  infection  (Ameiss,  Miiller,  Stoltz, 
Kroenig).  Inflammations  are  usually  made  worse  by  the  influence 
of  influenza,  and  tumors,  both  benign  and  malignant,  increase 
rapidly  in  size  (Stoltz  and  Leclerc). 

According  to  Mynlieff,  Gottschalk,  and  others,  the  cause  of  uter- 
ine bleeding  is  an  acute  infection  of  the  mucous  membrane  of  the 
uterus,  as  in  other  infectious  diseases — viz.,  cholera,  smallpox, 
typhus,  and  t\^hoid — as  a  result  (i)  of  the  intoxication  of  the 
blood;  or  (2)  due  to  a  reflex  vasomotor  disturbance  of  the  uterus 
by  infection  in  the  respiratory  or  gastrointestinal  tract;  or  (3)  the 
bacillus  itself  causes  an  acute  hemorrhagic  endometritis. 

In  women  the  course  of  influenza  is  milder  and  convalescence  is 
shorter,  its  influence  being  less  upon  the  respiratory  and  gastro- 
intestinal tract  and  greater  upon  the  genital.  It  would  seem  that 
the  uterine  mucosa  has  an  especial  predisposition  for  the  locaU- 
zation  of  this  disease,  due  either  to  the  pathological  structure  of  the 
mucous  membrane  or  to  the  conditions  associated  with  it. 

Taking  up  next,  the  obstetrical  conditions,  again  the  question  of 
susceptibihty  arises,  but  pregnancy  does  not  seem  to  make  the  indi- 
vidual more  susceptible  to  influenza.  In  light  attacks  influenza 
has  no  effect  upon  mother  or  child  (Jacquemier,  Moller),  but  in 
severe  cases  it  has  a  very  grave  influence  upon  both,  and  vice  versa, 
pregnancy  seems  to  exert  an  unfavorable  influence  upon  the  course 
of  influenza. 

For  the  sake  of  convenience,  I  will  consider  puerperal  conditions. 

First. — In  the  early  months  of  pregnancy. 
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Abortion  is  likely  to  occur  at  any  period  of  gestation,  but  more 
especially  in  the  earliest  months  as  the  ovum  is  then  more  readily 
cast  off,  as  shown  in  the  following  table. 

Aut  hor : 

Aborted  or 
Cases  premature  delivery 

1.  Bar  et  Boulle 50  16 

2.  Amann 16  6 

3.  Moller 21  II 

_.    ,  ^  .       f  before  7  months 26  4 

4.  Chaletam        ,^  ^,  , 

[  after  7  months 13  6 

_  f  before  7  months 28  5 

5.  Recau    \    .  ^, 

( after  7  months 15  7 

6.  CoUis 27  7 

7.  Fischel 21  3 

8.  Mattous 20  3 

9.  Miiller 21  7 

Total 257  75 

That  is,  every  third  or  fourth  case  of  pregnancy  aborted  or  had 
a  premature  delivery. 

The  expulsion  of  the  ovum  may  be  caused  by  the  mechanical  force 
exerted  upon  the  uterus  in  coughing  or,  as  Stoltz  believes,  by  infec- 
tion in  the  endometrium  and  hemorrhage  into  the  ovum.  This 
theory  would  be  substantiated  by  the  unusual  friability  of  the  ovum 
aborted  during  influenza. 

Second. — In  the  later  months  of  pregnancy. 

Premature  delivery  when  gestation  is  at  or  near  term  becomes 
a  very  grave  complication  of  influenza,  from  the  size  of  the  fetus 
and  the  tendency  to  uterine  hemorrhage.  Death  of  the  fetus  in 
utero  often  occurs  (Amann,  Hintze),  but  whether  this  is  due  to  a 
toxic  influence  upon  the  mucous  membrane  of  the  uterus,  or  directly 
upon  the  fetus;  or  whether  the  influenza  infection  may  not  in 
certain  cases  begin  in  the  genitalia — as  in  a  case  of  Thaler  and 
Zuchermann — it  is  not  possible  to  say.  Numerous  instances  of  mild 
symptoms  of  influenza  have  been  reported  in  the  newly  born;  and 
postmortem  (Vinay)  has  shown  the  trachei  and  bronchi  are 
injected,  the  lung  tissue  edematous,  and  the  parenchyma  in  a  state 
of  atelectasis. 

In  severe  cases  of  influenza  with  capiUary  bronchitis,  dyspnea, 
cyanosis,  or  pneumonia,  pregnancy  may  cause  unfavorable  influence 
by  mechanical  pressure  upon  the  chest  wall,  and  upon  an  already 
overburdened  heart,  but  emptying  the  uterus  does  not  better  the 
condition  (Kermauner).     Placental  bleeding  is  excessive  at  such  a 
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time,  and  the  uterus  fails  to  contract.  Usually  in  pregnancy  cases 
complicated  by  heart  or  kidney  disease,  the  condition  is  improved 
by  delivery;  but  in  infectious  diseases  this  is  not  true,  and  the 
same  seems  to  hold  in  influenza.  In  pregnancy  there  is  a  lowered 
resistance  to  general  sepsis  and  the  site  of  the  placenta  is  a  favor- 
able terrain  for  a  secondary  localization  of  the  general  infection  or 
an  endometritis  due  to  the  pneumococcus. 

Third. — Influenza  during  labor. 

If  the  disease  develops  in  the  course  of  or  shortly  before  labor,  the 
pains  may  be  excessive  but  are  lacking  in  force,  labor  is  tedious,  and 
atony  of  the  muscle  results  (Moller).  The  lochia  is  bloody  and  pro- 
fuse for  a  longer  period  than  usual,  and  involution  is  slow  (Amann 
Hintze,  Engel). 

Fourth. — Influenza  during  the  puerperium. 

The  chances  of  a  severe  course  of  the  disease  and  general  infection 
are  much  greater  in  the  lying-in  period,  as  the  uterine  mucosa 
furnishes  favorable  ground  for  the  infection.  If  the  disease  does 
not  occur  until  the  puerperium  it  may  be  difficult  to  diagnose  from 
puerperal  sepsis,  but  throat  and  chest  symptoms  associated  with 
pain  in  limbs,  back,  and  head  are  almost  pathognomonic  (Ameiss), 
while  the  high  temperature  but  lower  pulse  rate  may  aid  the  dif- 
ferential diagnosis.  The  puerperium  is  longer,  as  subinvolution 
is  slower,  and  bleeding  often  continues  for  the  duration  of  the 
influenza  symptoms. 


CONCLUSIONS. 

1.  Mild  attacks  of  influenza  have  no  influence  upon  gynecologic 
or  obstetric  conditions. 

2.  Severe  attacks  of  influenza  produce  menorrhagia  and  exacerba- 
tion of  chronic  gynecologic  conditions. 

3.  Severe  attacks  often  cause  abortion,  premature  delivery,  or 
stillbirth. 

4.  Labor  is  prolonged  and  tedious. 

5.  Pregnancy  has  an  unfavorable  influence  upon  the  course  of  a 
bronchitis  or  pneumonia  in  influenza. 

6.  Induction  of  labor  has  no  beneficial  effect  upon  the  course  of 
influenza. 

7.  The  chances  of  general  infection  are  greater  if  influenza  occurs 
during  the  puerperium. 

Riverside  Defv'e  and  One  Hundred  and  Tenth  Street. 
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THE  OCCURRENCE  OF  EPIDEMIC  INFLUENZA  IN 
PREGNANCY.* 

BY 
GEO.  W.   KOSMAK,  A.  B.,  M.  D.,  F.  A.  C.  S., 

Attending  Surgeon,  Lying-ln  Hospital, 
New  York,  N.  Y. 

The  recent  epidemic  of  influenza  which  swept  over  this  country, 
with  its  attendant  paralysis  of  our  national  life  and  industries, 
its  hampering  effect  on  the  development  of  our  military  system 
and  the  fact  that  to  some  extent,  as  least,  we  were  unable  to  properly 
cope  with  the  same,  must  be  regarded  in  the  light  of  a  catastrophe, 
especially  if  we  consider  that  its  toll  in  lives  alone  almost  equaled 
that  of  our  fataHties  in  the  Great  War.  Affecting  indiscriminately 
all  classes  of  our  population,  especially  young  adults,  it  is  but  natural 
that  many  women  in  the  pregnant  state  should  have  been  included 
among  its  victims. 

A  pregnant  woman  meets  with  universal  sympathy  because  of 
her  condition  and  if  any  additional  burdens  must  be  borne,  such  as 
an  epidemic  of  this  kind,  from  which  escape  is  well-nigh  impossible, 
our  interest  and  sympathy  become  even  deeper  and  more  pronounced. 
We  must  thoughtfully  consider  what  can  be  done  to  alleviate  such 

*  Read  at  a  meeting  of  the  Section  on  Obstetrics  and  Gynecology  of  the 
Academy  of  Medicine,  November  26,  iqi8. 
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serious  complicating  illness  or  prevent  it,  if  possible.  And  what, 
moreover,  shall  be  our  attitude  toward  the  unborn  child? 

In  any  widespread  epidemic,  such  as  that  which  has  just  swept 
over  the  country,  the  element  of  hysteria  is  likely  to  fasten  itseK 
upon  people  and  more  especially  upon  the  pregnant  woman.  She 
is  usually  more  or  less  nervous  about  herseK  during  this  period  and 
this  feeling  is  only  added  to  when  she  reads  and  hears  about  the 
terrible  complications  that  may  attend  an  illness  that  at  first  merely 
seems  like  an  ordinary  cold  in  the  head.  To  some  extent  this 
feeling  has  also  seized  upon  the  profession  and  we  find  various  direc- 
tions given  b}^  physicians  to  their  patients,  from  the  injection  of  a 
prophylactic  vaccine  to  the  production  of  abortion.  Our  recent 
influenza  epidemic  is  now  fortunately  a  thing  of  the  past  and  only 
isolated  cases  are  still  reported.  In  looking  back  over  this  period 
we  may  well  inquire  into  the  salient  features  that  present  themselves 
to  an  observer  which  might  be  of  assistance  in  future  years  if  simi- 
lar plagues  come  upon  us.  Have  we  learned  enough  from  the  inci- 
dence of  influenza  complicating  pregnancy  to  warrant  us  in  advising 
vaccine  as  a  preventative  or  curative  procedure,  or  if  tlie  influenza 
goes  on  to  the  production  of  pneumonia  are  we  warranted  by  our 
experiences  to  put  an  end  to  a  pregnancy  ?  It  is  difiicult  to  formulate 
specific  conclusions  and  an  individual  observer  can  do  nothing  more 
than  present  what  in  his  opinion  is  a  safe  method  of  procedure. 
It  is  possible  that  a  rational  and  conservative  attitude  on  the  part  of 
one  physician  may  be  entirely  negatived  by  the  observations  of 
another,  so  that  it  may  be  difiicult  to  follow  even  a  middle  course. 
In  presenting  herewith  my  own  observations  for  what  they  may  be 
worth  to  others,  I  simply  do  so  with  the  admission  that  they  are 
limited  to  my  personal  experiences,  that  I  have  not  drawn  upon  the 
observations  of  others,  and  being  personal,  such  observations  must 
necessarily  be  limited  in  scope. 

To  begin  with,  I  have  observed  considerable  differences  in  the 
course  of  the  recent  epidemic  of  influenza  in  different  classes  of  the 
population.  Among  a  series  of  private  patients,  who  were  pre- 
viously in  good  health  and  well  nourished,  it  was  found  that  the 
symptom-complex,  which  has  been  described  as  influenza,  did  not 
pursue  any  different  course  in  the  pregnant  woman  from  that  in  the 
nonpregnant  woman.  Among  my  patients  I  came  in  contact  with 
only  twelve  cases  of  undoubted  influenza,  all  of  these  being  undeliv- 
ered with  the  exception  of  one.  The  latter  developed  a  rather  severe 
pneumonia  during  the  third  week.     Two  of  the  antepartum  cases 
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also  contracted  pneumonia.  Both  of  these  made  complete  recov- 
eries, but  attention  may  be  directed  to  some  of  the  features  of  the 
individual  cases. 

In  one,  Mrs.  S.,  pregnant  seven  and  one-half  months,  an  initial 
attack  of  what  was  diagnosed  as  a  cold  in  the  head  was  succeeded  in  a 
few  days  by  a  chill  with  rise  of  temperature  and  signs  of  beginning 
pulmonary  consolidation.  The  patient  was  considerably  prostrated 
for  several  days,  with  a  temperature  not  over  103°  F.,  but  rather 
marked  dyspnea  and  cough.  Defervescence  took  place  at  the  end  of 
the  first  week  by  crisis,  the  temperature  dropping  to  96°  F.,  with  pulse 
varying  from  70  to  80  and  considerable  prostration.  From  all  this  the 
patient,  however,  made  a  good  recovery  notwithstanding  the  fact 
that  the  laboratory  examination  of  her  blood  showed  pneumococcus 
(type  iii),  with  a  bad  prognosis  from  the  serologist.  The  patient 
lost  considerably  in  weight  and  strength  and  labor  was  induced  about 
a  week  before  the  calculated  term  and  about  three  weeks  after  the 
pneumonia  process  subsided  as  some  doubt  was  entertained  by  the 
writer  of  the  ability  of  the  patient  to  expel  the  moderately  large 
child  through  a  pelvis  of  normal  or  slightly  less  than  normal  pro- 
portions. The  labor  was  marked  by  considerable  delay  in  the  first 
stage  and  very  little  expulsive  effort  during  the  second.  The  head 
in  a  posterior  position  failed  to  rotate  and  was  delivered  as  such  by 
forceps  with  good  results.  In  order  to  avoid  respiratory  irritation, 
chloroform  was  administered  for  the  operation  and  no  difficulty 
experienced.  The  patient  bled  very  freely  but  made  a  good  re- 
covery and  no  symptoms  have  appeared  referable  to  her  recent  severe 
pulmonary  involvement. 

Another  patient,  Mrs.  D.,  primipara,  pregnant  about  seven  months, 
after  a  course  marked  by  cough,  nasal  discharges,  severe  backache, 
etc.,  developed  a  well-marked  pneumonia  involving  the  entire 
left  lung  after  she  had  apparently  recovered  from  the  previous 
attack.  This  pneumonia  ran  its  course  in  a  week  and  defervescence 
also  took  place  by  crisis.  Complete  consolidation  had  resulted  but 
resolution  seemed  to  take  place  very  rapidly,  although  there  was 
much  complaint  of  local  pain.  The  patient  made  an  uninterrupted 
recovery,  the  lung  clearing  up  satisfactorily  in  af  ew  days.  The 
postpartum  case  seemed  to  run  the  most  severe  course  but  also  made 
a  good  recovery,  although  it  was  necessary  for  her  to  stop  nursing. 

The  question  of  prophylaxis  against  influenza  infection  was  brought 
forward  by  the  importunities  of  many  of  my  patients  who  had  read 
or  heard  of  these  procedures.  I  felt  that  I  could  not  advise  them 
satisfactorily  and  consultation  with  both  medical  men  and  serologists 
failed  to  convince  me  that  the  procedure  was  either  necessary  or 
desirable.  This  may  seem  an  iconoclastic  attitude  to  assume,  but 
in  view  of  the  scant  knowledge  we  possess  regarding  the  causative 
germ  of  epidemic  influenza,  I  did  not  feel  it  proper  to  subject  preg- 
nant women  to  a  procedure,  the  ultimate  effects  of  which  were  doubt- 


kosmak:  epidemic  influenza  in  pregnancy  241 

f ul  at  the  best  and  which,  among  other  things,  might  lead  to  a  sense  of 
false  security.  I  considered  it  more  important  to  advise  pregnant 
patients  to  avoid  crowds,  to  isolate  themselves  immediately  if  evi- 
dences of  nasal  discharges,  cough,  etc.,  appeared,  to  wear  face  masks 
if  there  were  any  other  cases  of  influenza  in  the  immediate  family 
and  to  keep  the  mouth  as  clean  as  possible  by  frequent  rinsing  with 
a  mild  antiseptic  solution. 

Regarding  the  influence  of  the  influenzal  infection  on  the  course 
of  a  pregnancy,  it  is  not  possible  to  make  any  definite  statement. 
Among  my  private  cases  there  was  only  one  case  of  threatened  abor- 
tion in  a  patient,  Mrs.  F.,  a  para-ii,  who  was  about  four  months' 
pregnant.  She  developed  a  typical  influenzal  attack  but  without 
any  compUcating  pneumonia,  and  bled  shghtly  for  almost  a  week. 
Rest  in  bed  and  the  administration  of  small  doses  of  codeine  in 
addition  to  the  treatment  directed  to  the  influenza  itself  were  all 
that  were  employed  and  the  pregnancy  went  on.  In  this  patient, 
however,  there  was  a  history  of  irregular  bleeding  in  the  early  months 
of  her  first  pregnancy,  so  that  the  influenza  cannot  be  accepted 
definitely  as  a  factor.  Undoubtedly  a  great  many  other  women 
developed  influenza  and  yet  in  neither  private  or  hospital  practice 
did  I  notice  any  additional  cases  of  this  kind  except  in  one  hospital 
patient  with  pneumonia  in  whom  abortion  at  the  fourth  month 
took  place. 

In  one  patient  a  compHcating  feature  developed  which  might 
be  ascribed  to  the  influenza.  This  patient,  Mrs.  S.,  a  para-iii,  seen 
in  consultation,  was  about  five  months'  pregnant.  She  had  a  well- 
developed  attack  of  influenza  several  weeks  previously  from  which 
she  apparently  made  a  good  recovery  but  the  urine  showed  the 
continuous  presence  of  albumin  with  granular  and  hyaUne  casts. 
The  patient  complained  of  severe  headache  but  there  was  no 
edema.  Under  the  usual  treatment  for  this  condition  her  symp- 
toms subsided  and  she  is  going  on  with  her  pregnancy.  I  think  it 
is  fair  in  this  instance  to  attribute  the  nephritis  to  the  infectious 
disease,  as  nothing  of  this  kind  had  been  observed  in  previous 
pregnancies.     There  were  no  signs  of  abortion  in  this  case. 

Taking  up  next  the  hospital  cases  we  find  a  somewhat  more 
serious  picture.  During  a  period  extending  roughly  from  the  end  of 
September  to  the  end  of  November,  there  were  twenty-one  cases  of 
undoubted  pneimaonia  admitted  to  the  wards  of  the  Lying-Im 
Hospital.  Four  additional  cases  admitted  to  the  private  paviliort 
in  the  service  ol  various  members  of  the  staff,  are  not  included. 
Among  the  twenty-one  ward  cases  there  were  fifteen  deaths  and  six 
recoveries.  The  salient  features  of  these  cases  are  presented  in  the. 
appended  simimary.  Four  were  admitted  after  being  deliverecJ 
at  home  by  our  Outdoor  Service,  the  others  were  regular  appHcants 
or  were  referred  by  their  physicians.     These  women  all  came,  as 


242  kosmak:  epidemic  influenza  in  pregnancy 

far  as  I  am  aware  from  tenement  homes  and  were  all  seriously  ill, 
in  many  instances  moribund.  The  majority  seemed  hopeless  and 
nothing  could  be  done  for  them  except  to  make  them  more  comfort- 
able. All  were  at  or  near  term,  with  the  exception  of  two  at  the 
seventh  month  and  one  each  at  the  fourth,  fifth  and  sixth  month. 

In  addition  to  the  cases  with  complicating  pneumonia,  a  con- 
siderable number  of  women  in  the  wards  had  symptoms  of  the  pre- 
vailing illness,  marked  by  nasal  discharges,  headaches,  cough, 
moderate  elevation  of  temperature.  The  cough  was  the  most 
troublesome  symptom,  although  in  none  of  these  milder  cases  were 
any  definite  physical  signs  present  in  the  chest  aside  from  a  few 
bronchial  rales.  The  women  in  labor  who  entered  with  the  disease, 
were  delivered  soon  after  admission.  They  were  isolated  in  a  cor- 
ner of  the  ward  and  the  bed  curtains  drawn  but  none  of  the  milder 
cases  developed  pneumonia,  nor  did  they  apparently  infect  any  of 
the  other  women,  as  no  cases  whatever  developed  in  the  wards 
among  the  waiting  women.  This  seemed  strange  as  a  considerable 
number  of  undoubted  influenza  cases  developed  among  the  hospital 
personnel,  including  doctors,  nurses  and  maids. 

In  an  attempt  to  obtain  a  definite  picture  of  the  above  group  of 
cases  the  impression  was  given  of  an  illness  of  extreme  severity  in 
which  the  chances  of  recovery  were  doubtful  in  almost  every  case. 
Comparing  them,  however,  with  nonpregnant  cases  I  do  not  beheve 
that  we  can  assume  any  marked  distinctions.  Pneumonia  in  a 
pregnant  woman  is  always  more  or  less  of  a  serious  comphcation, 
but  our  cases  at  least,  did  not  show  that  relief  from  the  pregnancy 
contributed  to  their  well-being.  One  is  guided  more  or  less  by  im- 
pressions received  from  the  observations  of  such  a  series  of  cases  and 
personally  I  do  not  beUeve  that  in  a  single  instance  would  any  better 
outcome  have  resulted  had  steps  been  taken  routinely  to  bring  on 
abortion  or  labor  in  any  of  these  cases.  In  the  patient  in  whom  an 
abortion  resulted,  this  was  complete  and  easy  and  in  those  in  whom 
natural  labor  came  on,  interference  was  only  necessary  in  one  case, 
where  a  medium  forceps  operation  was  done  as  soon  as  the  patient 
was  fully  dilated.  It  seemed  that  even  here  no  harm  would  have 
resulted  in  waiting  a  Uttle  longer  and  one  might  well  say  that  labor 
in  these  severe  pneumonias,  as  in  eclampsia,  often  surprises  one  by 
its  rapidity  and  ease.  As  far  as  the  prognosis  in  the  baby  is  con- 
cerned I  do  not  believe  that  we  should  sacrifice  the  chances  of  the 
mother  in  any  way  by  the  induction  of  labor  or  the  employment  of 
operative  delivery  in  order  to  save  the  child.  For  we  find  that  in  this 
brief  series  many  of  the  babies  which  lived  were  undoubtedly  below 
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par.  Two  women  died  undelivered  and  we  would  have  been  pre- 
pared to  have  done  a  postmortem  Cesarean  section  in  one  of  the 
cases  but  no  fetal  heart  sounds  had  been  observed  for  over  twenty- 
four  hours  previously. 

As  for  the  treatment  of  these  cases  of  pneumonia  comphcating 
pregnancy,  no  diversion  need  be  considered  from  the  usual  routine. 
These  women  seem  to  do  best  and  are  most  comfortable  if  plenty  of 
fresh  air  is  supplied.  The  edema  of  the  lungs  is  a  marked  feature 
and  we  employed  the  ordinarily  recommended  methods  without 
however  much  result  except  from  the  counterirritation.  One  of  the 
most  alarming  symptoms  is  the  deep  cyanosis,  which  often  comes 
on  suddenly  and  is  continuous.  In  those  women  in  whom  it  ap- 
peared the  outcome  was  usually  a  fatal  one. 

Although,  as  I  have  already  stated,  my  observations  are  necessarily 
Umited  to  personal  experiences  with  a  comparatively  small  number  of 
cases,  yet  I  cannot  subscribe  to  the  statement  that  pregnant  women 
are  more  liable  to  contract  influenzal  pneumonia  than  the  non- 
pregnant. Young  adults  of  both  sexes  seem  equally  prone  to  the 
severer  types  of  the  infection  and  while  the  incidence  of  pneumonia 
in  pregnancy  is  undoubtedly  a  serious  matter,  it  has  not  been  shown 
that  in  any  given  number  of  young  married  w^omen  the  pregnant  are 
more  frequently  affected  than  the  nonpregnant.  This  seems  borne 
out  by  the  fact  that  among  the  large  number  of  applicants  for  admis- 
sion to  the  Lying-in  Hospital,  who  report  at  regular  intervals  for 
antepartum  examinations,  only  a  comparatively  small  number  of 
influenzal  pneumonias  developed.  Unquestionably  the  milder  types 
of  the  disease  occurred,  but  they  did  not  get  sick  enough  to  come  to 
the  Hospital  nor  apparently  did  they  abort,  or  we  should  have  been 
made  aware  of  that  fact. 

With  reference  to  the  attitude  to  be  observed  in  the  presence 
of  the  influenzal  infection  in  pregnancy,  I  would  unhesitatingly 
answer,  treat  the  influenza  and  let  the  pregnancy  take  care  of  itself. 
Where  pneumonia  appears  as  a  complicating  factor  I  would  stiU 
adhere  to  the  above  opinion  and  in  neither  case  resort  to  the  induc- 
tion of  abortion  or  labor  unless  some  other  circumstance  called  for 
the  same.  It  seems  to  me  that  a  patient  needs  all  her  reserve 
strength  to  combat  the  toxemia  from  the  influenza  or  pulmonary 
infection  and  if  her  life  is  at  stake  it  should  not  be  jeopardized  by 
adding  the  extra  burden  of  an  induced  labor. 
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summary  of  cases  of  influenzal  pneumonia  complicating 

pregnancy. 

Lying-in  Hospital  Series. 


Case  I. — Mrs.  J.  C.  (C.  N.  41806),  aged  twenty-three,  para-i, 
three  and  one-half  months'  gestation;  admitted  October  23,  1918, 
sick  with  "cold"  for  one  week  previously.  Admitted  in  fair  con- 
dition with  signs  of  lobar  pneumonia.  Aborted  spontaneously. 
Ran  continued  high  temperature  and  pulse  with  moderate  cyanosis 
and  a  great  deal  of  coughing  with  profuse  expectoration.  Gradual 
resolution  took  place.  Blood  culture  sterile.  Sputum  showed  no 
tubercle  bacilli  but  patient  seemed  to  have  the  disease.  Discharged 
and  referred  to  tuberculosis  clinic. 

Case  II.^ — Mrs.  G.  R.  (A.  N.  65246),  aged  twenty- three,  para-iii, 
six  months  pregnant.  Admitted  September  24th  in  fair  general 
condition  with  a  history  of  a  "cold"  for  a  week  previous.  A  lobar 
pneumonia  involving  the  upper  left  lobe  only.  Temperature  101°, 
pulse  120.  Patient  improved  rapidly,  temperature  remaining 
down  after  the  second  day.  Sputum  negative  for  tubercle  bacilli. 
Patient  discharged  in  good  condition  undelivered. 

Case  III. — Mrs.  G.  C.  (C.  N.  41914),  aged  thirty-two,  para-ii, 
eighth  month  gestation.  Admitted  October  30th  in  active  labor 
which  ended  spontaneously.  She  had  been  ill  for  several  days 
with  a  "cold"  and  became  worse  on  the  second  day  after  labor  with 
marked  dehrium,  dyspnea  and  signs  of  a  well-developed  lobar  pneu- 
monia. Highest  temperature  103°  on  the  third  day  which  continued 
for  a  week.  Blood  culture  sterile.  Patient  made  complete  recovery 
and  was  discharged  with  living  child. 

Case  IV. — Mrs.  F.  H.  (C.  N.  41713),  aged  twenty-six,  para-ii,  at 
term.  Admitted  October  12th  in  fair  condition  with  bronchopneu- 
monia following  "cold."  Temperature  103°,  pulse  120.  Went  into 
labor  spontaneously  and  was  delivered  October  13th.  Improved- 
steadily  after  the  seventh  day  postpartum  and  was  discharged  with, 
her  baby  on  the  fifteenth  day. 

Case  V.- — Mrs.  M,  K.  (C.  N.  41831),  aged  twenty-four,  para-iii,  at 
term.  Admitted  October  26th  in  poor  condition;  transferred  from 
Outdoor  Department  one  hour  postpartum.  Temperature  105°, 
well-marked  lobar  pneumonia.  Rapid  improvement  after  the  third 
day.     Discharged  with  living  child,  completely  recovered. 

Case  VI. — Mrs.  C.  G.  (A.  N.  65440),  aged  twenty-one,  para-i, 
eighth  month.  Admitted  October  12th  in  fair  condition  with  lobar 
pneumonia  involving  the  left  lower  lobe.  Had  been  ill  previously 
for  a  week  with  a  "cold."  Improved  rapidly  and  was  discharged 
undelivered  on  November  ist. 

Case  VII.— Mrs.  A.  L.  (A.  N.  65402),  aged ,  para-ii,  at  term. 

Admitted  October  8th,  eight  hours  postpartum  in  fair  general  con- 
dition. Moderately  cyanotic  and  dyspneic;  grew  rapidly  worse  and 
died  three  days  later.     Child  lived. 

Case  VIII. — Mrs.  F.  D.  (A.  N.  65446),  aged  twenty-four,  para-ii, 
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eighth  month.  Admitted  October  13th,  in  poor  condition,  having 
been  sick  for  ten  days.  Well-marked  bronchopneumonia  present. 
Deep  cyanosis,  continued  high  temperature  with  marked  delirium 
and  rapidly  developing  edema  of  lungs.  Died  October  13th  unde- 
livered.    Fetal  heart  sounds  absent  on  admission. 

Case  IX. — Mrs.  J.  L.  (C.  N.  41768),  aged  twenty-four,  para-ii,  at 
term.  Admitted  October  19th  in  labor  with  a  history  of  having  been 
sick  for  one  week  with  grip.  Normal  spontaneous  labor.  Patient 
grew  rapidly  worse;  cyanotic,  delirium  and  stupor.  Died  October 
23d.  Child  lived  one  day.  Autopsy  showed  cerebral  hemorrhage, 
atelectasis,  staphylococcus  septicemia. 

Case  X. — Mrs.  K.  M.  (C.  N.  41820),  aged  thirty,  para-v,  at  term. 
Admitted  October  31st,  seven  days  postpartum  with  bronchopneu- 
monia. Had  normal  delivery  and  became  sick  three  days  later. 
Developed  edema  of  the  lungs  November  3d  and  died  November  5th. 
Sputum  showed  incapsulated  diplococcus  but  no  tubercle  bacillus. 
Baby  lived. 

Case  XI. — Mrs.  K.  L.  (C.  N.  41813),  aged  thirty-three,  para-v, 
seventh  month.  Admitted  October  24th  in  labor.  Was  in  fair  con- 
dition with  a  lobar  pneumonia  following  a  week's  illness.  Spno- 
taneous  breech  delivery  of  a  premature  baby  weighed  1380  grams, 
which  died  three  hours  postpartum.  SHght  improvement  after 
labor  and  up  to  October  2Qth  when  she  developed  pleurisy  with 
effusion.  Eight  hundred  cubic  centimeters  of  purulent  fluid  aspi- 
rated.    Grew  rapidly  worse  and  died  October  31st. 

Case  XII. — Mrs.  L.  C.  (C.  N.  41702),  aged  twenty-two,  para-ii,  at 
term.  Admitted  October  nth  with  temperature  of  100°.  Moder- 
ate cough  and  dyspnea.  Spontaneous  labor  October  13  th  completed 
by  median  forceps  as  patient  had  been  previously  Cesareanized  in 
another  hospital.  W^as  in  considerable  shock  and  became  rapidly 
weaker  after  delivery.  Expired  about  eight  hours  later.  Baby 
lived. 

Case  XIII. — Mrs.  A.  I.  (C.  N.  41559),  aged  twenty-five,  para-ii, 
at  term.  Admitted  September  27th  from  Outdoor  Department,  two 
and  one-half  hours  postpartum.  Condition  poor,  deeply  cyanosed 
and  dyspneic  with  edema  of  the  lungs.  Grew  rapidly  worse  and 
died  September  28th  with  well-marked  evidences  of  double  lobar 
pneumonia.     Baby  lived. 

Case  XIV. — Mrs.  K.  K.  (C.  N.  41851),  aged  nineteen,  para-ii, 
seventh  month.  Admitted  October  27th  in  poor  condition  with  well- 
developed  lobar  pneumonia.  Course  marked  by  continued  high 
temperature,  no  recessions.  Blood  culture  sterile.  Died  October 
30th.     Baby  lived  six  hours,  premature,  weighed  1180  grams. 

Case  XV. — Mrs.  M.  A.  (C.  N.  41811),  aged  twenty-nine,  para-ii, 
eighth  month.  Admitted  October  24th  with  post-influenzal  pneu- 
monia. Delivered  spontaneously  next  day.  General  condition 
improved  but  two  days  later  she  developed  cough,  dyspnea,  cyanosis. 
The  edema  of  the  lungs  responded  fairly  well  to  treatment  but  she 
suddenly  grew  worse  four  days  later  and  died  October  31st.  Blood 
culture  showed  encapsulated  diplococci,  and  streptococcus  hemo- 
lyticus.     Baby  lived. 
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Case  XVI. — Mrs.  L.  I.  (A.  N.  65405),  aged  twenty-seven,  para-ii, 
seventh  month.  Admitted  October  8th  in  poor  condition,  cyanotic 
and  dyspneic  with  double  lobar  pneumonia.  Developed  edema 
of  lungs  next  day  and  grew  rapidly  worse  and  died  undelivered 
October  9th. 

Case  XVII. — Mrs.  E.  L.  (C.  N.  41686),  aged  twenty-two,  para-ii, 
at  term.  Admitted  October  12th,  six  hours  postpartum  from  the 
Outdoor  Department  after  a  normal  labor.  General  condition  poor, 
well-developed  bronchopneumonia  following  a  week's  illness.  Grew 
rapidly  worse;  marked  dyspnea  and  cyanosis  and  edema  of  lungs. 
Died  October  i6th.     Baby  lived. 

Case  XVIII.— Mrs.  S.  D.  (C.  N.  41540),  aged  twenty-two,  para-i, 
fifth  month.  Admitted  September  24th  in  very  poor  condition  with 
double  lobar  pneumonia  and  nephritis.  Patient  immediately  de- 
livered by  vaginal  Cesarean  section  of  stillborn  fetus.  Post- 
operative condition  poor,  delirious,  cyanotic  and  dyspneic.  Died 
next  day. 

Case  XIX. — Mrs.  J.  D.  (C.  N.  41735),  aged  thirty-two,  para-iv, 
fifth  month.  Admitted  October  17  th  with  a  diagnosis  of  threatened 
eclampsia.  In  moribund  condition,  deeply  cyanotic,  dyspneic  with 
well-developed  bronchopneumonia  following  influenza  present  for 
ten  days  previously.  Aborted  spontaneously  of  stillborn  fetus. 
Died  six  hours  after  abortion  without  having  recovered  consciousness. 

Case  XX. — Mrs.  R.  R.  (C.  N.  41604),  aged  twenty-four,  para-ii,  at 
term.  Admitted  October  4th  in  fair  condition  with  generalized  bron- 
chitis; temperature  104°,  moderately  sick.  Left  lobar  pneumonia. 
Spontaneous  delivery  followed  by  slight  improvement  but  soon 
became  more  cyanotic  and  delirious.  ■  Died  October  8th.  Child 
lived. 

Case  XXI. — Mrs.  L.  S.  (C.  N.  42 11 8),  aged  twenty-three,  para-i, 
at  term.  Admitted  November  20th  in  poor  condition  with  well- 
developed  bronchopneumonia  following  five  days'  illness.  Went  into 
labor  spontaneously  and  was  delivered  by  low  forceps  of  a  macer- 
ated full-term  baby.  Grew  rapidly  worse  and  died  eight  hours 
postpartum. 


TABULATED   CASES. 

Total  number  of  hospital  cases  studied 21 

Parity:  One,  5;  two,  11;  three,  2;  four,  i;  five,  2. 

Ages:  Nineteen,   i;  twenty-one,   i;    twenty-two,    3;    twenty- three,  3; 

twenty-four,  4;   twenty-five,   i;   twenty-six,   i;   twenty-seven,  i; 
twenty-nine,  i;  thirty,  i;  thirty- two,  2;  thirty-three,  i;  ?,  i. 
Month  of  gestation:  Three,  i;  five,  2;  six,  i;  seven,  2;  eight,  4;  nine,  11. 
Outcome  for  mother: 

Recovered 6 

After  labor 3 

After  abortion i 

Discharged  undelivered 2 
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Died 15 

After  labor *. 11 

After  abortion 2 

Undelivered 2 

Outcome  for  child: 

Born  alive  and  regularly  discharged lo 

Born  alive  and  died  postpartum 3 

Stillborn  viable  children i 

Abortions,  before  fifth  month 3 

Undelivered : 

Mother  discharged  well 2 

Mother  died 2 

23  East  Ninety-third  Street. 


INFLUENZA    COMPLICATING   LATE    PREGNANCY  AND 

LABOR. 

BY 
W.\LTER  E.  WELZ,  M.  D., 

Detroit,   Mich. 

During  the  present  epidemic  a  number  of  women  in  late  preg- 
nancy or  labor  were  received  at  Providence  Hospital  with  acute  in- 
fluenza. These  were  of  two  types  (i)  uncomplicated,  (2)  with  pneu- 
monia. The  former  had  the  usual  symptoms  of  influenza  without 
lung  affection  or  dilated  right  heart.  The  symptoms  of  this  type 
were  frontal  headache,  coryza,  chilly  sensations  and  moderate 
fever,  backache,  conjunctival  congestion,  intense  reddening  of  the 
pharynx,  considerable  prostration.  In  the  course  of  from  three  to 
five  days  the  fever  had  dropped  to  normal  and  all  the  symptoms 
were  alleviated  except  the  marked  weakness.  There  were  no  lung 
or  heart  signs  of  importance  in  any  of  these  cases.  This  type  was 
not  serious  and  did  no  material  damage  outside  of  premature  labor 
resulting  in  several  cases. 

The  severe  cases  of  influenza  during  late  pregnancy  or  labor  all 
suffered  from  pulmonary  involvement.  This  ranged  from  edema 
of  the  lungs  and  severe  lobar  pneumonia  to  a  mild  grade  of  broncho- 
pneumonia. Invariably  those  who  suffered  from  air  hunger  and 
cyanosis  succumbed.  The  rest  who  were  less  toxic  recovered,  though 
the  rate  of  stillbirths  from  these  was  high. 

Those  with  lung  involvement  were  graded  as  mild  or  severe.  The 
former  type  usually  commenced  with  the  usual  attack  of  influenza. 
After  several  days  bronchopneumonia  developed  usually  at  the  base 
of  one  or  both  lungs.     The  fever  was  usually  not  high,  nor  was  the 
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pulse  rate  and  the  character  of  the  pulse  was  not  bad.  Respiration 
was  advanced  to  from  30  to  50.  In  the  light  grades  it  was  often 
difficult  to  make  out  the  lung  findings.  The  cough  was  usually- 
annoying,  difficult  to  relieve  and  in  cases  it  tended  to  be  continuous, 
expectoration  was  scanty,  sometimes  blood  tinged,  frequently  tena- 
cious, occassionally  prune-juice  type. 

There  was  usually  a  low  blood  pressure  for  late  pregnancy  and 
most  had  unusually  low  diastolic  pressure.  There  was  a  slight 
leukopenia  in  most  of  these.  Prostration  was  fairly  marked.  Albu- 
minuria was  transciently  present.  There  was  no  delirium. 
Recovery  from  fever  was  by  lysis,  in  the  course  of  fourteen  to 
twenty-one  days  from  the  onset.  Unusual  weakness  was  present 
for  a  considerable  period  after  the  end  of  the  fever.  There  was  no 
cyanosis,  air  hunger  was  absent,  though  slight  dyspnea  was  common. 

The  severe  or  fatal  type  with  lung  involvement  were  hopelessly 
sick  almost  from  the  start.  Prostration  was  marked  and  contin- 
ued to  increase  from  the  start.  Those  with  edema  of  the  lungs 
suffered  most  from  this.  Respiration  averaged  from  30  to  50  per 
minute  though  some  with  lobar  pneumonia  had  respiration  up  to 
70.  Pulse  rate  varied  considerably,  the  average  being  from  iio- 
130  though  certain  cases  ranged  up  to  160.  The  volume  was  usu- 
ally fair  and  character  good  until  just  before  death.  Temperature 
was  mostly  low,  though  several  ran  up  to  106°  F.  The  systolic 
pressure  except  in  cases  of  chronic  kidney  involvement  was  low. 
The  diastolic  pressure  was  exceptionally  low.  This  gave  an  un- 
usually high  pulse  pressure  which  accounted  for  the  strength  of  the 
pulse.  The  low  systolic  pressure  indicated  the  degree  of  prostration. 
Just  before  death  the  pressure  could  not  be  obtained.  Cyanosis  was 
a  constant  symptom  in  this  type  and  it  usually  became  more  marked 
as  the  end  approached.  In  certain  ones  it  was  extreme,  extending 
from  the  back  of  the  neck  to  the  ears,  from  the  fingers  up  the  fore- 
arm and  well  above  the  ankles.  Air  hunger  was  always  present. 
Those  suffering  from  edema  of  the  lungs  had  suffused  faces.  There 
was  herpes  febrilis  in  several.  The  rapidly  fatal  cases  were  coma- 
tose from  the  start.  All  others  had  varying  degrees  of  delirium. 
Sensitiveness  to  pain  was  much  lessened.  The  characteristic  hard 
cough  was  annoying. 

There  was  a  slight  anemia  and  a  relative  hemaglobinemia. 
Most  cases  showed  a  leukemia  which  tended  to  increase.  Albu- 
minuria was  almost  constantly  present.  Urine  excretion  was 
lessened.      The  specific  gravity  was  high. 

The  few  cases  we  were  able  to  examine  postmortem  gave  findings 
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of  bronchopneumonia,  lobar  pneumonia  and  pulmonary  edema. 
There  was  apparent  mobilization  of  blood  to  an  extreme  degree  in 
the  lungs  and  broncholytic  action  in  certain  small  areas.  There 
was  also  dilatation  of  the  right  heart  with  the  auricle  filled  with 
blood.  The  right  heart  muscle  was  thinned  and  flabby.  A  bloody 
exudate  of  200  c.c.  or  over  was  found  in  the  pleural  sac. 

The  patient  appeared  to  be  suffering  from  a  profound  toxemia, 
which  produced  air  hunger,  leukopenia,  prostration,  delirium,  a  weak- 
ened right  heart  and  blood-pressure  changes.  That  the  air  hunger 
was  not  the  result  of  pathologic  changes  in  the  lungs  is  proven  by 
the  fact  that  some  patients  who  suffered  most,  had  less  lung  involve- 
ment than  others.  The  more  severe  the  toxemia  the  more  marked 
was  the  leukopenia  and  an  increase  of  the  white  cells  marked  an 
improvement  in  the  toxic  state.  The  prostration  was  out  of  all 
proportion  to  the  temperature,  pulse  or  duration  of  the  illness. 
The  rapidly  fatal  cases  were  exhausted  almost  from  the  beginning. 
All  severe  cases  which  were  not  comatose  were  delirious  for  various 
periods.  One  which  recovered  was  delirious  for  eight  days,  three 
days  after  a  normal  temperature.  The  dilatation  of  the  right  heart 
seems  to  result  from  the  toxemia,  just  as  the  voluntary  muscles  are 
in  exhaustion.  Some  of  the  markedly  cyanotic  cases  had  little  lung 
involvement,  but  a  very  greatly  dilated  right  heart.  This  would 
indicate  an  insufficiency  of  the  weakened  right  heart  rather  than  a 
damming  back  of  venous  blood  from  lung  engoregment. 

The  prognosis  for  women  suffering  from  influenza  in  late  preg- 
nancy or  labor  is  good  providing  there  is  no  pulmonary  complica- 
tion. A  small  percentage  have  premature  labor  with  a  consider- 
able number  of  stillbirths.  Those  suffering  the  complications  of 
lobar  pneumonia  or  bronchopneumonia  are  desperately  ill.  If  the 
case  be  mild  with  slight  symptoms  of  toxemia  the  result  may  be 
favorable.  The  severe  type  is  almost  invariably  fatal.  Cyanosis, 
air  hunger,  leukopenia  and  low  blood  pressure  are  unfavorable  signs. 
A  change  from  leukopenia  to  leukocytosis  signifies  a  favorable  reac- 
tion. An  increase  of  systolic  and  especially  diastolic  pressure  is 
a  hopeful  sign.  Increasing  cyanosis  and  air  hunger  indicate  a 
rapidly  fatal  termination. 

The  toxic  state  seen  in  pneumonia  complicating  influenza  in 
late  pregnancy  presented  a  new  problem  in  obstetrics.  As  the 
delivery  seemed  to  be  harmful  to  the  condition  of  the  patient 
because  of  the  efforts  made  to  expel  the  fetus,  it  was  thought 
best  to  aid  by  harmless  means  such  as  low  or  medium  forceps 
and  manual  dilatation.     At  least  it  was  possible  that  the  cyanosis 
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and  air  hunger  might  be  helped  by  delivery.  Three  of  the 
severe  cases  were  aided  in  delivery,  one  by  low  forceps,  two  by 
completing  dilatation  manually  when  almost  complete  and  apply- 
ing forceps.  The  course  of  these  was  more  rapidly  fatal  than 
those  left  unaided  in  delivery.  Digalen  was  given  intravenously 
in  15-minum  doses  to  stimulate  the  heart.  Morphin  was  given 
gr.  3 '6  per  hypo  to  relieve  the  dyspnea  and  stimulate  heart 
action.      There  was  apparently  no  result  from  these  measures. 

It  was  not  considered  advantageous  to  induce  labor  and  as  any 
interference  in  an  operative  way  seemed  harmful  stimulation  and 
support  were  used  to  try  to  carry  the  patient  through  her  illness  and 
delivery. 

Finally  in  the  last  few  cases  cared  for  an  effort  was  made  to  combat 
the  toxic  state  without  interfering  with  pregnancy  or  delivery.  The 
efforts  to  aid  delivery  and  stimulate  the  heart  action  being  useless, 
these  were  abandoned.  As  almost  all  fatal  cases  seemed  to  suffer 
from  leukopenia  an  effort  was  made  to  increase  the  leukocytes. 
Electrargol,  an  albuminate  of  silver  was  given  intravenousl}'  to 
induce  leukocytosis.  When  a  good  reaction  followed,  the  leukocyte 
count  increased  and  the  condition  of  the  patient  improved  with  this. 
Repeated  injections  were  given  daily  until  improvement  was  marked. 

The  prostration,  lowered  blood  pressure  and  weakened  right 
heart  point  to  a  possible  suprarenal  deficiency.  Adrenalin  solution 
(i  :  1000)  was  given,  i  dram  in  i  pint  of  glucose  solution  per 
rectum  by  means  of  the  Murphy  drip  twice  daily.  The  systolic 
pressure  improved  slightly  and  the  diastolic  considerably  after  the 
use  of  adrenalin.  The  prostration  was  lessened  as  well  as  cyanosis 
and  dyspnea. 

The  three  last  cases  which  appeared  as  severe  as  the  fatal  cases 
improved  under  this  treatment.  One  was  discharged  undelivered, 
two  were  delivered;  one  premature  child  died  shortly  after  delivery. 

For  the  distressing  cough  heroin  was  given.  Atropin  was  used 
in  the  cases  of  edema  to  lessen  secretion  but  was  not  efifectiv^e. 

Of  the  thirteen  women  suffering  from  severe  lung  involvement 
twelve  died.  The  survivor  left  undelivered,  having  been  treated 
with  adrenalin  and  electrargol. 

From  the  twelve  fatal  cases  two  living  children  were  born,  one  of 
which  died  in  a  few  hours,  the  other  is  living.  Four  women  died 
undelivered.  Six  were  delivered  of  stillbirths,  all  full  time  or  nearly 
so.  This  gave  a  recovery  in  severe  cases  of  less  than  8  per  cent,  of 
the  mothers,  and  over  15  per  cent,  of  the  children.     Two  deaths  were 
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due  lo  lobar  pneumonia,  eight  to  bronchopneumonia,  two  to  pul- 
monary edema. 

Of  the  eight  cases  with  less  severe  symptoms  all  recovered  in 
from  two  to  four  weeks.  Three  had  stillbirths,  two  were  unde- 
livered and  three  gave  birth  to  living  children. 

In  the  total  of  twenty-one  cases  there  was  a  material  mortality 
of  twelve  or  57  per  cent.  Six  or  28.5  per  cent,  were  not  delivered; 
four  babes  (19  per  cent.)  died  in  utero,  9.5  per  cent,  were  living  in 
utero.      Fourteen  babes  (66%  per  cent.)  died. 

It  was  found  that  these  women  were  peculiarly  insensitive  to 
pain  and  apparently  did  not  feel  the  stress  of  labor.  Most  of  those 
delivered  of  stillbirths  hardly  showed  that  they  were  in  labor  before 
being  delivered.  One  had  her  child  in  bed  before  a  house  doctor 
could  be  called.  Some  had  a  very  small  amount  of  heroin  before 
delivery. 

The  severe  cases  of  pneumonia  in  late  pregnancy  suffer  from  a 
severe  toxemia.  The  fate  of  the  fetus  is  linked  with  that  of  the 
mother.  An  effort  to  save  one,  disregarding  that  of  the  other  is  apt 
to  be  disastrous  to  both.  Hope  for  both  lies  in  overcoming  the 
toxemia  and  not  in  induced  labor  or  forced  delivery.  It  is  the  toxic 
state  which  is  fatal,  not  the  delivery,  though  this  is  an  added  strain 
on  the  mother.  So  efforts  to  hurry  delivery  are  more  harmful  than 
noninterference.  Just  as  in  eclampia  the  best  results  will  come  from 
efforts  to  control  the  toxemia. 

The  chances  for  the  fetus  are  bad.  The  toxic  state  either  causes 
antenatal  death  or  premature  labor  which  is  apt  to  be  fatal  to  the 
fetus.  The  fetal  mortality  is  lessened  where  the  mother  recovers. 
Therefore  it  is  inadvisable  to  make  efforts  to  save  a  morbid  child 
by  means  which  are  detrimental  to  maternal  life.  All  efforts  should 
be  made  to  control  the  toxic  state  early  in  the  disease.  The  best 
hopes  for  both  mother  and  child  lie  not  in  meddlesome  obstetrics 
but  in  overcoming  the  toxemia. 

608  Mt.  Elliott  AxrENtiE. 
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A  DEFIANCE  OF  SURGICAL  PRINCIPLES  CANNOT 
PREVAIL. 

BY 
J.  W.  KENNEDY,  M.  D., 

Philadelphia,  Pa. 

Probably  every  great  war  in  the  history  of  the  world  has  had 
a  real  and  an  immediate  cause.  The  real  cause  of  my  article  is 
its  subject,  namely:  A  defiance  of  surgical  principles  cannot  pre- 
vail. The  immediate  cause  is  the  fact  that  80  per  cent,  of  the 
patients  admitted  to  the  institution  with  which  I  am  associated, 
the  Joseph  Price  Hospital,  for  appendicitis  during  the  last  six  months 
have  been  peritonitic,  all  drainage  cases  with  open  cofferdam 
drainage;  yet  when  I  make  the  statement  that  we  are  retrograd- 
ing in  our  teaching  of  the  pus  forming  and  perforated  lesions 
of  the  abdominal  cavity,  such  statement  is  not  accepted  with 
concern  but  censure.  Some  years  ago  I  said  at  the  birth  of  the 
physiological  age  in  surgery  which  attempted  to  classify  pus  forming 
or  perforating  lesions  of  the  abdominal  cavity  into  operative  and 
nonoperative  stages,  that  the  strongest  post  upon  which  succes- 
ful  surgery  leans,  namely,  the  earliest  possible  operative  hour, 
had  been  removed.  My  prophecy  has  come  true  and  some  American 
editors  owe  me  an  apology  for  rebuking  me  for  taking  my  stand 
against  the  popular  teaching  of  the  profession.  If  progress  is  made 
by  continuing  in  a  well-trodden  road,  then  we  have  all  finished  our 
lesson  and  we  have  no  further  use  for  heretics  in  the  profession. 

I  was  surgically  raised  under  an  operator  who  lived  in  the  pus 
zones  of  the  abdomen.  The  late  Dr.  J.  B.  Murphy  to  acclaim 
consummate  skill  for  a  surgical  friend  said,  that  his  friend  did  his 
work  "with  the  dexterity  and  skill  that  Josph  Price  manifested  in 
deaUng  with  the  pus-forming  lesions  of  the  abdominal  cavity." 
Dr.  J.  B.  Deaver  says  "no  one  could  handle  intraabdominal  pus 
as  did  Price."  Dr.  Lewis  McMurtry  says,  "there  are  few  if  any, 
surgeons  in  America  who  do  not  in  some  way  show  the  handiwork 
of  Joseph  Price."  Dr.  J.  W.  Mayo  says,  "the  three  men  to  whom 
abdominal  surgery  is  most  indebted  are.  Price  of  America,  Pean 
of  France  and  Tait  of  England."  Dr.  Howard  Kelly  says  of  Price, 
"he  was  the  most  forceful  teacher  of  his  age." 
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Such  introduction  is  not  to  memorialize  Dr.  Price,  although 
he  is  too  humbly  dead,  but  it  is  to  bring  to  life  the  teachings  of  this 
great  master  in  the  acute  infectious  lesions  of  the  abdominal  cavity 
which  have  been  destroyed  by  the  popular  teachers  of  America 
with  the  most  disastrous  results. 

My  article  is  in  no  way  a  rebuke  to  the  general  profession,  but  it 
is  a  challenge  to  the  teachers  of  this  subject;  they  are  taking  from 
me  the  rights  of  my  surgical  heritage  through  and  by  a  teaching 
which  is  as  far  from  the  real  strength  and  privilege  of  the  age  as  the 
prattling  of  a  child  is  from  the  true  philosophy  of  a  master's  wisdom. 

Before  taking  up  any  pathological  or  surgical  discussion  of  this 
subject,  why  do  1  combat  with  my  opinion  the  popular  views? 
I  have  never  known  any  one  who  was  in  a  position  to  view  the  re- 
sults of  the  teachings  I  am  about  to  acclaim,  who  chose  other  than 
the  radical  surgery  when  he  or  she  became  a  patient.  Every  member 
of  a  medical  staff,  every  resident  physician,  every  superintendent 
and  nurse  in  those  institutions  where  the  two  schools  of  pathological 
and  physiological  surgery  were  practised,  have  chosen  the  patho- 
logical or  radical  operator  when  he  or  she  became  the  patient.  This 
should  mean  more  to  the  reader  than  it  will.  Who  could  be  better 
judges? 

Price,  the  father  of  the  pathologicl  era,  when  he  became  a  dying 
patient,  commanded  his  abdomen  to  be  opened  and  dealt  with  by 
radical  surgery.  Popular  opinion  means  so  much  less  than  might 
seem  when  applied  to  the  profession  at  large.  Probably  no  one 
has  done  more  to  estabUsh  the  pathological  surgery  of  the  upper 
abdomen  than  Mr.  Moynihan,  we  are  greatly  indebted  to  him; 
however,  I  am  sure  he  would  not  be  offended  did  we  not  support 
his  views  so  strongly  in  the  pus-forming  zones  of  the  abdominal 
cavity.  This  present  era  which  is  called  the  physiological  age  in 
surgery  as  applied  to  the  acute  perforative  lesions  of  the  abdominal 
cavity  was  conceived,  born  and  popularized  by  good  men,  but 
gentlemen  who  had  not  been  raised  in  the  pus  zones  of  the 
abdominal  cavity  and  we  all  know  that  two  or  three  can  speak  the 
voice  of  the  entire  profession. 

If  the  carrying  out  of  the  working  factors  of  the  physiological 
surgeon  had  not  been  much  less  difficult  of  execution  and  in  a  sense 
protective  to  the  surgeon,  the  physiological  age  in  surgery  would 
not  have  been  heard  of.  There  has  never  been  a  surgical  principle 
brought  forth  during  the  modern  age  of  surgery  which  has  been  as 
void  of  surgical  truth  and  wisdom  as  the  endorsement  of  the  so- 
called  physiological  age  in  surgery  which  has  classified  appendicitis 
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into  an  operative  and  nonoperative  stage;  and  I  am  more  than  sure 
that  the  gentlemen  who  fathered  this  age  httle  realized  that  they 
were  taking  from  us  the  very  principle  for  which  the  veterans  and 
pioneers  of  our  profession  had  striven  for  over  thirty  years,  namely, 
a  uniform  earliest  operative  hour. 

They  have  done  unconsciously  this  lamentable  thing,  taken  from 
us  the  progress  of  over  thirty  years  with  the  result  that  the  mor- 
tality is  little  better  if  any  than  at  the  dawn  of  aseptic  surgery. 
This  statement  is  forced  from  me  from  my  own  experience  and  that 
of  the  late  J.  B.  Murphy,  who  said  shortly  before  his  death  that  the 
mortality  in  America  in  appendicitis  compiled  from  the  statistics 
of  the  largest  hospitals  was  still  lo  per  cent,  and  advised  us  to  renew 
our  interest  and  seek  the  cause.  I  can  answer  this  in  a  clear  cut 
and  unmistakable  manner,  namely,  you  cannot  classify  any  rapidly 
spreading  infectious  and  perforative  lesion  of  the  abdominal  cavity 
into  operative  and  nonoperative  stages.  Especially  is  this  true 
when  the  signs  and  symptoms  of  such  lesions  are  not  proportionate  to 
the  underlying  pathological  condition,  and  this  is  what  the  physio- 
logical surgeon  asks  us  to  do,  with  the  result  that  many  of  these 
fatal  lesions  are  either  not  operated  at  all  or  are  force  to  a  later  oper- 
tive  hour.  This  is  your  answer,  this  is  the  lo  per  cent,  that  Dr. 
Murphy  speaks  of  with  apprehension,  this  is  the  physiological  age 
in  surgery;  and  last  but  not  least,  this  has  taken  from  us,  I  repeat, 
the  strongest  post  upon  which  successful  surgery  in  these  conditions 
stand,  namely,  the  earliest  possible  operative  hour.  There  is  not 
an  operator  in  America  who  does  not  know  and  contend,  in  order 
to  keep  mortality  low  in  the  infectious  lesions  of  the  abdominal 
cavity,  we  must  operate  early,  and  yet  they  have  permitted  this  so- 
called  physiological  age  to  creep  upon  them  and  take  the  very  vitals 
of  success  from  their  surgery. 

It  has  been  done  by  a  process  of  substitutions  of  factors  and 
principles  which  they  have  not  stopped  to  analyze.  You  can  take 
from  human  nature  most  anything  by  a  process  of  substitution. 

I  will  come  back  to  this,  as  it  is  important.  Read  the  text-books 
on  this  subject,  listen  to  the  discussions,  talk  to  your  circle  of  surgical 
acquaintances,  what  do  you  gather?  They  make  a  plea  for  uniform 
early  surgical  intervention  in  appendicitis;  so  far  we  all  agree,  but 
follow  their  discussions  a  little  further  and  the  '"ifs"  and  "buts" 
take  from  us  all  that  will  ever  place  this  lesion  on  a  uniform  early 
operative  basis  with  a  nil  mortality. 

The  "ifs"  and  "buts"  say,  if  we  see  the  patient  on  the  third  or 
fourth  day  or  at  that  hour  when  there  are  indications  of  a  diffuse 
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or  general  peritonitis,  then  we  must  not  operate  until  an  anticipated 
quiescent  stage.  This  is  the  calamity,  this  is  the  most  disastrous 
blow  that  privileged  age  in  surgery  has  ever  received. 

It  is  the  cause  of  more  deaths  to-day  than  have  been  saved  by  all 
the  surgical  progress  in  all  lesions  during  the  last  thirty-five  years. 
Consult  the  reports  of  all  the  large  institutions  in  the  country, 
compare  the  deaths  of  the  infectious  or  peritonitic  lesions  with  other 
operative  conditions,  see  where  any  operator's  mortality  comes 
from.  This  is  why  I  have  said  in  literature  based  upon  the  records 
of  the  Joseph  Price  Hospital  that  nineteen  out  of  twenty  deaths 
in  abdominal  surgery  are  due  to  human  errors  and  that  we  are  just 
this  far  from  our  real  surgical  heritage  and  privileges. 

I  look  upon  the  teaching  in  the  peritonitic  lesions  as  an  outrage 
to  my  surgical  rights  and  heritage.  I  bitterly  resent  that  death 
which  comes  to  me  through  the  substitution  of  a  supposition  which 
I  a  thousand  or  more  times  have  proven  false.  It  is  not  a  difference 
of  opinion  but  a  surgical  fact.  The  teachers  of  this  subject  have  no 
right  to  take  from  me  the  progress  of  the  day  by  the  substitution  of 
this  so-called  physiological  age  in  surgery  which  has  been  founded 
upon  imaginary  factors,  conditions  and  principles  which  do  not  exist. 
The  very  essence  of  such  teaching  means  the  postponement  of  opera- 
tive procedure  in  the  most  active  of  infectious  lesions;  nothing  could 
be  more  contrary  to  the  rules  of  surgical  success. 

I  will  now  outline  the  working  factors  of  the  physiological  surgeon 
and  analvze  his  different  steps  and  from  these  facts  will  attempt  to 
convince  my  hearers  that  his  very  foundation  is  false  and  that  every 
working  factor  has  been  founded  upon  a  hypothesis  which  does  not 
in  reality  exist  in  these  pathological  conditions,  that  the  extent 
of  the  lesion  which  governs  his  surgical  action  or  inaction,  can  be 
proven  false  in  over  80  per  cent,  of  the  cases,  and  that  he  never  could 
have  endorsed  such  indefinite  factors  as  a  teaching  in  these  rapidly 
fatal  lesions  if  he  had  ever  truly  seen  the  radical  teaching  of  the  late 
Joseph  Price  carried  out.  It  is  an  attempt  to  classify  rapidly  fatal 
lesions  into  operative  and  nonoperative  hours  based  upon  signs  and 
symptoms  which  are  not  proportionate  to  the  underlying  pathological 
conditions.  It  is  wrong  because  it  assumes  that  the  abdominal 
cavity  is  in  a  diffuse  or  general  peritonitic  condition,  when  in  fact 
there  exists  a  very  local  infectious  condition.  It  is  very  much  more 
wrong  as  it  assumes  this  supposed  general  peritonitic  condition  will 
become  quiescent  and  a  subsequent  operation  can  be  done,  when 
in  reality  those  diffuse  or  general  peritonitic  conditions  which  really 
do  exist,  go  on  to  fatal  termination,  while  those  supposed  cases  with 
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a  diffuse  or  general  peritonitis  which  do  Uve  through  to  that  expected 
quiescent  stage  never  were  anything  but  a  very  local  condition  and 
could  have  been  best  operated  when  first  seen.  Valuable  time  has 
been  lost  in  either  instance.  In  other  words,  the  physiological 
surgeon's  scope  of  recognition  as  to  the  extent  of  the  intraabdominal 
lesion,  has  been  in  error.  All  of  these  indefinite  factors  have  driven 
the  profession  into  the  insanity  of  uncertainty  with  the  result  that 
Dr.  Murphy  has  recently  said,  "the  mortality  in  America  is  still 
ID  per  cent,  in  appendicitis."  I  wish  to  add  to  his  plea  by  saying  it 
can  and  should  be  held  down  to  a  fraction  of  i  per  cent,  as  there  has 
not  been  a  single  death  in  the  history  of  the  Joseph  Price  Hospital 
for  over  seventeen  years  in  the  timely  cases,  those  in  which  the 
abdomen  can  be  closed.  I  beheve  this  gives  me  the  right  to  ask  you 
to  follow  me  through  a  discussion  which  will  place  this  lesion  on  the 
practically  nil  mortaUty  list.  It  further  seems  to  me  I  have  the 
right  to  invite  you  to  listen  to  a  discussion  which  opposes  the  popu- 
lar teaching  with  its  lo  per  cent,  mortality,  if  I  have  a  Hght  on  the 
subject  which  can  promise  so  great  a  change  in  mortality.  You 
must  remember  the  teaching  of  the  hour  in  America  has  been  very 
universally  adopted  with  this  most  reprehensible  mortaUty.  So  far 
I  have  done  much  preaching  in  this  article  in  order  to  make  men 
discontented  mth  the  results  and  thus  seek  the  surgical  privileges 
of  the  age. 

The  pathological  era  for  which  we  stand,  was  probably  so  named 
from  the  fact  that  it  dealt  radically  with  the  pathology  of  the  acute 
perforative  lesions  of  the  abdominal  cavity,  and  began  with  the 
advent  of  antiseptic  or  aseptic  abdominal  surgery  and  extended  up 
until  about  ten  years  ago.  This  pathological  era  ended  with  the 
birth  of  the  physiological  era  which  then  came  into  vogue.  Shortly 
before  the  birth  of  the  physiological  age  in  surgery,  very  valuable 
contributions  to  physiology  by  those  eminent  teachers  Ehrhch, 
Metchnikoff  and  Wright  had  been  made.  These  masters  illuminated 
our  physiology,  pointing  out  the  function  of  the  white  blood  cell 
with  respect  to  its  phagocytic  action.  These  authors  and  teachers 
called  attention  to  the  fact  that  at  some  particular  stage  this  phago- 
cytic action  of  the  white  blood  cell  was  at  its  maximum. 

The  physiological  surgeon  then  made  his  fatal  and  regrettable 
error,  as  he  attempted  to  apply  this  principle  to  the  surgery  of 
appendicitis,  with  the  result  that  this  rapidly  fatal  condition  was 
classified  into  operative  and  nonoperative  stages,  such  thought 
having  its  inception  in  the  philosophy  of  the  physiologist,  namely, 
that  at  a  certain  stage  in  peritonitis  the  progress  of  phagocytosis  was 
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at  its  height.  The  physiological  surgeons  therefore  taught  that  it 
was  not  advisable  to  operate  during  the  stage  of  phagocytosis  but 
must  wait  until  the  stage  of  quiescence  and  thus  not  interfere  with 
Nature's  method  of  cellular  resistance.  These  eminent  pathologists 
and  physiologists  did  not  ask  us  to  apply  this  principle  in  physiology 
to  our  surgery  in  any  pathological  lesion,  they  simply  illuminated 
our  physiology.  It  is  the  classification  of  these  acute  perforative 
lesions  of  the  abdominal  cavity  into  operative  and  nonoperative 
stages  which  has  taken  from  us  the  progress  of  thirty  years.  To 
me  this  grave  error  is  beyond  comprehension.  WTiat  had  we 
learned  in  these  rapidly  fatal  conditions,  namely,  that  we  must 
operate  early  to  keep  mortaUty  low;  and  we  learned  one  other  thing 
and  that  is,  if  we  washed  our  hands  we  could  do  radical  work  in  the 
abdomen,  and,  if  you  please,  this  is  all  we  have  learned  in  the  surgery 
of  appendicitis. 

And  now  both  of  these  vital  truths  are  taken  from  us  by  the 
substitution  of  watchful  waiting  of  the  physiological  surgeon. 

This  is  what  I  meant  in  the  beginning  of  my  article  when  I  said, 
you  can  take  away  the  cardinal  virtues  or  principles  of  a  proce- 
dure through  a  process  of  substitution  and  it  matters  not  how  foreign 
the  substitute  may  be. 

Let  us  further  analyze  this  classification  of  the  physiological 
surgeon  into  the  operative  and  nonoperative  stages.  It  is  necessary 
for  him  to  assume  that  the  peritonitic  lesion  has  reached  a  certain 
stage  in  order  that  he  may  make  the  differential  choice  as  to  the 
operative  hour.  There  is  not  a  physiological  surgeon  who  has  not 
admitted  that  he  is  unable  to  judge  of  the  extent  of  the  pathological 
lesion  in  appendicitis  and  its  extensions;  yet  these  same  men  are 
attempting  to  teach  that  after  appendicitis  is  compHcated  by  a 
certain  degree  of  extension  of  the  complicating  peritonitis,  it  has 
reached  the  stage  when  the  active  hand  of  surgery  must  be  withheld. 
Thus  they  first  deny  the  possibiUty  of  accurate  teaching  as  to  the 
extent  of  the  complicating  peritonitis,  and  then  contradict  their 
stand  by  a  classification  as  to  operative  hour  based  upon  a  supposed 
knowledge  of  the  extent  of  the  peritonitic  lesion.  This  is  what  I 
mean  by  the  indefinite  factor  of  the  physiological  surgeon  which  has 
driven  the  profession  into  the  insanity  of  uncertainty,  with  the 
result  of  the  lo  per  cent,  death-rate  Dr.  Murphy  speaks  of;  and  also 
the  cause  of  80  per  cent,  of  the  peritonitic  appendicitis  cases  in  my 
institution. 

Permit  me  to  go  further  into  these  indefinite  factors  of  the 
popular  teaching.     The  physiological  surgeon  assumes  that  a  given 
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case  has  a  diffuse  or  general  peritonitis,  arbitrary  extensions  of  the 
primary  conditions,  but  these  extensions  must  necessarily  be  based 
upon  a  certain  symptomatology.  He  reasons  that  the  patient 
with  general  distention  and  tenderness  has  a  diffuse  or  general 
peritonitis,  that  phagocytosis  is  at  its  height  and  must  not  be  dis- 
turbed, so  this  patient  is  put  on  the  waiting  list  for  the  expected 
stage  of  quiescence.  Early  in  my  apprenticeship  with  Dr.  Price, 
when  these  late  cases  came  to  the  hospital  with  general  distention 
and  tenderness,  we  were  in  the  habit  of  opening  the  patient  in  the 
midline,  but  we  soon  learned  that  a  very  large  percentage  of  such 
cases  did  not  have  a  diffuse  or  general  peritonitis  but  were  in  reality 
still  locally  infected,  the  peritonitis  being  confined  to  head  of  the 
cecum  and  last  few  inches  of  the  ileum,  with  the  resultant  partial 
bowel  obstruction  due  to  such  involvement  of  the  ileum,  the  general 
distention  or  tenderness  being  caused  by  such  local  condition. 
Therefore,  it  is  our  contention  that  those  patients  who  are  put  on 
the  waiting  list  for  a  subsidence  of  acute  symptoms  and  classified 
as  diffuse  or  general  peritonitis,  present  in  reality  a  local  condition 
and  could  and  should  have  been  operated  at  the  first  hour  seen. 
We  further  contend  that  those  cases  of  the  physiological  surgeon  who 
are  in  reality  extensively  peritonitic  and  who  are  put  on  the  waiting 
list  for  subsidence  of  acute  symptoms,  all  die.  So  again  you  see  the 
indefinite  factors  upon  which  the  physiological  surgeon  has  based 
his  teaching.  The  physiological  surgeon  not  being  a  toilet  operator 
who  eviscerates  the  patient,  breaking  all  adhesions,  releasing  bowel 
obstruction,  etc.,  has  not  had  the  opportunity  to  see  his  assumptions 
as  to  the  extent  of  the  peritonitic  lesion  proven  false.  Many  times 
have  I  been  called  to  operate  after  the  physiological  surgeon  had 
passed  judgment  upon  the  patient  and  placed  him  on  the  waiting 
list  on  account  of  a  supposed  diffused  peritonitis,  and  have  found  by 
operation  the  condition  just  as  local  as  I  have  indicated.  It  is  my 
opinion  in  these  peritonitic  patients  that  they  do  not  receive  their 
final  and  fatal  dose  of  toxines  from  peritonitis  per  se,  but  that  the 
fatal  termination  comes  from  the  absorption  of  bacteria  and  toxines 
from  the  mucous  membrane  of  the  partially  or  completely  obstructed 
bowel. 

It  is  further  my  opinion  that  the  serous  membrane,  visceral  or  pa- 
rietal, in  the  peritonitic  stage  absorbs  very  little.  My  reasons 
are  the  following:  if  you  review  the  conditions  which  are  most  typical 
of  a  peritonitis,  the  mortality  is  low  as  compared  with  the  retroperi- 
toneal or  submucous  lesion.  The  more  violent  the  action  of  the 
peritoneum  manifested  by  the  great  amount  of  shaggy  lymph, 
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edema  of  the  bowel  wall  and  amount  of  free  pus,  the  more  certain 
is  the  patient  to  get  well;  and  yet  the  peritonitis  has  been  most 
violent.  The  patient  who  has  the  so-called  dry  form  of  peritonitis 
which  simply  means  the  infection  is  of  deeper  variety  in  which  the 
lymphatics  are  engorged  to  the  extent  that  the  mesentery  is  thick, 
stiff  and  thrombotic,  is  truly  Httle  peritonitic  but  presents  a  retro- 
peritoneal infection.  Such  patients  are  very  ill,  yet  least  typical  of  a 
peritonitis.  The  appendix  which  is  truly  retrocecal  and  ruptures  in 
the  retroperitoneal  space  which  is  in  reality  extraperitoneal,  is  the 
most  fatal  form  of  appendicitis;  the  patient  dying  with  the  least  or 
no  evidence  of  a  peritonitis. 

All  of  these  deep  varieties  of  toxemia  simulate  puerperal  infection 
and  are  little  typical  of  a  peritonitis  and  are  the  most  fatal  of  intra- 
abdominal infections.  I  bring  out  these  points  of  differences  of 
location  of  intraabdominal  infection  to  show  that  the  more  typical 
the  peritonitis  the  least  fatal  the  lesion,  to  forcibly  combat  the  one 
principle  upon  which  all  the  working  factors  of  the  physiological 
surgeon  depend,  namely,  to  prevent  absorption  of  toxines  from  the 
peritoneum,  when  in  reality  little  absorption  takes  place  from  the 
peritonitic  peritoneum. 

I  have  pointed  out  in  a  previous  publication  some  experiments  of 
Mr.  Moynihan  in  which  he  showed  that  by  incising  bile  ducts  in 
dogs,  the  dogs  died  early  when  the  ducts  were  incised  through 
the  normal  peritoneum,  but  when  a  local  peritonitis  had  been 
incited  by  introduction  of  irritants  in  the  neighborhood  of  the  ducts, 
the  dogs  either  lived  or  died  at  a  very  much  later  date. 

This  same  principle  is  known  through  our  surgery  not  only  of  the 
peritoneum  but  other  serous  surfaces.  The  joints  may  be  opened 
with  a  degree  of  immunity  if  the  articular  surfaces  have  been  pre- 
viously irritated  to  the  extent  of  reaction. 

Delayed  surgery  on  the  joints  is  another  example  of  resistance  to 
absorption  and  infection  due  to  the  coflFerdamming  of  the  absorbents; 
therefore  we  feel  and  know  there  is  much  less  danger  of  absorption 
of  toxines  due  to  breaking  of  adhesions  in  the  already  peritonitic 
abdomen  than  the  physiological  surgeon  contends.  It  is  further 
not  a  mere  matter  of  opinion  that  the  peritonitic  bowel  may  be 
handled  with  much  less  degree  of  shock  than  the  normal.  In  an 
experience  of  several  thousand  peritonitic  abdomens,  I  have  never 
seen  a  typical  surgical  shock,  although  the  surgery  in  these  neglected 
cases  was  more  prolonged  and  extensive  than  in  the  usual  abdominal 
operation.  I  never  saw  a  clearcut  case  of  surgical  shock  in  other 
than  a  clean  abdomen;  the  reasons  are  apparent. 
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The  normal  peritoneum  is  alive,  it  reacts  to  trauma,  its  receptive 
centers  and  their  continuations  are  intact  and  sensible  to  acute 
invasion  such  as  the  surgeon's  hand;  not  so  with  the  peritonitic 
abdomen. 

We  combat  the  Fowler  position  on  account  of  the  above  discus- 
sion, such  position  taking  into  account  only  the  difference  of  absorp- 
tion of  the  upper  and  lower  abdominal  regions,  when  in  reality  it  is 
not  the  peritoneal  absorption  which  is  final  and  fatal.  The  Fowler 
position  is  wrong  from  the  standpoint  of  placing  the  patient  in  an 
upright  position  while  the  heart  is  participating  in  the  same  profound 
toxemia  as  all  other  tissues  of  the  body.  The  patient  should  be 
prone  in  order  to  reUeve  such  strain.  The  advocates  of  the  Fowler 
position  have  not  obtained  what  they  sought  and  that  is  the  most 
dependent  point,  by  placing  the  patient  in  the  upright  position.  The 
sitting  patient  gives  a  basin  6  to  8  inches  deep  which  will  not 
empty  even  though  there  was  a  free  flow  of  fluids  in  the  pelvic  cavity. 
If  you  will  turn  the  patient  on  the  right  side  with  a  right-sided 
incision,  you  will  find  the  pelvis  will  empty  itself  and  you  have 
also  placed  the  patient  in  the  natural  position  of  flexion  and  rest. 
In  review  of  the  principles  for  which  we  stand  and  what  we  condemn, 
I  invite  defense  for  the  lo  per  cent,  mortality  which  is  the  product 
of  modern  teaching,  and  contrast  a  mortality  of  i  per  cent,  which 
I  claim  can  be  brought  about  if  the  principles  of  the  pathological 
surgeon  are  adopted,  namely,  operate  first  hour  irrespective  of  stage. 
I  am  unable  to  get  operators  to  analyze  this. 

This  is  what  it  means:  we  all  get  a  certain  per  cent,  of  early  cases 
in  which  there  is  no  mortality;  there  has  been  none  in  my  seventeen 
years  in  the  Joseph  Price  Hospital.  We  next  get  a  certain  per  cent, 
of  cases  which  we  call  group  two,  in  which  there  is  already  a  perfora- 
tion and  some  degree  of  peritonitis,  in  which  there  will  be  a  small 
mortality.  In  a  third  group  I  classify  the  very  last  cases,  ranging 
from  a  diffuse  to  general  peritonitis;  from  this  group  comes  the 
greatest  mortaUty.  Now  please  remember  we  always  operate  the 
first  hour.  The  first  class  of  cases  which  are  timely  and  clean  take 
care  of  themselves,  there  is  no  mortality  as  long  as  the  operator 
washes  his  hands  and  ties  his  knots  securely.  In  class  two  in  which 
there  is  some  extension  of  the  destructive  process  to  a  perforation  or 
local  involvement  of  the  appendix  area,  there  will  be  as  I  have  said, 
a  slight  mortality.  Now  if  this  teaching  is  carried  out,  operating  in 
first  hour  irrespective  of  the  stage,  making  a  plea  to  the  physician 
that  the  patient  should  have  been  brought  earlier,  you  will  soon  be 
able  to  drive  class  two  into  class  one  where  there  has  been  no  perfora- 
tion and  no  mortalitv. 
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Take  class  three,  the  very  late  patient  with  diffuse  or  general 
peritonitis;  again  we  operate  first  hour,  exposing  the  extravagant 
pathological  lesion  with  all  its  filth,  odor,  adhesions,  bowel-obstruc- 
tion, etc.  A  most  insinuating  and  lamentable  picture.  You  do  not 
have  to  say  very  harsh  words  of  rebuke  to  the  physician  who  gave 
you  such  an  exaggerated  picture  of  pathology  to  make  him  a  convert 
to  earlier  work.  You  have  operated  immediately,  exposing  his 
error  and  impressing  him  through  your  discussion  that  the  lesion 
is  entirely  surgical,  first,  last  and  always;  that  he  is  very  late  and 
is  responsible  for  the  lo  per  cent,  mortality. 

You  cannot  drive  the  physician  who  brings  the  late  case  or  class 
three  into  class  two,  as  long  as  anyone  who  poses  as  authority  is 
waiting  an  hour,  a  day  or  a  week  for  subsidence  of  acute  symptoms? 

I  am  entitled  to  some  very  strong  feelings  in  this  matter.  I  am 
tired  of  such  surgical  nonsense.  It  is  void  of  pathological  and  surgi- 
cal wisdom.  I  have  proven  my  stand  in  this  matter,  that  acute, 
perforative,  peritonitic  lesions  cannot  be  classified  into  operative 
and  nonoperative  stages  without  moving  all  such  lesions  toward  a 
later  operative  hour  with  an  inhuman  increase  in  mortality. 

We  have  proven  that  the  peritonitic  patient  can  be  operated  with 
less  liability  of  shock  or  dangers  of  peritoneal  absorption  than 
the  normal  peritoneum;  that  the  peritonitis  bowel  can  be  dealt  with 
in  order  to  release  adhesions  and  bowel  obstruction  with  little  danger 
of  increase  of  absorption.  We  have  proven  at  least  to  our  own  satis- 
faction that  the  surgical  pathology  of  peritonitis  must  be  re-written 
and  that  the  final  and  fatal  dose  of  toxines  in  the  peritonitic  patient 
does  not  come  from  the  peritonitic  per  se,  but  is  due  to  partial  or 
complete  bowel  obstruction,  retroperitoneal  absorption,  etc. 

Our  work  further  indicates  to  us  that  the  peritonitic  patient  would 
most  uniformly  recover  were  it  not  for  the  superincumbent  bowel 
obstruction  which  is  a  final  product  or  conclusion  of  the  peritonitis. 
It  is  not  the  mule  that  breaks  your  leg  but  the  kick  of  the  mule. 
The  mule  is  the  peritonitis,  the  kick  is  the  bowel  obstruction. 

We  have  reached  the  limit  of  our  progress  in  the  pus  forming 
lesions  of  the  abdominal  cavity  so  long  as  there  is  a  single  teacher 
or  text-book  which  teaches  other  than  uniform  first  hour  surgery  in 
these  urgent  conditions  irrespective  of  stage. 

The  puerperal  infections  are  not  a  type  of  the  acute  perforati\e 
peritonitic  lesions,  so  it  is  not  necessary  for  me  to  make  an  exception 
of  puerperal  conditions.  There  has  never  been  a  step  in  the  surgical 
world  which  is  so  devoid  of  pathological  or  surgical  wisdom  as  the 
classification  of  appendicitis  into  operative  or  nonoperative  stages. 
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In  conclusion  may  I  beg  of  you  to  get  this  picture  of  the  peritonitic 
patient:  he  is  a  huge  carbuncle  with  many  compartments;  what  is 
indicated?  Drainage.  Drainage  where?  Inside  the  abdominal 
cavity  inside  the  bowel.  Drainage  of  the  abdominal  cavity  does  not 
prevent  20  feet  of  mucous  membrane  inside  the  intestinal  canal  causing 
a  fatal  toxemia.  Very  much  more  is  it  necessary  to  drain  the  mucous 
membrane  of  the  bowel  through  releasing  the  bowel  obstruction 
and  puncturing  the  bowel  in  one  or  more  places.  You  must  remem- 
ber that  every  adhesion  broken  is  drainage,  every  partial  or  complete 
bowel  obstruction  released  is  drainage,  the  distended  bowel  reduced 
to  a  collapsed  one  is  drainage,  every  gangrenous  structure  or  product 
removed  is  drainage;  and  finally  the  very  foundation  of  drainage  is 
the  removal  of  the  distal  infecting  source. 
241  North  Eighteenth  Street. 
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Sepsis  is  the  most  important  and  serious  complication  of  wound 
infection,  and  is  by  far  the  most  difiicult  to  treat.  In  nearly  all 
such  infections  it  is  the  direct  cause  of  death. 

The  proper  treatment  and  care  of  sepsis  would  do  much  to  reduce 
the  mortality  from  wounds.  However,  to  intelligently  study  this 
subject  it  is  necessary  to  know  exactly  what  is  understood  by  sepsis. 
The  term  sepsis  means  "poisoning  by  the  products  of  a  putrefactive 
process."  This  definition  by  Dorland  is  not  sufiiciently  compre- 
hensive. It  should  be  more  general  and  should  include  "poisoning 
by  the  products  of  bacterial  growth." 

Every  septic  process  has  four  phases :  the  initial  phase,  the  active 
phase,  the  termining  phase  and  the  after  phase. 

In  sepsis  the  causative  phase  includes  the  period  from  the  entrance 
and  growth  of  the  infecting  organism  until  this  growth  becomes 
sufficient  to  influence  the  general  health  and  well-being  of  the  host. 
When  this  occurs  the  second  or  active  phase  begins,  in  this  the 
host  is  suffering  from  the  products  of  bacterial  activity.  After  this 
active  phase  has  been  present  for  some  time  either  the  host  succumbs 
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or  he  develops  sufficient  resistance  to  begin  to  combat  the  infection; 
the  terminal  phase  has  now  begun  and  the  disease  enters  upon  a 
retrograde  course  and  regenerative  processes  occur.  Following  the 
termination  of  the  active  disease  and  synchronizing  more  or  les- 
with  the  regenerative  processes,  is  the  after  phase.  It  presents  many 
derangements  due  to  the  havoc  wrought  by  the  bacteria.  The  chief 
among  these  derangements  are  anemia,  cardiac  lesions  anatomical 
deformities  and  functional  derangements  due  to  scars,  etc.  The 
only  phase  of  sepsis  which  we  will  discuss  in  the  present  monograph 
is  the  second  phase  where  the  poison  has  already  entered  the  system 
and  the  patient  is  actively  engaged  in  efiforts  to  combat  it.  This 
poison  may  be  in  the  form  of  a  bacterial  protein,  or  toxin.  Using 
the  term  sepsis  in  a  general  way  it  must  be  made  to  include  a  vast 
variety  of  diseases.  Some  are  under  the  impression  that  the  term 
sepsis  should  be  applied  only  to  the  poisoning  arising  from  absorp- 
tion from  an  open  w^ound.  It  seems  more  reasonable  to  assume  that 
it  should  also  apply  to  poisoning  from  all  varieties  of  infection  due 
to  bacteria.  The  infection  from  the  pneumococcus  is  just  as  pure 
a  case  of  sepsis,  as  is  the  infection  with  streptococci.  In  both,  the 
symptoms  are  similar,  though  modified  to  some  slight  extent  by  the 
area  of  localization  of  the  active  inflammatory  process.  In  both  we 
have  fever,  increased  pulse  rate,  drowsiness,  delirium,  etc.,  with  fall 
of  blood  pressure  and  death  if  the  process  is  not  curbed. 

So  the  points  which  it  is  my  endeavor  to  bring  out  may  apph" 
as  well  to  all  infections,  i.e.,  diseases  due  to  bacterial  organisms,  as  to 
the  restricted  few  in  which  there  is  an  open  wound. 

In  treating  sepsis  we  may  divide  our  efforts  into  different  groups. 
We  must  aim, 

1.  To  remove  the  cause;  that  is,  in  infected  wounds,  local  treat- 
ment by  means  of  antiseptics,  etc.,  should  be  instituted.  If  the 
infection  comes  from  the  uterus  and  the  uterus  contains  a  retained 
placenta  which  has  become  putrid,  the  uterus  should  be  cleaned 
out.  If  the  infection  comes  from  an  abscess  the  abscess  should  be 
opened  and  the  extra  pockets  cleaned.  If  the  pyogenic  organisms 
have  already  entered  the  blood  stream  an  efifort  should  be  made  to 
destroy  them  by  injecting  into  the  circulation  active  antiseptics, 
either  bichloride  of  mercury  in  proper  dosage  or  salvarsan. 

2.  After  we  have  removed  the  primary  source  of  infection  our 
next  effort  should  be  to  combat  the  systemic  poisoning  by  such 
active  measures  as,  enteroclysis  of  sodium  carbonate  and  glucose; 
vaccines;  antitoxins;  salines,  or  solutions  of  sodium  bicarbonate 
and  glucose  given  by  hypodermoclysis,  or  of  sodium  carbonate  and 
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glucose  given  intravenously.  If  sodium  carbonate  or  bicarbonate 
is  not  available,  salt  solution  should  be  used.  There  is  some  danger 
to  the  indiscriminate  use  of  sodium  carbonate  or  bicarbonate  and 
glucose.  This  shall  be  considered  more  fully  in  the  body  of  the 
monograph.  Lastly,  but  most  important  in  severe  infections  blood 
transfusions  should  be  performed.  This  is  the  probable  order  in 
which  the  above  measures  would  be  used. 

During  the  application  of  the  above  we  are  constantly  trying  to 
sustain  the  patient  by  good  food  (easily  digested);  alcohol  in  the 
form  of  brandy,  whiskey,  or  even  pure  alcohol  (diluted)  by  entero- 
clysis.  In  severe  sepsis  this  has  a  slight  sustaining  quality  and 
above  all  if  the  patient  can  retain  it,  large  quantities  of  water  should 
be  given  by  mouth.  It  is  my  custom  to  mix  with  this  water  plenty 
of  sodium  bicarbonate.  In  some  cases  it  is  better  to  give  the 
sodium  bicarbonate  in  some  variety  of  charged  water. 

With  the  second  of  these  measures,  i.e.,  the  active  means  of  com- 
bating septic  infection,  we  are  the  most  concerned.  Of  the  various 
means  of  combating  sepsis  the  bacteriologic  and  serologic  with 
intravenous  medication  seems  to  be  the  best.  Of  these  we  should 
emphasize  one  especially,  that  is  blood  transfusion.  Incidentally 
I  shall  mention  and  describe  the  other  methods  which  have  been 
placed  in  this  group  of  active  remedial  measures.  Blood  trans- 
fusion is  a  life  saver  in  severe  cases  of  sepsis.  In  the  active  and 
progressive  stage  it  is  used 

1.  To  sustain  the  organism  by  introducing  an  extra  volume  of  a 
fluid  that  is  viscid  and  does  not  easily  transfuse  into  the  tissues. 
In  this  way  it  raises  and  sustains  the  blood  pressure.  I  find  that 
it  raises  the  blood  pressure  as  much  as  lo  to  15  mm.  of  mercury; 
the  amount  depending  upon:  the  age  and  the  size  of  the  patient,  the 
degree  of  vessel  dilatation,  i.e.,  the  height  of  the  blood'pressure  in  the 
recipient  and  the  quantity  of  blood  transfused. 

2.  To  act  as  an  active  antibacterial  medium.  It  is  claimed  by 
Vaughan  that  normal  blood  serum  is  an  active  antibactericide. 
It  is  known  that  patients  recovering  from  severe  illness  have  de- 
veloped an  antitoxin  against  the  poisons  of  the  disease  from  which 
they  are  recovering.  Their  blood  is  actively  antibactericidal  and 
antitoxic  to  the  poisons  of  these  diseases.  However,  it  retains  these 
properties  for  but  a  very  short  time  so  that  such  persons,  if  they  are 
available  immediately  after  their  recovery  from  a  severe  infection 
may  be  used  to  supply  an  active  antitoxin  blood  against  the  same 
type  of  infection  from  which  they  had  suffered.  If  a  donor  with 
active  antitoxic   and   antibactericidal   blood   is  not  at  hand,  suit- 
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able  antibactericidal  and  antitoxic  blood  may  be  prepared  by  in- 
jecting a  selected  donor  with  prepared  vaccines  in  gradually  increas- 
ing doses. 

At  first  blood  transfusion  was  used  only  as  a  last  resort  in  severe 
septic  states  where  almost  any  means  would  be  justifiable  if  it  offered 
even  a  possible  chance  for  cure,  but  lately  I  am  coming  more  and 
more  to  the  conclusion  that  transfusions  are  valuable  in  all  stages 
of  sepsis,  and  in  all  severe  systemic  processes  that  have  a  debilitating 
action  on  the  organism.  If  properly  done  and  if  all  protective  pre- 
cautionary measures  are  used  they  are  practically  without  danger. 
The  time  it  seems  is  fast  approaching  when  we  will  think  little  more 
of  doing  a  transfusion  of  blood  than  we  do  now  of  doing  one  of  salt 
solution. 

One  of  the  most  important  effects  of  a  transfusion  is  to  increase  the 
blood  pressure.     This  in  severe  infections,  is  very  important. 

Infections  with  associated  toxemia  and  septicemia  produce  about 
the  same  vasomotor  changes  as  are  found  in  shock;  in  both  the  blood 
pressure  is  very  much  reduced.  In  a  very  severe  infection  (as  in 
the  case  of  a  Mrs.  E.),  the  blood  pressure  after  a  transfusion  of  525 
c.c.  of  blood  was  increased  from  64  to  75  systohc,  and  the  diastolic 
from  38  to  40.  However,  this  increase,  valuable  though  it  was, 
still  was  not  great  enough  in  this  special  instance  to  stimulate  the 
heart  to  its  normal  activity. 

Mrs.  E.  entered  the  hospital,  about  11.30,  December  15,  1917. 
She  gave  a  history  that  two  days  before  her  entrance  on  December 
13,  1917,  she  was  delivered  of  a  child  which  presented  trans- 
versely. During  the  delivery  she  was  torn  considerably  and 
bled  freely.  This  bleeding  continued  all  the  next  day  and  was  still 
present  when  the  patient  entered  the  hospital.  On  the  day  following 
the  delivery  the  patient  began  to  vomit  and  continued  to  do  so  until 
her  death.  The  vomit  at  first  was  of  food  particles  but  finally 
assumed  a  fecal  type  (it  was  very  dark  and  had  a  foul  disagreeable 
odor).  The  blood  pressure  shortly  after  entrance  was  60  systolic  and 
40  diastolic.  Stimulants  were  given  and  at  7  p.  m.  a  hypodermoclysis 
of  500  c.c.  glucose  (5  per  cent.)  and  sodium  bicarbonate  (2  per 
cent.)  was  given.  This  was  followed  in  one  hour's  time  by  a 
slowing  of  the  pulse  from  160  to  no,  and  a  drop  in  temperature. 
However  this  improvement  was  only  transient  for  during  the  next 
hour  the  pulse  quickly  went  up  to  124  and  the  temperature  to 
104.2°  F.  At  the  time  of  the  transfusion  the  patient  was  in 
extremis  and  was  unconscious,  being  in  such  a  stupor  that  she 
did  not  recognize  her  relatives  nor  would  she  respond  to  questions. 
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Because  of  the  serious  state  of  the  patient  it  had  been  determined 
early  in  the  afternoon  to  perform  a  transfusion,  but  as  we  did  not 
have  any  suitable  donors,  we  were  compelled  to  wait  until  about 
10.30  P.  M.  Dr.  Ford  one  of  our  internes  volunteered,  and  525  c.c. 
of  blood  was  taken  and  transfused. 

This  delay  was  probably  fatal  to  the  patient,  for  during  this  time 
the  vasomotor  paresis  was  becoming  permanent  and  the  chances 
of  recovery  more  remote.  After  the  transfusion  the  blood  pressure 
rose  to  75  systolic  and  40  diastolic.  With  such  a  blood  pressure  the 
vessels  are  not  filled.  During  each  beat  of  the  heart  the  blood  owing 
to  vasomotor  paresis  and  vessel  dilatation  is  forced  into  a  larger 
area  than  would  be  normal  for  the  same  quantity  of  blood,  under 
healthy  standards.  Because  of  this  the  propulsive  force  is  quickly 
lost.  In  other  words,  if  the  arteriole  is  dilated  there  is  no  way  of 
sustaining  the  onward  force  of  the  blood  column,  and  the  systolic 
pressure  is  quickly  diffused.  In  such  a  condition  the  pulse  could 
with  difl&culty  be  felt  at  the  wrist.  It  is  hardly  conceivable  that  as 
the  result  of  arterial  dilatation  alone  the  systohc  pressure  could 
drop  to  64  or  to  70  and  be  accompanied  by  a  diastolic  pressure,  that 
bearing  somewhat  the  normal  relation  to  it.  If  the  vessels  are  dilated 
and  the  heart  is  not  involved  one  would  expect  the  systolic  pressure 
to  be  fairly  high  and  the  diastolic  low.  However,  if  the  systolic 
were  low,  and  the  diastolic  were  also  low  but  above  the  normal 
ratio  to  it,  we  would  be  justified  in  supposing  that  the  vessels 
were  not  dilated.  We  might  then  account  for  the  low  double 
(systolic  and  diastolic)  pressure  on  two  suppositions:  (i)  that 
the  heart  was  involved,  or  (2)  that  the  fluids  in  the  vessels  had 
become  reduced  in  volume,  due  to  loss  of  body  fluid  such  as  occurs 
from  bleeding,  diarrhea  and  vomiting.  In  the  case  of  Mrs.  E.  it 
is  most  likely  that  the  low  pressure  was  not  due  so  much  to  vaso- 
motor paralysis  as  to  loss  of  fluid  in  the  vessels.  According  to  her 
history  Mrs.  E.  had  bled  freely  after  delivery.  Should  the  low 
pressure  have  been  due  to  a  paralysis  of  the  vasomotor  there  would 
not  have  been  present  the  sustained  contraction  of  the  vessels  which 
is  necessary  to  produce  a  sufficient  pressure  to  give  even  if  definable 
a  normal  relative  diastolic  reading.  If  the  amount  of  fluid  in  the 
vessels  was  reduced,  the  diastolic  while  low  would  still  be  definite, 
and  would  not  be  greatly  influenced  by  vasomotor  changes.  In 
the  present  case  it  seemed  that  while  the  low  pressure  was  partly 
due  to  loss  of  fluid  and  partly  to  vasomotor  paresis  yet  it  was  mostly 
due  to  the  lack  of  propelling  force  the  result  of  impairment  of  the 
heart  (toxic  myocarditis). 
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In  such  a  condition  one  should  proceed  with  considerable  caution 
but  at  the  same  time  radical  measures  should  be  instituted.  For 
these  patients  are  desperately  ill  and  only  heroic  efiForts  will  save 
them. 

In  the  present  case  it  seems  to  have  been  good  therapy  to  have 
slowly  introduced  intravenously  large  quantities  of  sodium  carbon- 
ate 2  per  cent,  and  glucose  5  per  cent.  This  would  have  increased 
the  intraarterial  pressure  and  thus  have  stimulated  the  heart  so 
that  more  blood  would  be  sent  to  and  through  the  vital  centers.  This 
might  have  kept  our  patient  alive  until  such  time  as  the  tissues 
of  the  body  could  develop  a  resistance  to  the  infection.  However, 
the  myocarditis  rendered  the  condition  almost  hopeless.  In  these 
septic  cases  of  protean  onset,  irrespective  of  the  infecting  agent,  at 
least  50  c.c.  of  antistreptococcic  serum  should  be  given  a  few  hours 
after  or  preceding  the  transfusion.  Also  appropriate  local  measures 
should  be  instituted.  In  the  present  instance  intrauterine  douching 
of  tincture  of  iodine  0.25  per  cent  and  25  per  cent,  solution  of  normal 
salt  were  indicated.  Streptococci  were  isolated  from  the  vaginal  dis- 
charge. A  blood  culture  was  negative.  If  all  the  above  procedures 
had  been  carried  out  I  feel  sure  that  the  patient  would  have  had  a 
better  chance  for  her  life. 

We  will  return  again  to  blood  pressure  and  its  relation  to  sepsis. 
If  the  systolic  blood  pressure  is  fair  and  the  diastolic  is  low,  it  is  an 
indication  that  the  vasomotor  mechanism  is  at  fault  and  that  a 
paralysis  of  this  system  with  dilatation  of  the  arterioles  is  present. 
This  is  a  very  serious  complication  and  unless  it  is  soon  corrected 
the  patient  will  die.  A  case  to  the  point  is  that  of  Mrs.  M.  who 
developed  a  serum  sickness  some  days  after  the  injection  of  horse 
serum.  Ordinarily  this  would  not  have  been  of  serious  moment, 
except  that  this  patient  had  a  very  unstable  vasomotor  system, 
the  result  of  a  prolonged  sepsis.  The  pulse  became  irregular  vary- 
ing from  70  to  130  per  minute,  and  the  diastolic  pressure  dropped  to 
40  mm.  The  systolic  was  100  so  that  the  pulse  pressure  was  more 
than  the  diastolic.  The  end-result  of  such  a  condition  would  be  that 
the  blood  would  not  have  force  enough  behind  it  to  push  it  forward; 
and  as  a  consequence  it  would  accumulate  in  the  capillaries  and 
arterioles  and  little  of  it  would  enter  the  venous  system.  The  heart 
would  not  fill  and  because  of  the  lack  of  its  normal  distending 
intraventricular  pressure  (its  usual  stimulus)  would  contract  irregu- 
larly and  rapidly.  This  in  turn  leads  to  a  lessened  systolic  pres- 
sure and  unless  relieved,  death  in  a  short  time  would  result.  In 
cases  where  the  diastolic  pressure  bears  an  abnormally  low  ratio  to 
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the  systolic  pressure  the  diastolic  pressure  must  by  all  means  be  in- 
creased. One  of  the  best  means  is  adrenalin.  It  is  given  in  the 
form  of  the  solution  i-iooo,  lo  to  20  drops  hourly  until  the  diastolic 
pressure  is  as  high  as  70.  In  some  of  these  cases  I  have  found  that 
under  adrenalin  medication  the  diastolic  will  advance  and  the 
systolic  drop  until  finally  they  reach  the  normal  relationship.  Be- 
sides acting  as  a  vasomotor  constrictor  adrenalin  seems  to  be  use- 
ful as  an  adjuvant  to  the  oxidizing  mechanism  and  in  this  way  helps 
in  a  small  way  to  combat  the  infection.  It  also  supplies  a  certain 
amount  of  the  energy  used  in  combating  disease.  I  have  seen  the 
temperature  drop  following  its  use.  This  drop  in  temperature  is 
difficult  to  explain,  but  perhaps  it  indicates  a  lessened  absorption 
of  toxins  due  to  a  firm  circulatory  system.  It  seems  to  me  that  most 
likely  the  improvement  is  of  central  origin.  We  have  noticed  in 
cases  of  brain  tumor  and  of  cerebral  apoplex}^  and  in  those  of  menin- 
geal hemorrhage,  that  as  long  as  the  blood  pressure  is  properly 
maintained  that  there  is  no  fever;  but  that  as  soon  as  the  blood  pres- 
sure falls,  the  temperature,  pulse  and  respiration  all  rise;  and  that  the 
greater  the  vasomotor  loss  of  control  the  more  pronounced  are  the 
symptoms.  These  symptoms  are  likely  due  to  edema  of  the  medulla. 
Therefore  it  seems  that  in  marked  infections  the  high  fever,  the 
increased  pulse  and  respiratory  rate  are  in  many  instances  due  as 
much  to  vasomotor  paralysis  with  edema  or  congestion  of  the 
medulla,  as  to  absorption  and  the  local  action  of  the  toxin  of  the 
disease  on  the  vital  centers  in  the  medulla  or  elsewhere.  The  im- 
provement in  pulse,  temperature  and  respiration  when  the  vaso- 
motor constrictor  system  is  strengthened  would  seem  to  indicate 
that  the  above  premises  are  at  least  in  part  correct. 

Of  course  we  must  always  bear  in  mind  that  the  powerful  factors 
in  producing  vasomotor  paresis  are  the  toxins  which  are  circulating 
in  the  body.  If  we  treat  the  patient  symptomatically  and  give 
adrenalin  and  bring  down  the  pulse,  temperature  and  respiration 
to  within  reasonable  limits,  the  improvement  is  only  temporary,  for 
the  time  will  come  when  the  toxin  will  be  more  potent  than  the 
stimulant,  and  then  vasomotor  paresis  and  death  will  quickly 
ensue.  If  we  desire  to  keep  our  patient  alive  we  must  devise 
some  means  of  counteracting  the  influence  of  this  toxin.  The 
means  at  our  command  are:  The  injecting  of  something  into 
the  blood,  which  will  quickly  counteract  the  toxin,  which  will 
quickly  stimulate  resistance.  In  severe  infections  the  intravenous 
method  of  medication  must  be  used,  because  other  methods  are  so 

( •v\  that  the  patient  is  liable  to  die  before  the  remedy  can  reach 
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and  react  on  the  affected  tissues.  These  methods  of  medication 
are  of  two  types,  either  chemical  or  serologic.  The  chemicals  that 
may  be  used  in  severe  infections,  i.e.,  in  septicemic  states  (my 
belief  is  that  practically  all  infections  become  septicemic)  are  bichlo- 
ride of  mercury  in  as  high  a  dose  as  3^^  grain  in  5  c.c.  of  sterile  water; 
magnesium  sulphate;  salvarsan;  or  alkalies  with  glucose.  All  of 
these  have  been  used,  but  I  am  familiar  only  with  the  bichloride, 
salvarsan  and  the  alkali  and  glucose.  I  have  seen  remarkable 
results  from  the  bichloride,  and  just  as  remarkable  from  the  carbon- 
ate-glucose solution.  The  perfectly  amazing  action  of  the  latter 
solution  may  be  due  to  the  fact  that  the  blood  is  rendered  so  ex- 
cessively alkaline  that  the  foreign  bacteria  or  toxins  are  destroyed. 
Another  is  that  the  glucose  has  some  specific  action  on  the  resistance 
mechanism  of  the  body.  According  to  some  (Wells  and  others)  the 
glucose  acts  as  an  antigen  and  stimulates  antibody  formation. 
Whether  it  can  act  and  produce  antibodies  in  as  short  a  time 
as  one-half  hour  is  problematical,  though  in  the  case  of  Mr.  C. 
the  antibacterial  action  seemed  to  occur  in  this  time.  Mr.  C. 
was  a  patient  whom  I  operated  for  an  inguinal  hernia  under  local 
anesthesia. 

This  patient  had  a  typical  pneumonia  as  far  as  the  physical  signs 
were  concerned.  In  the  sputum  was  found  a  diplococcus.  While 
it  is  true  that  during  the  further  course  of  the  disease  the  tempera- 
ture did  not  remain  as  low  as  it  was  following  the  intravenous  injec- 
tion, the  pulse  never  went  above  108,  although  the  respiration  on 
several  occasions  struck  40.  The  elevaton  in  temperature  was 
undoubtedly  due  to  local  wound  infection  which  had  occurred  in  the 
hernial  incision  because  of  the  derangement  of  the  dressings  by  the 
patient.  Without  the  local  infection  I  am  sure  that  the  temperature 
would  not  have  continued  as  high  as  it  did. 

In  cases  of  pnemonia  which  have  been  existant  for  some  time  cer- 
tain changes  have  taken  place  in  the  heart  and  in  other  tissues  which 
must  be  taken  into  consideration  before  the  use  of  sodii  carbonate 
or  bicarbonate  and  glucose  solutions.  It  is  my  experience  that  in  the 
later  stages  of  pneumonia  the  blood  coagulates  much  quicker  than 
normally,  and  that  it  is  more  viscid  than  normal.  This,  in  pneu- 
monia where  there  is  such  a  tendency  to  pulmonary  transudation 
and  exudation,  is  of  great  value,  because  it  hinders  such  transuda- 
tion. If  we  should  introduce  a  substance  into  the  blood  such  as 
sodii  carbonate  which  reduces  the  viscidity  and  coagulating  power, 
this  existing  restraining  influence  is  removed,  and  transudation  and 
exudation  with  edema  takes  place. 
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The  first  time  I  noticed  this  efifect  was  in  an  Italian  woman  on 
whom  a  laparotomy  was  done  and  who  developed  a  pneumonia. 
An  intravenous  of  sodii  carbonate  and  glucose  was  given.  This 
had  but  little  permanent  efifect  probably  because  it  was  used  too 
late  after  the  pneumococci  had  become  imbedded  in  the  tissues  or 
had  too  much  of  a  start  in  the  production  of  toxins  over  the  anti- 
toxin productive  power  of  the  body.  In  any  case,  irrespective  of 
the  quantity  of  sodii  bicarbonate  and  glucose  which  was  given, 
the  patient  progressively  became  worse  and  filled  up  with  fluid, 
being  drowned  in  her  own  secretions. 

Another  case  of  rather  startling  change  was  that  of  a  Mr.  M.  who 
had  been  sufifering  from  a  lobar  pneumonia  of  the  right  lower  lobe. 

On  the  fifth  day  of  the  disease  he  developed  an  infiltrating  hard 
swelling  over  the  external  aspect  of  the  left  leg.  It  was  very  sus- 
picious of  pus  owing  to  the  severe  local  pain  and  the  increasing  tem- 
perature of  the  patient.  An  incision  made  under  local  anesthesia 
was  made  into  the  diseased  area.  The  tissues  were  found  infiltrated, 
lusterless,  and  edematous.  A  drain  was  inserted  and  the  wound 
closed.  Toward  evening  of  the  same  day  a  hypodermoclysis  of 
sodium  bicarbonate  and  glucose  was  given.  Within  a  few  hours 
edema  of  the  lungs  occurred  and  the  patient  died. 

In  both  of  these  cases  a  moist  lung  apparently  was  the  result  of  the 
exhibition  of  the  sodii  bicarbonate  or  carbonate  and  glucose. 

In  the  early  stages  of  pneumonia  there  must  be  present  in  the 
blood  or  in  the  alveolae  some  principle  which  causes  an  active  transu- 
dation and  even  exudation  of  the  blood.  While  the  alkali  and 
glucose  does  not  seem  to  affect  the  exudation  activity  of  the 
pneumococci  it  does  seem  to  neutralize  or  render  innocuous  its 
toxin. 

However,  after  the  pneumonia  has  progressed  for  some  time  and 
transudation  and  exudation  have  ceased,  the  giving  of  glucose  and 
alkalies  seem  to  activate  it,  and  a  violent  reaction  takes  place  with 
a  secondary  transudation,  which  if  progressive  leads  to  pulmonary 
edema.  This  great  tendency  to  edema  is  increased  by  the  lessened 
coagulating  power  of  the  blood.  This  may  be  proved  experimentally 
by  introducing  5  c.c.  of  sodium  carbonate  5  per  cent,  into  3.5  of  blood. 
The  blood  assumes  a  redder  color  and  will  not  clot  for  in  some  cases 
as  long  as  two  hours.  This  fact  is  made  use  of  in  combining  sodii 
bicarbonate  or  carbonate  with  glucose  5  per  cent,  solution.  Accord- 
ing to  experiments  which  I  have  conducted  glucose  in  5  per  cent, 
solution  decreases  the  clotting  time,  and  also  hastens  the  disintegra- 
tion of  the  red  cells.     Both  these  actions  are  delayed  by  combining 
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glucose  with  an  alkali,  therefore  it  would  seem  that  in  the  early 
stages  of  pneumonia  the  alkali  and  glucose  should  be  used  in  combi- 
nation, but  in  the  late  stages  glucose  should  be  used  alone,  unless 
the  viscidity  of  the  blood  is  so  great  and  the  resistance  to  propulsion 
is  such  that  it  tires  an  already  faihng  heart;  then  the  alkalies  should 
be  given  with  the  glucose.  The  injection  of  quantities  of  fluid  should 
be  interdicted. 

The  next  and  probably  the  best  type  of  medication  in  controlling 
sepsis  is  the  serologic.  This  type  of  medication  may  be  in  the  form 
of  a  vaccine  which  stimulates  the  protective  mechanism  to  greater 
effort.  Vaccines  are  simple  and  sensitized.  A  discussion  of  the 
advantages  of  either  of  the  two  types  will  not  be  entered.  In  severe 
infections  Wolf-Eisner  seemed  to  think  that  vaccines  would  not 
be  of  value  because  the  body  has  more  than  it  needs  of  stimulating 
agents.  Still  Miich  is  of  the  opinion  that  vaccines  have  a  more 
special  power  of  producing  antibodies  than  has  the  poison  which  is 
already  circulating  in  the  system.  Sherman  (Vaccine  Therap>', 
page  34)  claims  that  living  cell  activities  respond  to  attenuated  or- 
ganisms more  readily  than  to  virulent  germs  with  the  production 
of  specific  proteolytic  ferments  of  immunizing  substances.  In  the 
cases  which  I  have  treated  the  vaccine  seems  to  be  of  great  value 
both  as  a  prophylactic  against  infection,  and  as  a  stimulator  to 
antibody  formation  after  the  infection  has  already  taken  place. 
It  is  my  custom  to  give  routinely  250,000,000  of  killed  bacilU  the 
mixed  vaccine  of  Sherman  or  that  of  Mulford,  on  the  day  previous  to. 
or  at  least  on  the  day  of  operation.  Should  the  case  be  one  of  a 
chronic  infection  an  autogenous  vaccine  may  be  prepared  and 
used.  In  this  respect  I  would  like  to  draw  attention  to  a  case  of  a 
Mr.  F.  who  had  an  osteomyelitis  of  several  years  standing.  He  had 
made  extended  stays  in  different  institutions  and  when  he  came  to 
us  his  right  leg  adjacent  to  and  above  the  knee  was  greatly  swollen. 
Sinuses  extended  in  all  directions  inward  from  the  surface.  They  all 
seemed  to  center  in  the  lower  part  of  the  femur  just  above  the  knee. 
The  knee  was  free,  i.e.,  joint  movement  was  free  and  the  patient  com- 
plained of  no  pain  which  could  be  localized  to  the  knee.  The  x-ray 
showed  an  extensive  osteomyelitis  of  the  lower  end  of  the  femur  with 
apparently  a  free  joint.  Much  against  the  advice  of  a  fellow  surgeon 
who  had  treated  him  for  a  long  time  and  had  twice  done  an  oste- 
otomy, and  who  advised  amputation,  it  was  decided  to  see  what  a 
thorough  removal  of  the  necrosed  bone  would  do.  The  cavity  was 
thoroughly  cleansed  and  all  the  diseased  bone  was  removed.  There 
was  left  but  a  very  thin  shell  of  the  inner  part  of  the  femur.     A 
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plaster  cast  was  applied.  The  patient  was  very  sick  for  a  few  days 
but  finally  began  to  improve.  His  improvement  however,  was 
extremely  slow  and  for  months  he  had  a  foul  discharge  from  a 
sinus  on  the  outer  side  of  the  lower  end  of  the  thigh.  This  sinus 
lead  down  to  the  bone.  A  mass  culture,  i.e.,  a  culture  of  all  the 
bacteria  found  in  the  wound  was  taken  and  lo  ampules  of  vaccine 
were  made  each  containing  250,000,000  of  bacteria.  One  of  these 
was  given  every  third  day.  Before  the  10  ampules  were  used  the 
wound  was  entirely  healed. 

Mixed  vaccine  at  all  times  does  not  have  a  beneficial  action  as  in 
a  patient  who  was  suffering  from  septicemia.  On  the  ninth  day 
of  the  disease  the  pulse  had  been  down  as  low  as  100  and  the  tem- 
perature had  struck  normal,  when  it  jumped  again  on  giving  100  c.c. 
of  antistreptococcic  serum.  It  then  ran  along  loi  to  104  and  in  three 
days  dropped  to  99^.  The  pulse  was  still  120.  It  finally  came 
down  to  no  and  99.2.  Five  minims  of  mixed  vaccine  Sherman's 
36  was  given.  Almost  immediately  the  pulse  jumped  to  140-144. 
A  solution  of  glucose  and  sodium  bicarbonate  had  been  given  pre- 
viously. Whether  this  had  an  unfavorable  influence  is  difficult  to 
say,  however,  I  am  beginning  to  believe  that  the  injection  especially 
the  intravenous  of  sodium  bicarbonate  and  glucose  is  not  always  the 
unalloyed  blessing  we  were  led  to  believe.  Late  in  the  disease 
(sepsis)  the  injection,  especially  intravenous,  of  vaccine  seems  in  some 
cases  to  have  a  deleterious  influence.  The  mixed  vaccines  also 
seemed  in  slight  overdose  to  have  an  evil  influence. 

As  an  active  antibody  producer  the  gonococci  vaccine  is  valuable. 
Sometimes  the  change  in  temperature,  pulse  and  respiration  is 
startling  in  its  rapidity;  as  in  a  young  colored  girl  who  was  received 
into  the  hospital  suffering  from  gonococcic  pelvic  infection.  Her 
temperature  varied  considerably,  at  times  being  as  high  as  105. 
This  variation  continued  for  several  days,  at  no  time  during  this 
period  was  the  temperature  less  than  103.  Gonococci  vaccine  was 
given  and  the  improvement  was  startling.  The  temperature 
dropped  almost  to  normal  and  did  not  again  reach  100.  The 
vaccine  in  increasing  doses  was  frequently  repeated. 

If  the  infection  is  already  active  and  is  of  the  streptococcic  variety 
large  quantities  of  the  antistreptococcic  serum  are  given.  Before 
using  such  quantities  as  100  c.c.  intravenously,  it  is  well  to  inquire 
of  the  patient  if  he  has  had  any  antitoxin  (horse  serum)  recently 
injected.  If  he  has  had,  or  if  doubt  exists  in  the  mind  of  the  attend- 
ing physician  as  to  his  sensitiveness  to  serum,  a  trial  injection  of  a 
small  quantity  (i  or  2  c.c.)  of  the  serum  should  be  used.     Then  in  a 
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few  minutes  a  little  larger  quantity,  5  ex.;  then  in  10  minutes  10  c.c. 
If  in  one-half  to  one  hour  no  reaction  takes  place  the  entire  100  c.c. 
of  serum  may  be  used.  In  some  cases  there  is  a  delayed  reaction. 
This,  while  it  causes  the  patient  to  become  severely  ill  is  not 
especially  dangerous. 

A  case  illustrating  the  life-saving  action  of  antistreptococcic 
serum  is  that  of  a  httle  patient,  Miss  Edna  C.  who  was  sent  into 
the  hospital  and  operated  for  an  appendiceal  abscess.  She  had 
an  uninterrupted  recovery  until  on  the  tenth  day,  March  8,  191 7, 
the  wound  which  had  almost  closed  began  to  discharge  more 
freely.  The  pus  was  creamy  with  no  odor.  This  continued,  and 
at  the  same  time  the  pulse  became  a  little  more  rapid.  The  tempera- 
ture did  not  go  up  however  until  on  the  loth.  From  6  a.  m.  to 
12  N.  the  temperature  jumped  from  98°  F.  to  101.8°  F.  and  the  pulse 
from  90  to  120.  The  wound  was  now  dressed.  It  had  begun  to 
discharge  freely.  On  dressing  it  was  noticed  that  the  subcutaneous 
tissues  were  broken  down  and  that  a  large  subcutaneous  abscess  was 
present.  A  culture  was  taken  and  the  abscess  was  thoroughly 
cleansed  with  tincture  of  iodine.  At  this  time  the  patient  was  flushed 
and  drowsy.  She  complained  somewhat  of  pain  in  the  right  side. 
Examination  did  not  reveal  any  excessive  tenderness  nor  distention, 
peristalsis  was  present.  Following  the  dressing  the  pulse  went  up 
and  the  temperature  down  and  at  6  p.  m.  the  pulse  was  144  and  the 
temperature  100.6°  F.  The  patient  began  to  complain  of  pain 
in  the  right  lower  haK  of  the  abdomen.  The  abdomen  was  slightly 
distended,  no  peristalsis  was  present.  Fowler's  position  was 
assumed.  Water  was  withdrawn  and  at  6  p.  m.  a  hypodermoclysis 
of  2  per  cent,  sodium  bicarbonate  and  2  per  cent,  glucose  was  given. 
The  pulse  continued  to  go  up  and  at  10  p.  m.  was  148,  the  temperature 
102.2°  F.  At  1 1  p.  M.  the  patient  was  very  restless  and  was  constantly 
craving  for  water.  She  had  a  typical  hypocratic  facies  and  an 
extremely  distressed  appearance.  She  complained  constantly  of 
pain  in  the  lower  right  half  of  the  abdomen.  There  was  no  vomit. 
There  was  slight  peristalsis  in  the  left  lower  half,  the  abdomen 
was  distended  and  rigid  especially  in  the  lower  right  half.  The 
lungs  were  negative.  The  diagnosis  of  peritonitis  was  made  and 
because  of  the  great  severity  of  the  symptoms  a  streptococcic  in- 
fection was  thought  to  be  present.  Fifty-five  cubic  centimeters 
of  the  antistreptococcic  serum  was  injected  intravenously.  The 
patient  became  shghtly  cyanotic  and  had  difficulty  in  breathing. 
She  also  broke  into  a  sweat.  In  twenty  minutes  1000  c.c.  of  salt 
solution  was  given.     In  one-half  hour  a  severe  chill  occurred.     The 
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pulse  went  up  to  i8o  and  the  patient  in  a  few  minutes  vomited 
some  watery  fluid  and  curds  of  the  milk  which  she  had  taken  the 
same  afternoon.  The  bowels  also  moved  involuntarily  at  the 
same  time.     The  patient  was  extremely  ill. 

In  about  one  hour  the  patient  seemed  greatly  improved.  At 
2  A.M.  the  temperature  was  ioi.8°F.  and  the  pulse  was  i6o.  At 
this  time  we  were  not  paying  such  marked  attention  to  the  blood 
pressure  and  it  was  not  taken.  At  this  time  tr.  strophanthus  itj 
and  at  3  a.  m.  digital  n^  were  given  by  hypo.  At  4  A.  m.  the  pulse 
was  132,  at  5  A.  m.  the  pulse  was  140  good  volume.  At  7  a.  m. 
the  general  appearance  was  much  improved.  The  T.  P.  R.  were 
better.  The  patient  was  quieter  and  resting  easier.  The  abdomen 
was  still  tender  but  not  as  much  as  on  the  previous  evening.  The 
color  was  normal,  the  tongue  was  not  as  dry,  and  the  patient  was  not 
as  thirsty;  30  c.c.  of  antistreptoccic  serum  and  500  c.c.  of  saline  were 
given  intravenously.  After  this  the  patient  slept  more  quietly. 
At  9  A.M.  the  temperature  was  101.8°  F.  and  the  pulse  was  100. 
The  respirations  at  this  time  were  28.  At  noon  on  March  11, 1917 
the  patient  was  very  much  better.  The  tongue  was  moist  though 
it  still  was  coated.  The  abdomen  was  soft  and  was  not  painful. 
The  patient  was  hungry  but  not  thirsty. 

At  4  p.  M.  the  temperature  was  98.6°  F.,  pulse  100,  and  respiration 
20.  In  the  course  of  this  day  the  temperature  went  to  normal; 
the  pulse  was  a  little  longer  in  coming  down.  At  5  p.  m.  a  further 
injection  of  30  c.c.  of  the  serum  was  given.  The  pulse  rate  was 
increased  slightly.  A  culture  from  the  wound  showed  pure  strep- 
tococci. The  blood  culture  was  negative.  The  patient  gradually 
improved,  the  temperature  and  pulse  both  became  normal,  but  the 
wound  completely  broke  down  and  gaped  widely.  It  was  treated 
with  I  part  of  tincture  of  iodine  and  14  of  2.5  per  cent,  salt  solution. 
On  March  19,  1917  the  wound  was  apparently  clean  and  sutures 
were  placed.  The  temperature  immediately  went  up  and  on  the  next 
day  two  of  the  sutures  were  removed.  On  the  i8th  and  19th  the 
patient  had  uticaria  (serum  sickness).  From  the  21st  the  wound 
gradually  healed.  The  patient  always  felt  good.  In  this  patient 
there  can  hardly  be  any  doubt  but  that  the  antistreptococcic  serum 
was  the  means  of  saving  her  life.  There  was  no  other  medication 
used  excepting  salt  solution  injected — and  the  immediate  ameliora- 
tion of  symptoms  can  scarcely  be  assumed  to  be  due  to  it;  so  it 
seems  that  we  must  attribute  the  sudden  improvement  to  the  serum 
alone. 

If  the  temperature  has  progressively  dropped  to  normal  and  the 
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pulse  also  has  gone  down  to  normal  an  injection  of  antistreptococcic 
serum  will  sometimes  cause  a  rise.  This  may  be  the  result  of  a 
slowing  down  of  or  the  rendering  inactive  of  the  antibody  producers 
because  the  presence  of  a  preformed  serum  reduces  the  motive 
for  their  formation.  However,  this  protective  action  of  the  serum 
lasts  for  but  a  very  short  time  and  then  the  organism  is  worse  off 
than  before,  because  its  antibody-forming  activities  have  been 
disarranged. 

Should  time  permit  a  human  antitoxin  blood  may  be  employed. 
The  method  is  as  follows:  A  person  is  selected  who  is  strong  and 
healthy  and  not  of  the  vagotonic  type,  that  is,  one  who  has  a  stable 
vasomotor  system.  The  blood  is  now  grouped  and  if  it  belongs 
to  the  same  group  as  that  of  the  patient,  a  vaccine  (stock)  if  time 
is  an  urgent  consideration,  or  autogenous  if  time  is  not  such  a  factor, 
is  selected,  and  the  donor  is  sensitized  against  it.  Two  or  three 
injections  at  twenty-four-hour  intervals  are  given,  so  that  finally 
the  donor  becomes  immune.  The  amount  of  vaccine  used  depends 
on  its  virulence — 50,000,000  of  streptococcic,  up  to  250,000,000  of 
a  mixed  bacterial  growth.  The  dose  is  doubled  each  time  it  is  in- 
jected, guarding  of  course  against  too  violent  a  reaction. 

After  twenty-four  to  forty-eight  hours  550  c.c.  of  the  blood  is 
withdrawn  and  50  c.c.  is  injected  into  the  recipient.  This  may  be 
repeated  in  six  hours  if  no  reaction  takes  place;  and  again  repeated 
in  six-hour  intervals,  larger  doses  being  used.  Reactions  of  course 
will  occur  but  they  are  the  result  of  the  protective  processes  at 
work  in  the  recipient. 

During  these  reactions  we  must  guard  against  vasomotor  col- 
lapse by  the  use  of  adrenalin  and  pituitrin.  The  circulatory 
system  is  very  sensitive  to  pituitrin,  especially  in  paralysis  of  the 
vasomotor  center.  In  such  cases  pituitrin  acts  upon  the  arterial 
wall  and  muscles,  and  is  apt  to  bring  up  the  blood  pressure  with  such 
suddenness  that  it  becomes  alarming;  the  pulse  in  one  instance 
jumping  from  90  to  130  in  the  course  of  an  hour.  This  quickly 
subsided  and  went  to  the  other  extreme  when  tr.  strophanthus  was 
used. 

If  there  is  a  lowering  of  the  total  leukocytic  count  and  a  decrease 
at  the  same  time  of  the  polymorphonuclears  it  means  a  most  severe 
infection  with  a  probably  fatal  outcome.  Salvarsan  in  these 
cases  may  be  of  value.  Dr.  Harold  Miller  has  showm  in  a  paper 
read  before  the  Allegheny  County  Medical  Society  that  salvarsan 
given  intravenously  will  cause  an  increase  in  both  the  total  leu- 
kocytes and  in  the  proportion  of  polymorphonuclears. 
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If  the  injection  of  the  antistreptococcic  serum  or  salvarsan 
causes  a  decrease  it  means  that  the  proper  remedy  is  not  being 
used  and  a  change  of  treatment  should  be  instituted.  However, 
if  following  the  antistreptococcic  serum  there  is  a  chUl  followed  by 
an  increase  of  leukocytes  it  evidently  means  that  the  body  is 
marshalUng  its  forces  and  is  probably  conquering  the  infection. 

If  coincident  with  or  in  addition  to  the  above  it  has  been  deter- 
mined to  perform  a  transfusion  we  are  next  confronted  with  the 
task  of  choosing  the  method  of  transfusing,  and  the  selection  of  a 
donor.  I  have  tried  practically  all  methods  of  transfusing  with 
the  exception  of  Percy's  indirect  so-called  closed  method. 

Of  all  these  it  seems  that  the  best  and  easiest  is  the  citrate  method 
of  Levisohn.  By  this  method  the  blood  is  retarded  from  coagulating 
by  a  0.2  per  cent,  solution  of  sodium  citrate.  The  citrate  must 
be  chemically  pure,  otherwise  the  blood  will  clot  and  block  trans- 
fusing tubes  and  needle.  This  happened  in  two  instances  when  we 
were  unknowingly  using  a  U.  S.  P.  preparation  which  was  not 
absolutely  C.  P. 

As  important  as  it  is  that  the  blood  does  not  clot,  it  is  just  as  im- 
portant that  a  proper  donor  be  selected.  In  selecting  a  donor 
one  must  be  chosen  whose  corpuscles  are  not  afifected  by  the  serum 
of  the  recipient,  nor  whose  serum  will  affect  the  corpuscles  of  the 
recipient  and  vici  versa.  The  corpuscles  may  be  affected  in  two  ways: 
(i)  They  may  be  hemolyzed,  i.e.,  the  coloring  matter  may  be  dis- 
solved out  of  them,  or  (2)  they  may  be  agglutinated  and  broken  up. 
The  first  is  serious  enough  because  the  carrying  vehicle  for  the 
oxygen  in  the  form  of  oxyhemoglobin  is  destroyed.  The  second 
however  is  the  more  serious  because  the  corpuscles  are  actually 
destroyed  and  block  the  very  small  radicles  of  the  liver,  lungs,  heart, 
and  kidney.  If  such  a  process  is  taking  place  the  first  sign  may  be 
a  pain  in  the  back  due  to  congestion  of  the  kidney.  This  in  two 
instances  came  on  after  about  100  c.c.  of  blood  had  been  introduced. 
It  is  a  sign  that  must  under  no  circumstances  be  neglected. 

The  next  set  of  symptoms  are  those  of  respiratory  insuflSciency. 
The  patient  draws  himself  back  on  the  bed,  hyperextends  the  head, 
his  eyes  protrude,  the  pupils  dilate,  the  lips  become  cyanotic  and 
the  patient  gasps  for  air.  The  heart  beats  very  rapidly  and  weakly 
and  numerous  rales  may  be  present  over  the  chest.  I  had  one  such 
case.  We  had  cross-tested  his  blood  with  that  of  a  brother.  His 
brother's  corpuscles  were  slightly  hemolytic  to  the  patient's  serum, 
but  as  this  was  one  of  the  very  first  cases  which  I  had,  I  did  not  attach 
the  same  importance  to  it  that  I  now  would.     However,  I  felt 
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a  little  disinclined  to  use  him,  but  in  view  of  the  serious  condition  of 
the  recipient  I  concluded  to  perform  a  transfusion.  The  patient 
was  transfused  and  after  about  loo  c.c.  the  symptoms  of  anaphylaxis 
ensued.  They  were  so  severe  that  it  seemed  that  the  patient  could 
not  live  and  it  threw  a  wholesale  fright  into  us  all.  However, 
the  patient  after  an  hour  or  two  began  to  recover.  During  this  time 
he  had  about  thirty  minims  of  adrenalin  chloride  i-iooo  solution. 

In  our  first  cases  for  transfusions  we  tested  both  donor  and 
recipient  for  agglutination  and  hemolysis.  At  present  we  group 
the  donor  and  group  the  recipient  and  can  tell  within  five  minutes 
if  the  blood  is  suitable.  For  this  we  use  agglutination  of  the  corpus- 
cles as  the  means  of  arriving  at  the  proper  group.  It  has  been  found 
that  if  the  corpuscles  do  not  agglutinate  they  will  not  hemolyze; 
though  the  opposite  is  not  true,  for  though  the  corpuscles  may  not 
hemolyze  still  they  may  agglutinate. 

After  our  donor  is  selected  he  is  prepared  as  for  an  ordinary  trans- 
fusion. Around  the  arm  is  placed  an  inflatable  rubber  cuff,  the 
same  type  but  somewhat  narrower  than  the  one  which  is  used  in 
taking  the  blood  pressure. 

The  advantage  of  this  is  that  the  pressure  may  be  so  regulated 
that  the  proper  distention  of  the  veins  may  be  produced  so  that  the 
greatest  rapidity  of  flow  takes  place.  After  the  veins  are  distended, 
a  very  small,  fine  needle  transfixes  the  vein.  This  is  used  as  a  means 
to  hold  the  vein  when  the  transfusing  needle  is  introduced  into  its 
lumen.  The  needle  should  be  of  large  caUber,  fairly  sharp,  and 
should  be  introduced  in  a  direction  opposite  to  the  blood  flow. 
The  blood  should  be  drawn  into  a  graduate  in  which  is  50  c.c.  of  a  2 
per  cent,  solution  of  sodium  citrate.  Later  it  has  been  our  custom  to 
introduce  a  small  quantity  of  the  citrate  solution  at  first  and 
then  to  gradually  pour  in  the  remainder  as  the  quantity  of  blood 
increases. 

We  always  keep  the  dilution  above  0.25  per  cent,  as  we  find  that 
at  an  even  0.2  per  cent,  we  have  had  a  few  coagulations.  The 
chemical  pure  citrate  should  alone  be  used.  The  blood  flows 
directly  into  this.  Every  httle  while  the  mass  of  blood  and  citrate 
solution  is  shaken  or  stirred  with  a  glass  rod,  so  that  a  thorough 
mixture  takes  place.  After  500  c.c.  of  the  mixture  is  ready,  it  is 
quickly  brought  to  and  injected  into  the  recipient  whose^vein  has 
previously  been  prepared,  a  needle  already  being  in  place. 

During  the  transfusion,  which  in  bad  cases  of  sepsis,  should  be 
slow,  the  pulse  must  be  constantly  taken  and  at  any  sign  of  labored 
cardiac  action  the  transfusion  must  be  temporarily  stopped.     It  is 
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also  advisable  in  very  ill  patients  to  check,  by  auscultation,  the  heart's 
action  during  a  transfusion. 

Rise  of  temperature,  increase  of  pulse  rate,  chills,  etc.,  following  an 
injection  of  blood  serum  may  be  due  to  digestion  of  the  circulating 
bacterial  organism  by  the  injected  blood  serum  with  the  liberation 
of  protein  poisons.  Dold  and  Aoki  (Sherman,  page  23)  produced 
bacterial  protein  poisoning  by  digesting  meningococci  streptococci, 
pneumococci,  gonococci,  with  fresh  normal  guinea-pig  serum.  This 
digestive  principle  contained  in  blood  serum  has  been  termed  Alexin, 
antibody,  etc.  This  was  demonstrated  in  the  case  of  a  Miss  S. 
who  shortly  (six  hours)  after  the  transfusion  of  blood  had  an  elevation 
of  temperature  and  pulse. 

CONCLUSIONS. 

I.  Sodium  carbonate  or  bicarbonate  has  a  definite  place  in  the 
treatment  of  infections.  It  seems  in  early  stages  of  sepsis  including 
pneumonia,  to  be  almost  specific.  In  the  later  stages  of  pneumonia 
and  of  sepsis,  injection  is  apparently  contraindicated.  In  the  early 
stages  of  infection  the  intravenous  method  of  injection  is  the  best. 
Glucose  solution,  if  used  in  the  later  stages  of  pneumonia  should  be 
used  alone  because  the  exhibition  of  the  alkali  reduces  the  coagu- 
lability of  the  blood  to  such  a  degree  that  it  causes  a  tendency  to 
pulmonary  edema. 

If  the  glucose  solution  is  to  be  used  in  the  early  stages  of  pneumonia 
it  may,  because  of  the  increased  viscidity  of  the  blood,  hinder  the 
exudation. 

II.  Salvarsan  is  also  of  value,  especially  is  this  true  in  septi- 
cemia. 

III.  Vaccines  are  of  value  in  certain  cases  arwi  in  all  obstinate 
infections  should  be  exhibited.  Bichloride  of  mercury  also  is  of 
great  value  and  autogenous,  or  massed  vaccines  may  aid  in  the  cure 
when  ordinary  stock  vaccines  are  of  no  avail.  The  vaccines  in  over- 
dose seem  to  have  a  deleterious  influence. 

IV.  Antistreptococcic  serum  is  of  great  value  in  streptococcic 
infection.  It  produces  wonderful  and  immediate  results.  It, 
however,  should  not  be  given  on  a  falling  temperature  and  if  the 
temperature  remains  stationary  it  should  be  given  only  in  greatly 
reduced  doses.  A  child  following  its  administration  is  not  a  bad 
omen.  It  should  never  be  mixed  with  any  foreign  material.  Large 
initial  doses  should  be  given,  however,  in  all  cases — small  preliminary 
injections  should  be  given  as  a  test  for  serum  sickness. 
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V.  Transfusions  of  blood  are  of  distinct  value  in  sepsis,  especially 
in  those  cases  of  falling  blood  pressure.  Severe  reactions  follow  at 
times  and  should  be  guarded  against  by  small  and  frequently  re- 
peated injections.  A  highly  antitoxic  blood  may  be  produced  by  pre- 
liminary treatment  of  the  donor  with  vaccines — grown  from  the  organ- 
ism which  is  the  cause  of  the  sepsis.  To  epitomize  the  treatment  of 
sepsis  varies  according  to  the  stage  of  the  disease.  The  treatment 
may  be  divided  into  that  of  the  early  stage,  that  of  the  developed 
stage  and  that  of  the  recovery  stage. 

I.  Early  Stage. — Early  in  the  disease  following  an  operation  where 
the  patient  is  already  suffering  from  the  operative  shock,   there  is: 

1.  High  pulse  for  which  cardiac  stimulants  are  exhibited. 
The  stimulants  found  best  are  digatol,  strychnine,  and  stro- 
phanthus. 

2.  Low  temperature  especially  temperatures  below  normal, 
for  this  the  patient  should  be  well  wrapped  and  external  heat 
applied. 

3.  Low  blood  pressure  should  be  counteracted  by  vasomotor 
stimulants,  as,  pituitrin,  strychnine,  ergotin,  eserine;  by 
transfusion  of  blood  or  salt  solution,  or  sodium  bicarbonate 
or  carbonate  and  glucose. 

As  soon  as  the  primary  shock  is  overcome,  which  is  indicated  by 
vasomotor  recovery,  prophylactic  or  resistance  increasing  meas- 
ures should  be  instituted.  Such  measures  may  be  grouped  under 
the  giving  of  vaccines  in  the  early  stages  before  a  polymorpho- 
nuclear increase  has  occurred,  and  later  the  use  of  antitoxin.  If 
the  infection  is  from  streptococci  antistreptococcic  serum  should  be 
given  at  once,  because  if  the  infection  be  streptococcic,  death  fre- 
quently occurs  so  quickly  that  the  patient  is  unable  to  form  sufficient 
antitoxin  in  his  own  system  to  overcome  the  poison  of  the  infection, 
consequently,  it  is  imperative  that  an  extraneous  antitoxin  be 
immediately  supplied.  This  is  in  marked  contradistinction  to 
other  forms  of  infection  where  the  poisoning  of  the  organism  is 
slower  and  the  resistance  of  the  body  is  greater.  If  the  infection  is 
not  associated  with  nor  the  result  of  operative  interference,  the  pre- 
liminary fall  of  blood  pressure  is  not  present  nor  is  the  low  tempera- 
ture; however  the  blood  pressure  quickly  responds  to  the  intensity  of 
the  infection,  the  more  rapid  and  the  greater  the  intensity  of  the 
infection  the  lower  the  blood  pressure. 

II.  Later  in  the  disease  when  sepsis  is  fully  developed.  This 
stage  may  in  turn  be  divided  into  two  periods,  namely,  that  of  toxemia 
and  that  of  septicemia. 
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(A)  Toxemia. — The  first  thing  to  do  in  this  condition  is  to 
remove  the  cause  of  the  septic  infection,  during  this  time 
efforts  should  also  be  made  to  counteract  the  toxic 
poisoning  of  the  organism.     This  may  be  brought  about 

by 

(a)  Increasing  the  resistance  of  the  organism  by  forced 
feeding  of  highly  nutritious  and  palatable  food, 
plenty  of  fresh  air  and  sunlight  (sun  baths  are  par- 
ticularly efficacious) . 

(b)  Neutralizing  the  toxemia,  by 

I.  Proper  antitoxins  in  streptococcic,  diphtheritic, 
and  meningococic  infections. 

II.  The  exhibition  of  alkahes,  in  the  form  of  sodium 
carbonate  or  bicarbonate,  either  alone  or  in  com- 
bination with  glucose.  These  may  be  given  by 
mouth  or  what  is  much  better  by  enteroclysis, 
hypodermoclysis,  or  intravenous;  the  carbonate 
solution  should  not  be  used  in  the  tissues  as  it  has  a 
tendency  to  cause  necrosis. 

III.  The  giving  of  large  quantities  of  fluid  by  mouth, 
by  rectum,  hypodermoclysis,  or  intravenous. 

IV.  Transfusion  of  blood  in  severe  cases  is  of  great 
benefit. 

(c)  Cardiac  and  vasomotor  stimulants,  such  as  digatol, 
strophanthus,  strychnine,  camphor,  pituitrin,  ergotin, 
eserine,  etc. 

In  this  stage  recovery  may  occur  very  quickly,  first  by  the  removal 
of  the  infecting  focus  and  second  by  the  counterization  of  the  toxemia. 
The  leukocytes  as  a  rule  are  greatly  increased.  'The  blood  pressure 
is  not  markedly  decreased. 

(B)  Septicemia. — This  is  most  serious  and  the  patient  is  in 
the  greatest  danger  especially  so  if  a  polymorphonuclear 
decrease  is  followed  by  a  decrease  of  the  total  white  cells. 
In  this  state  all  the  measures  previously  instituted  against 
toxemia  should  be  used.  In  addition  to  these  antiseptics 
should  be  injected  directly  into  the  blood  stream.  These 
antiseptics  are  bichloride  of  mercury  and  salvarsan. 

III.  Recovery  Stage. — During  recovery  from  sepsis  the  treat- 
ment should  be  of  a  supporting  character,  i.e.,  complete  rest,  mental 
and  physical,  good  food,  fresh  air  and  sunshine. 
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Meeting  of  December  lo,  191 8. 
'  The  President,  Dr.  L.  Grant  Baldwin,  in  the  Chair. 

Dr.  Geo.  Gray  Ward,  Jr.,  presented  the  report  and  specimen  of  a 
case  of 

DERMOID  CYST  CONTAINING  ELEVEN  TEETH  AND  A  SEGMENT  OF  THE 
alveolar  PROCESS. 

Mrs.  J.,  aged  twenty-one,  admitted  to  the  Woman's  Hospital, 
October  21,  19 18,  complaining  of  dysmenorrhea,  constant  backache 
and  pain  in  the  left  iliac  region  both  before  and  during  periods  ever 
since  her  marriage  two  years  ago.  Shortly  after  marriage  periods 
became  irregular,  coming  on  at  times  four  days  early  and  at  others 
nine  days  later  than  usual;  then  normal.  Leucorrhea  began  soon 
after  marriage  and  has  continued  to  the  present  time.  Pelvic 
examination  showed  the  uterus  small,  anteflexed  and  pushed  to  the 
left.  A  cystic  mass  as  large  as  an  orange  was  present  in  the  right 
adnexal  region  and  hard  bony  nodules  were  easily  palpable  on  the 
inferior  border  of  the  tumor.  On  the  left  side  the  ovary  was  mod- 
erately enlarged  and  tender.  A  diagnosis  of  dermoid  cyst  was  made 
and  confirmed  by  laparotomy  October  30,  1918.  A  cyst  in  the  left 
ovary  was  likewise  enucleated.  The  patient  made  an  uneventful 
recovery  and  the  pathological  report  by  Dr.  Strong  was  as  follows: 

Macroscopical. — A  cyst  10  cm.  in  diameter,  contents  sebum, 
about  one-fourth  of  the  cyst  wall  consists  of  a  bony  structure  covered 
by  epidermis  in  which  appear  two  molar  and  three  incisor  teeth. 
On  removing  the  soft  parts  with  acid  a  piece  of  bone  i3'^  cm.  square 
appears,  representing  an  alveolar  process  of  a  jaw.  There  are 
eleven  teeth;  four  of  which  appear  to  be  molars,  three  premolars, 
three  canine  and  one  a  milk  tooth. 

Microscopical. — -Section  show  epidermis  and  subcutaneous  tissues 
with  sebaceous  glands. 


DISCUSSION. 

Dr.  L.  W,  Strong. — "  The  reason  I  erased  the  numbers  and  did  not 
specify  the  variety  of  the  teeth  was,  that,  not  being  a  dentist,  there 
might  be  some  argument  as  to  which  was  which.  There  apparently 
are  four  molars  at  the  top,  which  are  very  distinct,  three  canines. 
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which  are  distinct,  three  I  regard  as  premolars,  and  there  is  certainly 
one  milk  tooth,  and  I  am  a  little  in  doubt  about  the  other." 

Dr.  H.  C.  Bailey. — "Were  these  lying  free?" 

Dr.  L.  W.  Strong. — "They  were  attached,  although  loosely,  to 
the  alveolar  process." 

Dr.  H.  N.  Vineberg. — "Did  this  cyst  He  in  front  of  the  uterus?" 

Dr.  G.  G.  Ward,  Jr.— "No;  it  lay  behind." 

Dr.  H.  N.  Vineberg. — "I  ask  that  question  because  Kuestner 
has  made  that  a  pathognomonic  sign.  If  the  tumor  lay  in  front  of 
the  uterus  according  to  Kuestner  it  was  a  dermoid,  and  he  gave  very 
elaborate  reasons  for  it.  I  think  in  every  one's  experience  it  has 
been  shown  that  a  dermoid  may  lie  at  the  side  of  the  uterus  or 
behind  it  just  as  often  as  in  front  of  it." 


Fig.  I. — Showing  collection  of  teeth  from  an  ovarian  dermoid. 

Dr.  J.  R.  GoFFE. — "I  do  not  recall  any  great  number  of  teeth 
in  the  dermoid  cysts  I  have  removed  but  I  might  mention  one  very 
interesting  case  in  a  woman  sixty-three  years  of  age  who  had  long 
gray  hair  growing  out  of  the  anus.  She  had  been  pulling  out  hairs 
anywhere  from  6  to  9  inches  in  length  for  several  years.  She 
also  had  an  abdominopelvic  tumor.  We  made  a  diagnosis  of  der- 
moid cyst  discharging  through  the  rectum,  and  on  operating  we 
found  there  was  one  round  pedunculated  extension  of  this  tumor  that 
had  ulcerated  through  into  the  rectum,  and  on  which  hairs  were  grow- 
ing. One  circumscribed  space  on  the  surface  where  the  hair  had 
been  pulled  out  presented  the  appearance  of  a  bald  head.  The  open- 
ing into  the  rectum  gripped  tightly  the  pedicle  of  the  tumor  and 
had  to  be  enlarged  to  permit  the  tumor  to  be  delivered.  The 
patient  made  a  good  recovery." 
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Dr.  H.  N.  ViNEBERG.-^^'In  reference  to  doing  conservative 
work  of  that  kind,  it  has  been  shown  that  from  3  to  5  per  cent,  of 
these  dermoid  cysts  are  mahgnant.  The  records  of  Mount  Sinai 
Hospital  for  the  five  years  preceding  191 5,  showed  there  were  sixty 
ovarian  dermoids  removed  and  of  these,  three  (5  per  cent.)  revealed 
the  presence  of  squamous-cell  carcinoma  in  the  walls  of  the  cyst. 
All  these  were  characteristic  dermoids  with  none  of  the  features  of  a 
teratoma." 

Dr.  G.  G.  Ward,  Jr. — ''I  would  like  to  ask  Dr.  Strong  what  his 
experience  has  been  about  malignancy  in  such  cases." 

Dr.  L.  W.  Strong. — "I  never  happened  to  see  a  malignant  case 
at  the  Woman's  Hospital.  I  am  greatly  surprised  to  learn  that  the 
figures  are  so  high." 

Dr.  Howard  C.  Taylor. — ''It  seems  to  me  that  the  point  of 
malignancy  of  dermoid  cysts  is  an  important  one  for  us  to  know  and 
I  think  it  would  be  proper  to  ask  Dr.  Strong  to  report  at  the  January 
meeting  on  that  point." 

Dr.  L.  W.  Strong. — "  Dermoid  cysts,  generally,  are  not  malignant 
because  they  contain  adult  tissues.  The  teratomata  are  malignant 
because  they  contain  embryonal  tissues  and,  consequently,  are  more 
apt  to  be  rapidly  growing.  I  do  not  mean  to  infer  that  dermoids 
cannot  be  malignant;  but  the  reason  why  maUgnancy  in  dermoids  is 
rare  is  because  they  are  adult  tissues. 

Dr.  Florian  Krug. — "  While  discussing  interesting  features  of 
dermoid  cysts  I  might  add  one  that  I  remember  very  distinctly. 
I  was  asked  to  see  a  young  girl  fourteen  years  of  age,  who  was  having 
typhoid  fever  and  who  had,  besides,  a  large  abdominal  tumor.  I 
then  made  a  diagnosis  of  dermoid  cyst  and  about  two  weeks  after 
her  temperature  had  gone  down  and  she  was  normal  and  considered 
to  be  in  good  condition  to  be  operated  upon,  I  removed  a  dermoid 
cyst  the  size  of  a  cocoanut.  The  contents  of  the  dermoid  cyst  were 
carefully  examined  and  showed  the  bacillus  of  typhoid.  I  do  not 
think  that  is  very  usual  and  I  thought  it  might  as  well  be  mentioned." 

Dr.  Geo.  L.  Brodhead  reported  a  case  of 

PELVIC    HEMATOMA    FOLLOWING   DELI\TRY. 

The  patient,  age  twenty-six,  primipara,  with  a  normal  history 
during  pregnancy,  went  into  labor  at  term,  the  membranes  rupturing 
^^^th  the  first  pain.  After  about  eleven  hours  of  labor,  the  patient 
was  very  tired,  and  as  the  vertex  was  on  the  perineum,  a  very 
easy  low  forceps  operation  was  done,  a  female  child  in  excellent 
condition,  weighing  8  pounds  2  ounces,  being  easily  extracted. 

The  placenta  was  easily  expressed  twenty  minutes  later.  Almost 
immediately  after  the  placenta  was  removed,  the  patient  began  to 
complain  of  pain  in  her  rectum  and,  notwnthstanding  several  doses 
of  morphine  subcutaneously,  the  pain  increased  in  severity.  The 
patient  developed  muscular  twitchings  and  later  on  several  con\ailsive 
seizures,  which  the  nurse  on  duty  thought  were  eclamptic.  The 
blood  pressure  and  urine  were,  however,  normal,  and  the  patient 
was  gradually  quieted  with  morphine  and  hyoscine  in  repeated  doses. 
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When  the  patient  was  catheterized,  five  hours  after  delivery, 
the  posterior  wall  of  the  vagina  was  purple  in  color.  On  the  follow- 
ing day,  examination  revealed  a  tense  tumor,  bulging  the  posterior 
wall  of  the  vagina  upward  and  to  the  right,  and  pushing  the  anterior 
wall  of  the  rectum  well  backward  to  the  left.  There  was  also  an 
area  of  hemorrhage  in  the  skin  of  the  left  buttock,  near  the  anus, 
about  4  inches  in  diameter,  in  general  appearance  like  a  very  large 
bruise  at  that  point. 

The  pulse  during  the  entire  puerperium  was,  with  two  single 
exceptions,  never  over  loo,  and  was  always  of  good  quahty.  The 
temperature  ranged  between  98.4°  and  101.8°  for  twelve  days  fol- 
lowing confinement,  being  invariably  lower  in  the  morning  and 
higher  in  the  evening. 

There  was  a  certain  amount  of  pain  in  the  bladder  region  and  it 
was  necessary  to  catheterize  a  number  of  times.  The  pain  gradually 
diminished  after  the  first  twelve  hours,  during  which  time  the  blood 
was  dissecting  up  the  rectovaginal  septum. 

The  blood  count  showed  8000  leukocytes,  polymorphonuclears, 
72  per  cent,  and  lymphocytes,  24  per  cent. 

On  the  twelfth  day  after  delivery,  the  temperature,  which  had 
ranged  in  the  evening  about  100°  F.  for  four  days,  rose  to  101.8°, 
with  a  pulse  of  94.  An  incision  was  made  in  the  posterior  vaginal 
wall  just  above  the  hymen,  at  a  point  where  there  was  a  small 
opening  in  the  wall,  through  which  blood  was  slowly  draining. 
About  6  or  8  ounces  of  dark  clotted  blood,  without  odor,  were 
removed,  and  the  cavity  was  lightly  packed  with  iodoform  gauze. 

On  the  following  day  the  temperature  rose  to  103.4°,  but  the 
pulse  was  only  94.  From  this  time  on,  the  temperature  steadily 
decreased,  reaching  the  normal  on  the  seventeenth  day  postpartum, 
and  continuing  normal  thereafter.  Pelvic  hematoma  following 
dehvery  is  very  rare;  the  chief  symptom  during  the  internal  hemor- 
rhage was  very  severe  and  persistent  pain  in  the  rectum.  The 
recovery  was  rapid  after  the  incision  and  drainage  of  the  mass. 

Dr.  George  L.  Brodhead  also  reported  a  case  of 

CESAREAN  SECTION  FOLLOWED  BY   SECONDARY   SUTURING  OF 
THE  ABDOMINAL  WOUND. 

The  patient  was  thirty-seven  years  of  age,  had  been  married 
eighteen  years,  and  had  never  been  pregnant.  She  had  her  last 
menstruation  about  the  first  week  of  April,  191 7. 

For  several  months  she  had  no  idea  she  was  pregnant,  but  when ' 
first  seen  at  my  office  in  the  latter  part  of  September,  the  diagnosis 
of  pregnancy  was  easy,  and  life  had  been  felt  for  about  one  month. 

The  pelvic  measurements  were  normal  and  there  was  a  large  mass 
of  scar  tissue  in  the  left  ischiorectal  fossa,  from  a  fistula  which 
occasionally  discharged.  The  patient  was  very  nervous  and  was  a 
moderate  user  of  alcohol  and  cigarettes. 

On  December  27th  the  blood  pressure  suddenly  rose  to  170, 
edema  of  the  face  and  legs  appeared,  the  urine  contained  5  per  cent, 
albumin,  many  red  cells,  no  casts,  and  was  very  scanty.     On  account 
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of  the  age  of  the  patient,  the  primiparity,  the  toxemia,  and  to  a 
slight  extent  the  scar  in  the  ischiorectal  fossa,  the  patient  was  advised 
to  have  a  Cesarean  section,  to  which  she  at  once  consented.  At 
g.oo  p.  M.  a  classical  Cesarean  was  performed  and  a  living  child  weigh- 
ing 6  pounds  5  ounces  was  extracted.  The  uterus  and  abdominal 
walls  were  closed  in  the  usual  manner,  and  four  retention  sutures  of  silk 
gut  were  used.  During  the  operation  there  was  no  hemorrhage,  and 
it  was  estimated  that  the  total  blood  loss  during  the  entire  procedure 
was  not  more  than  4  ounces. 

During  the  first  few  days  after  the  operation  the  lochia  were  more 
profuse  than  usual  but  at  no  time  seemed  sufficient  to  require  packing. 

On  Christmas  morning,  however,  at  4.30  a.  m.,  about  fifty-five 
hours  after  operation,  the  house  surgeon  reported  that  the  abdominal 
dressings  had  been  soaked  with  blood.  A  transfusion  of  blood  was 
considered.  While  preparations  were  made  for  the  closing  of  the 
wound,  the  necessary  blood  tests  carried  out.  The  wound  was  found 
open  during  its  entire  length,  no  trace  of  catgut  \dsible,  the  omentum 
lay  in  the  bottom  of  the  wound,  and  a  very  small  amount  of  dark 
blood  clot  was  found  adherent  to  the  wound  edges,  but  there  was 
not  one  bleeding  point.  The  wound  was  again  closed  wath  No.  2 
chromic  gut  and  retention  sutures  again  inserted.  The  patient  was 
m  fairly  good  condition,  and  stood  the  operation  well. 

The  blood  examination  was  as  follows: 


Hemoglobin 38  per  cent.  (Sahli) 

Erythrocytes 2,000,000 

Color  index i  minus 

Leukocytes 12,000 

Blood  platelets . . .  100,000 


Bleeding  time — Longer  than  ten 
minutes  (normal  four  to  six 
minutes) 

Capillary  resistance  test — 
Slightly  positive 

Puncture  test — Negative 


Because  of  the  urgency  of  the  condition  an  examination  of  a 
smear  of  blood  was  omitted.  Only  those  tests  were  done  which 
were  necessary  to  establish  a  diagnosis.  The  prolonged  bleeding 
time,  diminished  platelet  count,  positive  capillary  resistance  test, 
leads  one  to  conclude  that  the  patient  had  a  purpuric  tendency. 
This,  plus  the  anemia  and  the  clinical  history  of  persistent  oozing 
is  an  indication  for  transfusing. 

By  the  Unger  method,  800  c.c.  of  blood  were  transfused,  the 
patient's  color  became  pink,  her  pulse  was  excellent.  About  one 
hour  after  the  transfusion,  pulmonary  edema  developed,  but  soon 
responded  to  treatment. 

The  puerperium  after  the  secondary  operation  was  normal  in 
every  way,  and  the  patient  left  the  hospital  in  excellent  condition. 

A  blood  count  January  19,  1918,  showed  3,760,000  red  cells, 
hemoglobin,  70  per  cent. 

The  toxemia  may  have  been  partly  responsible  for  the  faOure  of 
the  abdominal  wound  to  close  properly,  but  the  blood  tests,  together 
with  the  history  of  bruising  very  easily,  seem  to  indicate  that  in 
this  case  the  purpuric  tendency  was  probably  responsible.  The 
recovery  after  transfusion  was  complete  and  most  gratifying. 
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DISCUSSION. 


Dr.  O.  p.  Humpstone. — "It  has  been  my  privilege  to  see  one  of 
these  pelvic  hematomas.  It  is  rather  a  striking  picture  occurring 
where  it  does  at  first  in  the  posterior  vaginal  wall  in  front  of  the 
rectum,  and  the  only  point  that  I  would  bring  out  is  that,  being 
in  such  close  proximity  to  the  intestinal  canal,  they  most  always  get 
infected.  The  hemorrhage  is  easily  controlled  by  means  of  packing, 
and  they  should  be  incised  promptiy  and  packed  thoroughly.  " 

Dr.  a.  B.  Davis. — "I  can  recall  three  cases  of  pelvic  hematoma, 
one  in  particular  where  a  low  forceps  was  done  before  the  patient 
was  brought  to  the  hospital,  and  then  this  tumor  appeared,  filling 
the  vagina  and  distending  the  skin  of  the  labia  on  the  left  side.  In 
that  case  a  parallel  incision  was  made  along  the  left  labia  and  we 
opened  into  a  cavity  twice  as  large  as  your  fist.  That  is  the  largest 
one  I  have  ever  seen.  I  have  seen  two  smaller  ones.  They  respond 
to  treatment  very  well.  As  the  doctor  said,  it  is  essential  to  incise 
them. 

"  I  would  like  to  say  a  word  about  the  separation  of  the  abdominal 
wound  in  the  Cesarean  section  case.  I  have  seen  a  number  of  those 
cases  where  apparently  they  were  not  infected  at  all.  There  is  some- 
thing which  I  have  observed  and  which  I  presume  the  other  men 
have  also  seen,  and  that  is  the  sutures  seem  to  melt  away;  and  sev- 
eral times  I  have  found  the  intestine  out  under  the  dressing.  In  such 
cases  we  simply  closed  the  wound  with  through-and-through  silk- 
worm-gut sutures  and  got  union.  Last  Wednesday  I  did  the  sixth 
Cesarean  section  on  the  same  patient.  The  third  Cesarean  was 
done  by  Dr.  Kosmak.  This  woman  had  a  rupture  of  the  membranes 
and  prolapse  of  the  cord  and  about  the  third  morning  after  opera- 
tion we  found  the  intestine  and  omentum  out  in  the  dressing.  There 
was  very  little  evidence  of  the  sutures  and  there  was  no  bleeding 
and  no  apparent  infection.  The  intestine  and  omentum  were 
returned  to  the  abdominal  cavity,  through-and-through  sutures 
were  applied  and  she  made  a  good  recovery." 

Dr.  H.  C.  Taylor. — "Before  discussing  further  the  case  where  the 
abdominal  wound  was  sutured  secondarily,  I  want  to  ask  how  the 
wound  was  sutured  and  what  became  of  the  retention  sutures  when 
the  wound  broke  down?     Had  they  been  removed?" 

Dr.  G.  L.  Brodhead. — "The  peritoneum  was  closed  with  con- 
tinuous No.  2  catgut,  the  fascia  was  closed  with  interrupted  sutures 
of  No.  2  chromic  gut,  and  the  skin,  I  think,  with  catgut,  and  the 
retention  sutures  tied  over  a  small  roll  of  gauze  running  the  entire 
length  of  the  wound.  The  retention  sutures  went  through  the  fascia 
on  either  side." 

Dr.  J.  O.  PoLAK. — "I  would  like  to  ask  if  at  the  time  the  doctor 
was  closing  the  abdomen,  the  patient  came  out  of  the  anesthetic 
because  I  have  seen  a  number  of  these  cases  and  in  following  them 
back  I  found  every  one  began  before  the  patient  left  the  table, 
when  the  peritoneal  and  fascial  sutures  were  broken  before  the 
through-and-through  sutures  were  tied.  Then  after  the  through- 
and-through  sutures  were  taken  out,  the  gush  of  serous  fluid  occurred 


NEW   YORK    OBSTETRICAL    SOCIETY  287 

in  a  few  hours  and  the  intestines  came  out,  and  this,  I  understand, 
has  been  confirmed  by  Reiss  and  brought  out  very  clearly  by  him 
in  a  very  extensive  paper/' 

Dr.  G.  G.  Ward,  Jr. — ^"  Was  there  postoperative  vomiting  of  any 
account  in  this  case?" 

Dr.  G.  L.  Brodhead. — "No,  I  think  not.'' 

Dr.  a.  B.  DA\as. — "I  have  had  a  similar  experience.  I  had  a 
case  break  down  that  way,  a  carcinoma  of  the  fundus.  The  woman 
had  a  very  marked  nephritis  and  was  in  a  miserable  state  of  health 
aside  from  the  fact  that  she  had  this  tumor  in  the  fundus,  and  she  had 
the  same  thing  happen,  but  in  this  case  I  think  it  occurred  on  the 
second  or  third  day.  There  was  a  great  deal  of  postoperative 
vomiting.  I  thought  it  was  due  to  that.  She  was  taken  to  the 
operating  room,  the  wound  repaired  and  she  made  a  good  recovery." 

Dr.  W.  H.  Gary. — ^"I  would  like  to  refer  to  one  possible  point 
in  the  technic  that  can  easil}-  cause  a  wound  to  be  very  much 
weakened.  Some  little  time  ago,  in  sewing  up  an  abdominal  wound, 
I  used  continuous  chromic  gut  in  the  fascia,  and  in  putting  in  the 
figure-of-eight  retention  sutures  most  of  us  use  a  very  sharp  needle 
with  a  stab  point,  and  it  occurred  to  me  that  in  passing  it  through  the 
fascia  it  is  very  easy  to  cut  the  chromic  gut,  and  if  the  needle  comes 
in  contact  with  one  of  the  loops  of  gut  it  might  be  cut." 

Dr.  H.  C.  Taylor. — "When  I  close  the  abdomen  with  a  median 
incision  I  always  make  it  a  point  to  expose  the  bellies  of  both  recti 
muscles.  That  gives  a  layer  of  posterior  fascia  to  include  with  the 
peritoneum.  I  sew  the  muscles  together  with  a  running  fine  catgut 
to  keep  them  in  apposition.  The  figure-of-eight  retention  sutures 
through  the  fascia  are  always  put  in  before  the  fascia  is  sutured  with 
catgut.  There  is  one  point  Dr.  Broun  brought  out  several  years  ago 
when  he  read  his  paper  on  this  subject,  which  I  think  is  important. 
Plenty  of  fascia  should  be  included  in  the  sutures  so  that  they  will 
not  tear  out.  I  think  he  said  that  when  these  wounds  are  examined 
after  breaking  open,  in  many  cases  the  knot  was  found,  showing  it 
had  torn  out  of  the  fascia.  In  other  words  we  must  be  sure  that  the 
retention  sutures  and  the  sutures  in  the  fascia  have  plenty  of  tissue 
so  that  they  will  not  tear  out." 

Dr.  a.  B.  Davis. — "In  reference  to  Dr.  Broun's  statement  about 
a  knuckle  of  gut  being  caught  and  distended,  I  would  say  that  in 
the  case  that  Dr.  Kosmak  operated  on,  where  it  opened,  I  did  the 
next  Cesarean  section  and  found  a  knuckle  of  gut  adherent  under 
the  old  scar  and  opened  it  accidental!}-.  It  was  closed  and  there 
was  no  further  trouble.  With  the  high  operation  I  have  not  seen 
very  much  trouble  with  separation  of  the  wound.  Dr.  Harold 
Porter  read  a  paper  several  years  ago  calling  attention  to  an  area 
above  the  umbilicus  in  the  midline  where  we  are  apt  to  get  poor 
union.  I  take  it  that  in  the  pregnant  woman  the  nutrition  is  suffi- 
cient so  that  this  need  not  be  considered  so  much  as  in  the  nonpreg- 
nant cases." 

Dr.  G.  L.  Brodhead. — "In  answer  to  Dr.  Polak's  question  I 
would  say  there  was  no  unusual  vomiting  in  this  case.     About  the 
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same  time  last  year  I  did  another  Cesarean  and  the  patient  vomited 
more  than  any  other  patient  I  have  ever  seen.  She  vomited  almost 
continuously  for  about  three  days,  but  the  wound,  fortunately,  did 
not  open,  but  each  hour  I  expected  to  be  called  by  the  house  physi- 
cian telling  me  that  the  abdominal  wound  had  opened  up.  Of  all 
the  cases  of  this  kind  which  I  have  had  I  think  that  is  the  only  one 
I  can  recall  where  the  wound  opened,  but  whether  the  toxemia  has 
anything  to  do  with  it  or  not  I  do  not  know." 

In  closing,  the  doctor  said  he  had  heard  of  several  eclamptic 
cases  where  the  abdominal  wound  had  opened  and  said  that,  it  seemed 
to  him,  that  possibly  the  toxemia  had  something  to  do  with  this 
feature. 

Dr.  Dougal  Bissell  presented  a  report  of  a 

CONGENITAL   ECTOPIC   OR  PELVIC   KIDNEY. 

My  chief  object  in  reporting  this  case  is  to  record  the  fifth  congeni- 
tal ectopic  or  misplaced  kidney  met  in  my  surgical  work  among 
women.  Three  of  these  cases  were  reported  before  the  American 
Gynecological  society  in  1910  and  191 1  with  a  description  of  the 
technic  used  in  transplanting  the  kidney  from  the  true  pelvic  cavity 
to  an  approximately  normal  position.  The  fourth  case  was  met 
under  conditions  quite  similar  to  the  one  herein  described,  excepting 
that  the  adnexas  required  more  radical  work.  The  case  however 
was  not  reported. 

Mrs.  A.,  age  twenty-three,  applied  to  the  clinic  of  the  Woman's 
Hospital  on  account  of  sterility.  She  had  few  if  any  symptoms 
relative  to  pelvic  trouble.  She  was  divulsed,  curetted  and  a  stem 
pessary  inserted.  She  was  examined  by  me  several  months  after 
and  I  discovered  adnexal  disease  wittt  a  retroposed  fixed  uterus 
and  advised  laparotomy.  She  was  laparotomized  November  13th 
and  the  following  conditions  were  found  and  partly  corrected.  A 
cyst  the  size  of  an  egg  was  removed  from  the  right  ovary.  The 
reconstructed  ovary  was  about  one-half  its  normal  size.  The  tube, 
adherent  on  this  side,  was  freed  and  made  patent.  The  fimbriae 
were  in  good  condition.  The  left  adnexae  were  found  firmly  adherent 
to  the  under  surface  of  the  broad  Hgament  and  to  the  posterior  pelvic 
wall,  they  were  freed  and  the  tube  made  patent,  the  ovary  was  re- 
sected. The  posterior  surface  of  the  uterus  was  intimately  adherent 
to  a  body  occupying  a  large  portion  of  the  left  posterior  area  of  the 
true  pelvic  cavity.  On  freeing  the  adhesions,  it  was  discovered  that 
this  body  was  retroperitoneal  and  descended  down  to  the  cul-de-sac 
from  a  point  a  little  above  the  iliopectineal  line.  It  was  of  normal 
kidney  shape  excepting  that  the  upper  pole  was  smaller  than  the 
lower,  which  is  somewhat  characteristic  of  this  particular  form  of 
misplacement,  and  its  hilum  was  turned  outward  instead  of  inward. 
The  renal  vessels  could  be  traced  downward  from  a  point  on  the 
left  of  the  spinal  column  and  over  the  upper  pole  to  the  hilum.  The 
lower  portion  of  the  descending  colon  and  the  entire  sigmoid  were 
shifted  from  the  left  side  of  the  body  to  the  right.     They  crossed 
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the  lower  lumbar  vertebrae.  The  sigmoid  descended  to  the  cul-de- 
sac  on  the  right  side  of  the  pelvis. 

It  may  be  of  interest  here  to  note  that  my  observations  regarding 
associated  congenital  abnormalities  in  the  five  cases  I  have  been  able 
to  study,  contradict  the  general  impression  that  congenital  ectopic 
kidney  is  usually  accompanied  by  congenital  deformities  or  defi- 
ciencies, particularly  of  the  sexual  organs.  In  none  of  the  five  cases 
was  there  discovered  the  shghtest  variation  from  the  normal  except- 
ing as  noted  in  this  case,  namely,  the  misplacement  of  the  descend- 
ing colon  and  the  sigmoid.  In  the  fourth  case,  as  in  the  case  herein 
reported,  it  was  deemed  advisable  not  to  transplant  the  kidney, 
for  the  reasons  that  no  symptoms  could  be  positively  traced  to  its 
abnormal  position  and,  as  the  operative  work  in  the  pelvis  had  been 
extensive,  it  was  not  justifiable  to  subject  the  patient  to  further 
operative  procedures.  The  operation  upon  the  adnexae  made 
pregnancy  impossible,  so  that  the  patient  was  not  considered  a 
prospective  case  for  future  surgical  work  from  an  obstetrical  stand- 
point. 

I  am  of  the  opinion  that  pregnancy  may  follow  operation  in  the 
fifth  case,  as  both  tubes  were  made  patent  and  the  fimbriae  were  in 
good  condition.  The  question  as  to  the  advisablity  of  operating 
in  the  future  to  transplant  this  kidney  depends  upon  two  things. 
First,  whether  or  not  the  malposed  kidney  occasions  symptoms, 
second,  w^hether  or  not  pregnancy  is  possible.  If  symptoms  occur 
w^hich  can  be  directly  traceable  to  the  misplaced  kidney,  a  surgical 
readjustment  of  the  kidney  is  demanded.  If  pregnancy  occurs 
and  a  miscarriage  takes  place  demonstrating  the  possibility  of  future 
pregnancies,  a  surgical  replacement  of  the  kidney  is  justifiable  with 
the  object  of  avoiding  future  labor  complications.  If  pregnancy 
occurs,  early  emptying  of  the  uterus  with  replacement  of  the  kidney 
soon  after  may  be  considered,  also  replacement  of  the  kidney,  with- 
out emptying  the  uterus,  and  with  the  hope  that  miscarriage  will 
not  take  place.  If  pregnancy  occurs  and  is  allowed  to  go  to  the  age 
of  viability  the  course  to  pursue  is  debatable.  One  of  two  proce- 
dures is  here  advisable,  i.e. ,  Cesarean  section  or  early  delivery,  as  deliv- 
ery of  a  normal-sized  child  would  greatly  endanger  life  of  both  mother 
and  child. 

It  may  be  interesting  to  note  in  this  connection  that  the  third 
case  of  the  five  I  have  studied,  a  case  of  fusion  of  the  two  kidneys 
on  the  right  side,  forming  a  very  large  mass  which  filled  more  than 
half  of  the  true  cavity,  and  could  be  felt  as  a  tumor  in  the  lower 
abdominal  region,  become  pregnant  within  a  year  after  operation, 
followed  by  a  second  pregnancy  \\dthin  another  year  and  delivered 
both  children  normally  at  full  term. 

DISCUSSION. 

Dr.  J.  O.  PoLAK. — "Pelvic  kidney  to  me  is  very  interesting, 
because  the  first  case  that  I  happened  to  see  was  one  that  passed 
through  the  Woman's  Hospital,  where  one  of  the  members  of  this 
Society  had  done  a  retroversion  operation  and  removed  the  right 
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ovary  and  appendix  for  right-sided  pain  and  retroversion.  When 
she  came  to  me  I  found  a  pelvic  tumor  which  I  diagnosticated  as  an 
ovarian  cyst,  or  a  fibroid  attached  to  the  back  of  the  uterus.  On 
opening  the  abdomen  I  found  nothing  in  the  pelvis  and  hunted 
around  for  quite  a  while  before  I  could  locate  the  trouble  and  finally 
found  that  the  kidney  was  underneath  the  cecum,  just  at  the  brim 
of  the  pelvis. 

"The  second  case  that  I  had,  had  been  operated  on  by  a  very 
distinguished  general  surgeon.  She  had  her  appendix  and  gall- 
bladder taken  out  for  right-sided  pain  and  had  a  divulsion  and 
curettage  for  dysmenorrhea,  and  in  that  case  on  opening  the  abdomen 
I  found  that  a  pelvic  kidney  was  the  cause  of  her  right-sided  pain. 

"The  point  I  would  like  to  bring  out  is  that  if  we  look  for  pelvic 
kidneys  (in  my  limited  experience  we  have  found  four)  we  may  some- 
times find  them,  and  very  usually,  as  in  our  cases,  they  give  indefinite 
symptoms  and  such  women  are  frequently  operated  on  once  or  twice 
before  the  pelvic  kidney  is  recognized. 

"  The  point  I  would  like  to  have  Dr.  Bissell  bring  out  for  me  is  what 
to  do  with  these  kidneys  when  the  ureter  is  short,  and  can  we  cure 
these  patients  when  the  ureter  is  short,  as  it  was  in  two  of  my  cases, 
one  ureter  being  9    cm.  and  the  other,  between  10  and  11?" 

Dr.  Herman  Grad. — "A  number  of  years  ago  I  saw  a  case  which 
was  diagnosed  as  an  ovarian  cyst.  On  opening  the  abdomen  I 
found  a  tumor,  retroperitoneal,  filling  up  the  entire  pelvis.  I  did 
not  know  just  what  it  was  at  the  time  and  thought  best  not  to  do 
anything.  I  closed  her  up.  It  is  now  eighteen  years  since  and  she  is 
still  in  good  health  and  it  has  never  given  her  any  trouble.  I 
distinctly  remember  the  case  Dr.  Polak  spoke  about.  I  examined 
the  woman  after  the  operation  and  found  a  mass  in  the  pelvis.  I 
did  not  know  what  it  was  and  she  passed  out  of  our  hands." 

Dr.  H.  N.  Vineberg. — "I  would  like  to  ask  Dr.  Bissell  if  he  has 
found  only  one  case  of  the  five  in  which  there  was  practically  one 
kidney.  As  a  rule,  these  pelvic  kidneys  are  single,  I  think,  the  large 
proportion  of  them.  I  think  it  is  rather  unusual  to  have  five  cases 
with  only  one  fused  kidney.  My  experience  has  been  with  three 
cases,  the  third  one  of  which  I  had  only  a  few  months  ago,  in  which 
the  diagnosis  was  made  from  a  mass  in  the  right  side,  with  the 
reservation  that  it  might  be  a  dermoid  or  an  ovarian  cyst.  I  opened 
the  abdomen  and  found  a  displaced  kidney.  It  seems  to  me  in  that 
instance  the  ureter  was  so  short  that  it  would  not  have  been  possible 
to  bring  the  kidney  up  out  of  the  pelvis." 

Dr.  Dougal  Bissell. — -"In  answer  to  Dr.  Vineberg's  question,  I 
would  say  that,  out  of  the  five  cases  of  pelvic  kidney,  I  found  only 
one  case  of  fused  kidney.  There  were  two  of  the  type  that  I  reported 
to-night,  with  the  hilum  directed  to  the  outer  side.  It  seemed  im- 
possible at  first  that  the  ureters  of  the  fused  kidney  could  stretch 
sufiiciently  to  allow  the  organ  to  be  moved  above  the  iliopectineal 
line,  but,  after  severing  the  artery  and  vein  which  supplied  the  lower 
kidney,  I  was  able  to  lift  the  entire  body  much  further  than  I  had 
expected,  and  anchor  it  in  the  false  pelvis." 
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Dr.  Polak. — "May  I  ask  the  question  whether  it  is  satisfactory 
to  put  these  kidneys  in  the  false  pelvis?" 

Dr.  Bissell. — "It  is.  It  is  better  to  put  them  in  the  false  pelvis 
than  allow  them  to  stay  in  the  true  pelvis." 

Dr.  Polak. — "Are  you  satisfied  to  put  them  in  the  false  pelvis?" 

Dr.  Bissell.— "Yes." 

Dr.  Polak. — "And  will  they  stay  there?" 

Dr.  Bissell. — "If  properly  anchored,  yes." 

Continuing  Dr.  Bissell  said:  "The  case  of  fused  kidney  to  which 
I  referred  when  replying  to  Dr.  Vineberg,  passed  through  two  preg- 
nancies without  trouble,  except  that  in  each  pregnancy  and  at  about 
the  fifth  months,  she  had  colicky  pains  in  the  kidney  region  lasting 
several  days;  otherwise,  she  went  through  her  pregnancies  normally, 
and  was  delivered  normally. 

"One  should  operate  to  move  the  kidney  from  the  true  pelvis  to  a 
higher  position,  only  after  it  has  been  determined  that  definite 
symptoms  are  traceable  to  the  position  of  the  kidney,  or  that  the 
position  of  the  kidney  will  prevent  or  interfere  with  deUvery  and 
endanger  the  life  of  mother  or  child. 

"The  ureter  is  necessarily  short  in  all  of  these  cases,  but  it  is 
surprising  to  see  to  what  extent  it  will  stretch  when  freed  from  its 
bed.  If  it  is  found  that  the  ureter  cannot  be  stretched  sufficiently  to 
allow  the  desired  change  in  the  position  of  the  kidney,  then  the 
kidney  should  be  replaced  unless  it  is  producing  marked  symptoms, 
under  which  circumstances  it  should  be  removed." 

Dr.  L.  W.  Strong  reported  a  case  of 

KRUKEKBERG    TUMOR   OF    THE   OVARY, 

The  case  I  have  to  report  is  properly  termed  a  carcinoma  ovarii 
mucocellulare,   in   this  instance,   secondary. 

Macros  CO pical. — The  ovary  is  changed  into  a  tumor  measuring 
21  cm.,  II  cm.  and  8  cm.  The  surface  is  smooth  and  covered  with 
numerous  petechiae.  The  consistency  of  the  tumor  is  soft,  almost 
fluctuant.  On  section  the  tumor  is  composed  of  uniform,  gelatinous, 
yellowish  tissue  with  reddish  scattered  areas.  Near  one  pole  is  a 
globular  purple  hemorrhagic  mass  of  3  cm.  in  diameter,  surrounded 
by  the  above-mentioned  tissue  composing  the  main  tumor.  The 
hilus  is  slightly  contracted,  no  remnants  of  ovarian  tissue  can  be 
found  in  any  portion  of  the  tumor. 

Microscopical. — The  sections  show  two  elements:  first  small  solid 
masses  of  dark  staining  cells  which  sometimes  show  glandular 
lumina,  and  second  a  very  edematous  areolar  and  spindle-celled 
stroma.  Both  these  elements  are  proliferating  irregularly  and  in 
many  regions  it  is  impossible  to  say  from  which  elements  the  cells 
are  derived.  There  are  many  areas  of  seal-ring  cells  apparently 
epithelial  in  origin.     Many  areas  of  hemorrhage  (Figs,  i  and  2). 

Krukenberg's  tumor  of  the  ovary  is  characterized  by  a  mixture 
of  epithelial  and  stromal  elements  which  make  a  confused  picture. 
It  was  originally  considered  to  be  a  mixed  tumor  and  was  called 
carcinosarcoma.     It   is   now   conceded   that    the    epithelial    parts 
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constitute  the  original  neoplasm  and  that  the  stromal  changes, 
though  extreme,  are  those  which  are  often  met  with  when  a  con- 
nective tissue  stroma  is  stimulated  into  growth  by  a  carcinoma. 
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Fig.  I. — Section  of  Krukenberg  tumor  of  ovary,  under  low  power. 

Whether  these  changes  can  actually  go  on  to  malignancy  can  only 
be  decided  in  the  case  where  a  metastasis  of  the  stromal  elements  has 
occurred.     Krukenberg's  tumor  shows  so-called  seal  rings.     These 
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Fig.  2. — Section  of  Krukenberg  tumor,  under  high  power,  showing  seal  ring  cells 


are  large  swollen  cells  which  have  nuclei  pushed  to  the  periphery  of 
the  cell  body.  There  has  been  considerable  discussion  as  to  whether 
these  cells  were  epithelial  or  stromal  but  in  this  instance  their 
epithelial  origin  can  be  established.     Krukenberg's  tumor  may  be 
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either  primary  or  secondary  to  a  carcinoma  of  tiie  colloid  type  from 
the  alimentary  tract  particularly  the  stomach.  This  origin  explains 
the  characteristic  swollen  cells.  But  doubtless  primary  cases  may 
occur  in  the  ovary  an  illustration  of  the  fact  that  primary  or  second- 
ary ovarial  tumors  may  have  the  same  morphology.  The  bilateral 
form  of  Elrukenberg's  tumor  is  not  essential  and  when  it  occurs  it  is 
to  be  explained  by  the  fact  that  the  ovaries  are  frequent  sites  of 
metastatic  growths  and  that  it  is  common  for  a  tumor  of  one  ovary 
to  metastasize  into  the  other. 

Dr.  Strong  also  reported  a  case  of 

OVARIAN    TERATOMA. 

This  is  a  case  of  teratoma  of  the  ovary  in  a  patient  of  Dr.  Broun 's 
operated  at  the  Woman's  Hospital.  The  specimen  consists  of  a 
uterus,  cervix  amputated,  both  tubes  attached.     Uterus  of  normal 
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Fig.  I. — Section  of  teratoma  of  ovary  showing  islands  of  embryonic  cartilage. 

size,  has  a  small  subserous  myoma  of  the  body.  Both  tubes  thick- 
ened and  elongated.  Received  separately  a  collapsed  cyst  20  cm.  in 
diameter  showing  subdivisions  in  the  interior.  The  contents  of  the 
cysts  are  pale  yellow,  apparently  pseudomucin.  In  this  material 
occur  masses  of  sebum  with  long  hairs.  One  portion  of  the  cyst 
shows  a  solid  tumor  6  X  4  cm.,  honey-combed  on  section  with  the 
same  character  of  contents.  Other  portions  of  the  cyst  wall  are 
12  mm.  in  thickness  and  show  areas  of  epidermis.  Sections  of  the 
cyst  wall  in  the  areas  containing  mucin  show  epithehum  of  the 
respiratory  type.  There  is  no  pseudomucinous  epithelium  to  be 
found  in  any  section.  Other  sections  show  structures  of  all  three 
germinal  layers,  epidermis,  sweat  glands,  central  nervous  system, 
broncliial  mucosa,  cartilage,  alimentary  tract,  smooth  muscle  bundles. 
Many  islands  of  cartilage  are  of  embryonal  type  as  are  also  the 
various  kinds  of  epithelium.     There  occur  islands  of  epithelial  cells 
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of  simple  form  which  cannot  be  identified  as  representing  any  adult 
structure.  These  are  not  proliferating  irregularly.  The  embryonic 
character  and  the  solid  form  of  this  mass  determine  it  to  be  a 
teratoma  (Figs,  i  and  2). 

I  reported  a  case  of  teratoma  of  the  ovary  here  about  a  year  ago. 
The  interest  of  this  second  case  lies  particularly  in  the  fact  that  it 
might  easily  be  mistaken  for  a  combination  of  a  dermoid  cyst  and  a 
pseudomucinous  cyst.  Such  combinations  have  frequently  been 
reported  and  indeed  form  the  basis  for  Ribbert's  theory  that  pseudo- 
mucinous cysts  are  monophyllic  teratomata.     In  this  instance  the 


Fig.  2. — Section  of  teratoma  of  ovary  under  high  power  showing  respiratory 
epithelium  and  contents  of  cj^st  which  simulated  pseudomucin. 

character  of  the  cyst  contents  was  so  strikingly  like  pseudomucin, 
that  it  was  only  after  prolonged  search  of  many  sections  that  we  were 
convinced  that  it  was  not  pseudomucin.  Indeed  since  I  have  never 
myself  seen  the  combination  of  dermoid  with  pseudomucinous  cyst, 
I  may  be  excused  for  wondering  if  those  reported  actually  showed 
pseudomucinous  epithelium. 

Dr.  Dougal  Bissell, — "I  would  like  to  say  something  about  the 
subsequent  history  of  the  case  of  teratoma  of  the  ovary  which  was 
reported  to  the  Society  by  Dr.  Strong  and  myself  about  a  year  ago. 

"It  may  be  of  interest  to  know  that  six  months  after  the  removal 
of  the  original  tumor,  a  recurrent  growth  of  larger  size  developed.  It 
was  also  removed  but  with  greater  diificulty  than  the  original  growth. 
The  patient  lived  only  three  months  after  the  last  operation." 

Dr.  Albert  M.  Judd  read  a  paper  entitled 

on  the  cure  of  prolapsus  uteri. 

(For  original  article  see  page  217.) 

DISCUSSION. 

Dr.  Dougall  Bissell  in  opening  the  discussion  said:  "Dr. 
Judd  has  confined  his  remarks  practically  to  a  description  of  the 
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Emmet-Baldwin  operation  and  its  advantages,  but  as  the  title  of  his 
article  includes  a  broader  field,  I  presume  I  may  be  permitted  to 
extend  the  scope  of  the  discussion. 

"The  result  of  my  personal  experience  with  varied  operations  for 
the  cure  of  procidentia  uteri,  is  that  which  most  men  have  passed 
through,  namely,  successes  mixed  with  failures.  Until  1912  I  had 
adopted  no  technic  which  gave  me  the  hope  of  uniform  success. 
On  February  15,  191 2, 1  advised  and  put  in  use  the  technic  which  has 
now  come  to  be  knowni  as  Mayo's.  The  first  step  was  vaginal  hyster- 
ectomy (performed  in  the  usual  manner),  the  broad,  round  and  ova- 
rian ligaments  were  sutured  together,  a  catgut  suture  was  passed 
through  the  posterior  surface  of  the  bladder  wall  at  the  peritoneal 
reflection,  and  the  free  ends  of  the  suture  were  again  passed  from 
within  out  through  the  base  of  the  united  ligaments  which,  when  tied 
anchored  the  inferior  surface  of  the  bladder  to  the  posterior,  or  when 
interposed,  superior  surface  of  the  broad  Hgaments.  The  broad 
Hgaments  were  now  interposed  between  the  bladder  and  the  anterior 
wall.  The  upper  anchorage  was  made  with  silkworm-gut,  the  lower 
anchorages  with  chromic  gut.  The  result  in  these  cases  with  refer- 
ence to  the  position  of  the  floor  of  the  bladder  (as  noted  by  Bugbee) 
was  particularly  good.  The  result  with  regard  to  the  position  of  the 
vault  of  the  vagina  and  anterior  vaginal  wall  was  also  good.  Speak- 
ing from  memory,  not  having  had  the  time  to  re\-iew  carefully  the 
results  during  the  two  years  I  employed  this  method,  one  case  was 
followed  by  the  only  true  hernia  I  ever  saw  in  the  vault  of  the  vagina. 
In  another  case  the  base  of  the  broad  ligaments  separated  after 
several  days,  requiring  gauze  packing.  One  or  two  other  cases- 
might  be  reported  as  unsatisfactory,  however,  my  opinion  is  that 
these  failures  were  the  result  of  faulty  individual  technic,  and  as  I 
now  see  the  problem,  these  failures  were  due  to  not  having  sufficiently 
trimmed  and  properly  adjusted  the  fascial  structures  of  the  anterior 
vaginal  wall. 

"Two  years  later  following  a  suggestion  by  F.  F.  Simpson  at  a 
meeting  of  the  American  Gynecological  Society  in  ]\Iay,  1914, 
I  followed  practically  the  same  plan  excepting  that  sufficient 
uterine  tissue  was  left  attached  to  each  broad  ligament  to  facilitate 
the  suturing  of  these  hgaments  together.  This  method  was  aban- 
doned after  a  trial  in  more  than  thirty  cases,  for  the  reasons  that  the 
result  regarding  the  maintenance  of  the  anterior  vaginal  wall  was 
not  as  good  as  in  the  former  plan.  This  was  due  probably  to  the 
wedge  of  uterine  tissue  interfering  in  some  way  with  good  fascial 
union  and  to  the  high  per  cent,  of  infections  the  result  I  beheve  of 
necrosis  of  the  uterine  tissue  left  on  the  broad  ligaments.  Having 
been  convinced  by  these  experiences,  that  the  interposition  of  the 
united  ligaments  with  or  without  uterine  tissue  on  them,  was  not 
essential  to  the  success  of  the  procedure,  I  planned  the  operation  of 
overlapping  the  anterior  wall  fascia,  as  described  before  you  last 
year.  I  have  been  able  to  keep  in  touch  with  the  several  cases  done 
since  then  and  the  theory  of  fascial  correction  alone  has  by  them  so 
far  been  proven  correct. 
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"The  cure  of  procidentia  uteri  cannot  be  confined  to  one  method 
of  operation.  Different  conditions  demand  different  operations. 
When  it  is  necessary  to  remove  the  uterus  because  of  uterine  or 
adnexal  disease,  I  prefer  the  hysterectomy  technic,  described  by  me 
before  this  Society,  followed  by  fascial  correction  and  lapping  of 
the  anterior  vaginal  wall. 

"To  resort  to  hysterectomy  for  the  cure  of  procidentia  uteri, 
unless  the  removal  of  the  uterus  is  necessitated  from  a  pathological 
standpoint  or  because  of  diseased  adnexae,  is  an  admission  on  the 
part  of  the  operator  of  his  inability  to  accomplish  his  end,  excepting 
by  a  major  operation.  The  uterus  at  the  age  of  forty-five  may  not 
be  of  any  particular  value  to  the  woman  and  by  its  removal  the 
possibilities  of  future  malignancy  may  be  avoided,  but  the  dangers 
of  hysterectomy  cannot  be  ignored  and  its  employment  is  not  justifi- 
able if  cure  can  be  accomplished  by  any  procedure  less  severe. 

"When  the  body  of  the  uterus  is  not  pathologically  involved,  but 
the  cervix  demands  a  high  amputation,  I  amputate  the  cervix  and 
lap  the  fascia.  When  the  cervix  is  not  involved  or  requires  only 
repair,  I  prefer  the  Emmet-Baldwin  operation  for  the  cure  of  the 
accompanying  procidentia.  As  I  understand  the  Emmet-Baldwin 
technic,  it  differs  from  the  Emmet  technic  only  in  the  extent  of 
denudation  of  the  denuded  areas  about  the  cervix,  and  the  suturing 
with  catgut  of  the  adjacent  cut  edges  of  the  mucous  membrane. 
The  principles  are  identical.  One  silver  wire  was  sufficient  to  appose 
the  three  exposed  fascial  areas  in  the  Emmet  technic,  but  two  are 
required  in  the  Emmet-Baldwin  technic. 

"The  advantage  over  the  Emmet  procedure  is  that  a  larger  and 
firmer  fascial  bridge  confronts  the  cer\ix,  resulting  in  a  more  sub- 
stantial support  of  the  vaginal  vault.  The  Emmet- Baldwin  opera- 
tion is  not  immediately  apphcable  to  cases  where  hysterectomy 
is  necessitated,  but  it  can  be  employed  in  a  second  or  independent 
operation  if  the  technic  used  during  hysterectomy  has  failed  to  cure 
the  vaginal  prolapse  or  the  cystocele. 

"The  Emmet-Baldwin  operation  has  a  place  in  gynecology 
and  deserves  greater  consideration  than  is  given  it.  The  only 
objections  I  can  offer  to  it,  if  they  can  be  considered  objections, 
are  that  it  is  somewhat  difl&cult  to  perform,  only  however  because 
it  requires  greater  nicety  of  judgment  and  more  exactness  in 
execution  than  does  major  vaginal  work.  Also  that  if  done  during 
the  child-bearing  period  and  labor  follows,  it  has  to  be  undone 
before  the  child  can  be  born.  This  is  good  evidence  of  its  primary 
success  but  is  undesirable,  as  it  compUcates  labor.  However  even 
if  these  be  considered  objections  they  are  not  sufficient  to  cause  the 
operation  to  be  discarded.  The  underlying  principle  of  the  Emmet- 
Baldwin  operation  is  the  essential  to  success  in  any  of  the  operations 
for  the  cure  of  procidentia  uteri,  namely,  a  readjustment  or  correction 
of  fascial  supports." 

Dr.  Hermann  Grad. — "  I  had  the  good  fortune  to  see  Dr.  Emmett 
do  these  operations  while  I  was  house  surgeon  at  the  Woman's 
Hospital,  and  I  also  had  the  pleasure  of  seeing  Dr.  Baldwin  do  the 
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operation  and  the  only  difference  that  I  can  see  between  these  two 
denudations  is  that  Dr.  Baldwin  denudes  more  extensively  and  brings 
his  undenuded  tissues  together  so  they  will  not  fall  into  denuded  areas. 
Besides  that,  I  think  Dr.  Baldwin  has  adopted  a  more  definite 
technic  with  his  assistants,  so  that  he  undoubtedly  gets  very  good 
results. 

"Dr.  Judd  reported  seventy  cases  which  he  operated  on,  but 
he  does  not  tell  us  his  successes  and  how  they  got  along.  I  think 
that  is  a  very  important  thing  to  do. 

"This  operation  as  I  learned  it  from  Dr.  Emmett  is  attended 
with  variable  success.  I  have  also  adopted  the  procedure  which 
Jellet  brought  out  of  utiHzing  the  uterosacral  ligaments  and  reported 
my  first  eighteen  cases  before  the  Obstetrical  Section  of  the  Academy 
of  Medicine.  I  have  been  able  to  follow  these  cases  and  must  say 
that  by  utiUzing  the  uterosacral  ligaments  we  have  something  a 
little  more  substantial  than  we  had  before  such  a  procedure  was 
adopted." 

Dr.  J.  R.  GoFEE. — "I  had  the  opportunity  of  seeing  Dr.  Emmett 
do  a  number  of  these  operations,  many  of  them  during  my  internship 
at  the  Woman's  Hospital,  but  I  never  was  very  much  impressed 
by  the  operation,  and  I  never  did  it.  It  seems  to  me  that  it  is  not 
founded  on  proper  principles  of  support,  and  I  have  not  seen  any 
series  of  cases  that  have  been  reported  in  which  they  have  been 
followed  up  sufficiently  long  to  judge  of  the  success  of  the  operation. 
It  is  one  thing  to  present  an  operation  and  it  is  another  thing  to 
show  the  results.  From  what  I  saw  of  Dr.  Emmett's  work  during 
my  hospital  internship  I  cannot  have  any  faith  in  the  work  that  has 
been  shown  us  to-night,  except  perhaps  when  appHed  in  the  very 
simplest  forms  of  slight  descensus  of  the  uterus. 

"My  work  has  dealt  with  cases  of  complete  and  extreme  pro- 
cidentia. The  simpler  cases,  I  think,  might  be  cured  in  some  in- 
stances by  this  operation,  but  I  have  not  been  able  to  see  any  of  the 
cases  on  which  tliis  operation  has  been  done  of  late  years.  Is  it 
possible,  I  have  asked  myself  while  witnessing  tliis  demonstration, 
that  the  anatomy  of  the  woman  and  the  intraabdominal  pressure 
have  changed  in  the  past  few  years  in  such  a  way  that  a  simple 
procedure  of  this  kind  can  be  a  success? 

"In  regard  to  Dr.  Bissell's  account  of  the  use  of  the  broad  liga- 
ments as  a  support,  it  has  fallen  under  the  name  more  recently  of 
the  Mayo  operation.  Dr.  Mayo  gives  no  credit  to  any  one.  Now, 
the  Mayo  operation  is  simply  a  combination  of  my  idea  of  uniting 
together  and  utilizing  the  broad  ligaments  as  a  support  when  the 
uterus  is  removed,  combined  with  Dr.  Watkins'  idea  of  placing  the 
bladder  on  top  of  these  ligaments;  that  is,  interposing  the  broad 
ligaments.  Some  men  are  in  the  habit  of  referring  to  this  as  the 
Mayo  operation,  but  I  see  no  reason  why  that  name  should  be 
attached  to  it  in  any  particular  whatsoever.  I  do  not  think  that  I 
am  overegotistical,  but  I  was  the  first  one,  as  far  as  I  know,  to  sug- 
gest the  underlying  principle  of  utilizing  the  broad  ligaments  when 
stitched  together  across  the  pelvis  for  support  of  the  bladder  when 
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the  uterus  is  removed.  Dr.  Watkins  has  rightly  the  credit  of  the 
interposition  operation  when  the  uterus  is  retained.  Now,  Dr. 
Mayo  has  taken  those  two  ideas  and  utilized  them  in  his  operation. 
Other  men  have  done  the  same  thing,  Dr.  Bissell  for  instance,  as  we 
have  just  heard.  I  do  not  know  whether  Dr.  Mayo  is  the  first  man 
or  not,  but  I  see  no  reason  why  we,  as  gynecologists,  should  give 
Mayo  the  credit  of  the  operation  and  call  it  the  Mayo  operation. 
The  two  underlying  principles  that  he  depends  upon  originated  in 
our  specialty.  We  are  entitled  to  the  credit  of  it  and  why  any  one, 
especially  members  of  this  Society,  or  men  who  are  gynecologists, 
should  go  outside  of  our  own  specialty  and  give  a  general  surgeon 
the  credit  of  devising  an  operation  which  is  simply  a  combintion  of 
two  principles  which  have  originated  among  us,  I  cannot  quite 
comprehend.  Do  not  think  I  am  oversensitive  about  this  thing, 
but  it  seems  strange  that  when  we  in  our  own  circle  have  devised 
these  procedures  and  suggested  these  fundamental  principles  of 
support,  we  should  not  as  a  specialty  claim  the  credit  for  the 
original  ideas. 

"I  shall  be  very  glad  to  see  Dr.  Baldwin  or  Dr.  Judd  operate,  but, 
from  my  experience  with  extreme  procidentia,  I  cannot  comprehend 
or  visualize  at  all  any  permanent  success  that  would  come  from  such 
an  operation.  I  shall  be  very  glad  to  have  an  opportunity  to  see 
their  work  and  the  actual  results." 

Dr.  Howard  C.  Taylor. — "I  never  had  the  opportunity  of  seeing 
either  Dr.  Emmett  or  Dr.  Baldwin  do  this  operation.  It  seems  to 
me  it  is  a  great  pity  that  Dr.  Judd  has  condemned  so  severely  all 
operations  other  than  the  one  he  personally  has  described  and 
favored.  There  is  no  single  operation  that  is  applicable  to  all  cases 
of  prolapse  of  the  uterus.  When  he  described  his  operation  I  won- 
dered to  myself  what  there  was  about  the  operation  that  would 
correct  the  retroversion  that  is  frequently  present.  He  stated  that 
sometimes  the  uterus  remained  retroverted  after  his  operation. 
This  certainly  is  not  a  perfect  result  and  certainly  the  retroverted 
uterus  may  give  symptoms.  I  would  prefer  an  operation  that  would 
leave  the  uterus  in  its  more  nearly  normal  position." 

Dr.  F.  M.  Pomeroy. — "The  only  comment  I  can  make  on  the 
situation  is  that  in  the  last  few  years  I  have  been  going  about  inde- 
pendently endeavoring,  for  my  own  convenience,  to  execute  Dr. 
Haldwin's  operation  in  the  dorsal  position.  In  spite  of  the  fact  that 
he  does  not  think  it  is  possible,  I  think  it  is  possible  to  carry  it  out 
rather  practically  in  that  position  with  some  Trendelenburg  exag- 
geration. I  admit  my  results  have  not  been  as  uniformly  successful 
as  Dr.  Baldwin's,  but  I  am  of  the  belief  that  it  is  possible  to  execute 
it  in  the  dorsal  position  and  I  have  not  given  up  the  idea  of  being 
able  to  do  it  thus  correctly." 

Dr.  L.  G.  Baldwin. — "  Dr.  Grad  asked  me  to  say  a  word  about  my 
results.  I  was  accused  of  prevaricating  about  my  results  eight  or  ten 
years  ago,  so  the  less  said  about  that  the  better.  In  my  original 
paper  I  reported  154  cases.  My  recollection  is  that  the  youngest 
case  was  a  year  old.     I  submitted  in  this  paper  the  verbatim  reports 
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received  from  the  patients  and  exhibited  them  to  many  men,  in  the 
patient's  own  handwriting.  There  was  practically  a  universally 
good  result.  One  woman  said  that  after  attending  to  her  store  all 
day,  which  she  kept  at  Red  Hook  Point,  her  back  would  ache,  and 
another  woman  who  had  two  children  in  the  meantime  said  her  pro- 
lapse came  back.  Those  were  practically  the  only  criticisms  outside 
of  two  cases  where  there  was  a  moderate  urethrocele.  (Reference 
here  by  the  speaker  to  it  'coming  down  just  above  the  urethra  because 
too  much  tissue  was  taken  away,'  as  observed  by  Dr.  Judd.) 

"In  regard  to  it  being  suitable  for  mmor  cases  only,  I  would  say 
that  I  will  guarantee,  in  any  woman  who  has  not  diabetes,  Bright's 
disease,  or  other  constitutional  disease,  where  she  has  not  worn  her 
uterus  outside  a  sufficient  length  of  time  that  you  can  fold  these 
tissues  to  obtain  and  maintain  a  symptomatic  cure." 

Dr.  J.  R.  GoFFE. — "How  long  will  it  stay  up,  doctor?" 

Dr.  L.  G.  Baldwin. — "It  will  stay  up  twenty  years.  The  first 
of  my  reported  cases  were  dated  back  twenty  years.  Whether  the 
uterus  is  retroverted  in  a  woman  of  fifty  or  sixty  years  is  absolutely 
of  no  importance.  Most  of  these  uteri,  in  my  experience,  become 
retroverted.  Such  uteri  in  women  past  the  menopause  are  normal. 
They  cause  no  symptoms  as  long  as  they  stay  in  the  pelvis  at  their 
proper  level  and  there  are  no  adhesions  and  they  are  not  incarcerated 
between  the  uterosacral  Ugaments.  Under  those  conditions  it 
does  not  make  much  difference  where  that  uterus  is.  Very  few  are 
symptom -producing  unless  there  is  some  adnexal  disease." 

Dr.  Albert  M.  Judd. — "Dr.  Bissell  spoke  of  those  cases  which 
require  hysterectomy.  I  was  not  considering  those  cases  which  re- 
quire hysterectomy.  I  wish  to  say  I  was  considering  the  prolapse 
which  came  down  to  or  beyond  the  introitus  only.  I  have  been 
doing  this  for  five  years.  That  is  not  a  very  long  time,  but  it  is 
a  good  while  to  hold  up  a  uterus  and  I  will  adhere  to  my  original 
statement  that  I  can  cure  a  case  of  prolapse  of  the  uterus,  that  is, 
I  make  the  same  statement  as  Dr.  Baldwin  does:  I  can  hold  that 
uterus  up  in  the  pelvis  by  this  operation. 

"Now,  speaking  of  those  cases  with  children  afterward:  I  have 
done  this  on  one  woman  twenty-three  years  of  age.  We  did  one 
out  at  the  Kings  County  Hospital  on  a  virgin  of  eighteen  after 
attempts  to  cure  her  by  an  intraabdominal  operation. 

"The  cutting  of  the  band  which  is  stretched  over  the  advancing 
head  is  a  very  easy  matter.  It  is  very  much  simpler  than  an  episio- 
tomy,  and  the  sewing  together  of  that  band  can  be  done  by  any 
one  who  can  sew  up  a  scalp  wound.  Two  or  three  plain  gut  sutures 
are  all  that  are  necessary  and  the  prolapse  is  again  held  up. 

"Dr.  Goffe  criticised  the  procedure  and  in  the  same  breath  he 
says  he  has  never  done  it.  He  cannot  visualize  the  possibility  of  a 
cure.  Now,  I  had  the  great  pleasure  of  assisting  Dr.  Goffe  at  the 
Long  Island  College  Hospital  years  ago  when  he  went  over  there 
to  demonstrate  the  Goffe  operation.  I  have  done  that  operation 
as  I  learned  it  standing  by  his  side  at  that  time.  I  have  achieved 
cures  with  that  method,  but  you  have  to  open  the  peritoneal  cavity 
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order  in  to  do  that  operation.  It  is  a  beautiful  procedure.  The 
mechanics  are  wonderful,  but  you  have  to  open  the  peritoneal 
cavity.     In  this  operation  you  do  not. 

"Dr.  Taylor  spoke  of  the  simple  retroverted  uteri.  That  was 
answered  by  Dr.  Baldwin.  The  uterus  retroverts  in  these  cases 
when  it  atrophies,  as  it  does  in  many  other  cases.  At  this  point 
in  his  discussion.  Dr.  Judd  referred  to  the  cure  of  retroversion  and 
said,  'If  you  hold  the  cervix  back  in  the  hollow  of  the  sacrum 
you  are  going  to  throw  the  fundus  forward.'" 


TRANSACTIONS  OF  THE  OBSTETRICAL 
SOCIETY  OF  PHILADELPHIA. 


Meeting  of  November  7,  1918. 
The  President,  Dr.  Barton  Cooke  Hirst,  in  the  Chair. 
Dr.   George  Erety  Shoemaker  presented  reports  of  cases  of 

ACUTE    TRAUMATIC  RETROVERSION    OF   THE   UTERUS. 

It  is  desired  to  limit  here  attention  to  retroversion  suddenly 
produced  by  forces  applied  from  without,  and  to  direct  attention  to 
some  of  the  causes  which  may  produce  it,  especially  in  single  women. 

It  has  happened  in  the  writer's  experience  that  several  cases, 
though  at  long  intervals,  have  been  brought  to  his  attention  a 
type  of  injury  which  is  definite  and  distinct,  is  capable  of  exact 
demonstration,  and  yet  which  is  open  to  confusion  with  cases  due 
entirely  to  more  usual  causes.  The  condition  is  one  which  may  have 
followed  internal  injuries  as  the  result  of  accidents,  such  as  falls,  rail- 
road collisions,  falling  elevators,  and  the  possibility  of  the  occur- 
rence of  acute  retroversion  together  with  the  symptoms,  prognosis 
and  treatment  is  worth  consideration. 

The  uterus  is  retained  in  position  not  by  any  pair  of  ligaments,  but 
by  the  resultant  or  average  of  a  great  many  influences.  It  moves 
when  any  force  obtains  a  real  purchase  upon  it.  Hung  up  as  it  were 
by  these  elastic  and  sliding  attachments,  it  may  be  admitted  that 
direct  pressure  is  usually  escaped,  the  organ  sliding  into  a  position 
of  safety  so  to  speak,  to  return  at  once  when  the  displacing  influence 
is  shifted  or  removed. 

There  is,  however,  one  means  of  applying  a  displacing  force  to  the 
whole  body  of  the  uterus  at  once,  a  force  which  it  cannot  escape 
by  sliding,  and  which  must  produce  an  effect  limited  only  by  the 
degree  of  the  force.  I  refer  to  the  inertia  of  the  uterine  corpus  when 
for  example  the  individual  falls  and  the  pelvis  is  suddenly  arrested 
by  the  tuberosities  of  the  ischia  striking  rigidly  a  surface  such  as  a 
step  or  pavement.  The  uterus  continues  to  descend  and,  under 
certain  conditions,  possibly  aided  by  a  full  bladder,  it  is  snapped,  as 
it  were,  into  retroversion  and  is  caught  below  the  sacral  promontory. 
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Naturally  this  accident  is  more  likely  to  occur  where  the  pelvic 
diaphragm  lacks  tonicity,  or  where  it  has  been  injured  by  child- 
birth. A  contributing  cause  would  be  an  already  existing  tendency 
to  posterior  displacement,  the  accident  only  making  the  matter 
complete. 

To  illustrate  that  the  accident  referred  to  may  occur,  however 
occasionally,  in  the  unmarried,  a  typical  example  may  be  summarized 
as  follows : 

Miss  S.,  aged  forty-eight,  single,  was  known  to  have  a  normally 
placed  uterus,  she  having  been  formerly  treated  for  a  small  bleeding 
polypus.  She  was  in  good  health.  While  descending  icy  stone  steps, 
both  feet  slipped  forward  at  once  and  she  sat  down  violently  on  the 
edge  of  the  step,  the  pelvis  being  tipped  forward. 

There  was  felt  at  once  a  pelvic  distress  described  as  backache, 
quite  low  down,  a  sense  of  constant  fullness,  as  though  an  extraneous 
mass  were  present  in  the  pelvis.  Urination  was  increased  in  fre- 
quency. No  position  of  the  body  was  comfortable  and  the  patient, 
a  woman  of  intelligence,  was  sure  that  there  was  something  wTong 
inside  which  had  been  occasioned  by  the  fall. 

Examination  showed  a  typical  retroversion  locked  below  the 
sacral  promontory,  all  supports  rigid  and  tense.  Bimanual  methods 
failing,  after  considerable  trouble,  reduction  was  accomphshed  by 
the  aid  of  a  tenaculum,  posterior  pressure  appHed  in  the  knee-chest 
posture.  A  feeling  of  intense  relief  followed  at  once.  There  was  no 
tendency  for  retroversion  to  recur  and  after  a  few  days,  during 
which  soreness  gradually  disappeared,  the  patient  has  been  well. 

Another  patient,  also  single,  attributed  the  beginning  of  her 
attack  to  the  attempt  to  lift  a  stove  and  adjust  a  displaced  stove 
leg  while  in  an  extreme  stooping  position.  Still  another  to  very 
strong  and  deep  pressure  violently  appHed  in  the  groins. 

A  dififerent  type  of  case  is  represented  by  the  following:  The 
patient  was  heavily  built  and  had  borne  two  children.  The  acute 
symptoms  followed  tripping  and  falling  heavily  over  a  loose  board 
in  a  sidewalk.  The  uterus  was  found  in  retroversion  and  replaced 
soon  afterward  with  much  relief,  but  the  displacement  recurred  and 
she  was  afterward  subjected  to  operation  in  a  private  hospital  in 
another  city.  This  case  went  to  court.  In  my  testimony  I  took 
the  ground  that  while  an  injury  occurred,  there  were  contributing 
causes  to  the  displacement  in  the  previous  child-bearing.  There 
was  a  compromise  in  settlement. 

In  certain  patients,  the  ordinary,  gradually  intensifying  causes 
which  ultimately  result  in  retroversion  with  uterine  descent,  are 
already  at  work;  though  the  final  stage  has  not  been  reached.  It 
is  comparatively  easy  to  cause  the  uterus  to  pass  into  retroversion 
and  there  finally  comes  a  day  when  it  goes  back  and  never  returns. 
Such  a  patient  should  be  subjected  to  the  usual  operations,  perineal 
repair  and  some  form  of  permanent  uterine  replacement.  It  was 
not  the  purpose  of  this  discussion  to  include  this  common  type. 

When  these  childbirth  injuries  are  present  and  the  previous  condi- 
tion is  unknown,  it  is  never  justifiable  to  testify  without  reserve  that 
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a  retroversion  discovered  after  an  accident  is  necessarily  due  to  that 
accident. 

The  treatment  of  acute  traumatic  retroversion  of  the  uterus  is 
immediate  examination,  diagnosis  and  replacement,  which  is  possible 
by  manual  methods,  with  or  without  anesthesia.  The  test  of  the 
genuineness  of  this  type  is  that  the  displacement  does  not  recur; 
consequently  no  further  treatment  is  required,  no  operation  and  no 
support. 

If  immediate  correction  is  carried  out  while  the  elasticity  of  the 
tissues  remains,  the  prognosis  is  excellent.  If  neglected  and  treated 
as  a  coccygodynia,  for  example,  this  type  of  injury  is  a  source  of 
much  future  distress,  the  parts  being  under  tension.  In  young 
persons  it  is  not  justifiable  to  ignore  persistent  complaint  of  injury 
without  estabhshing  a  diagnosis;  at  the  same  time  remembering  that 
retroversion  of  a  small  normal  uterus  does  httle  harm.  The  sudden 
displacement  under  tension  does  do  harm. 


DISCUSSION. 

Dr.  William  E.  Parke. — I  have  seen  many  cases  of  retroversion 
of  the  uterus,  but  it  is  not  often  in  my  experience  that  we  see  cases 
of  sudden  retroversion  with  symptoms,  pain,  etc.  Many  years  ago 
I  had  a  patient,  a  multipara,  who  following  an  accident,  the  character 
of  which  I  have  forgotten,  had  a  sudden,  acute,  severe  pain  in  the 
pelvis.  Upon  examination  I  found  a  retroversion  which  I  replaced, 
giving  her  instant  relief.  This  is  the  only  incident  of  the  kind  which 
I  recall.  While  Dr.  Shoemaker  was  reading  his  paper  I  recalled 
a  circumstance  probably  famihar  to  us  all.  It  is  related  in  Marion 
Sims'  book  which  he  calls  "The  Story  of  My  Life."  He  refers  to  a 
patient  whose  horse,  while  she  was  riding,  frightened,  side-stepped 
and  threw  her,  causing  an  acute  retroversion  of  the  uterus.  The 
Doctor  was  called  to  treat  the  woman  and  asked  for  a  tablespoone 
Bending  it  up  used  it  as  a  retractor  for  the  perineum.  This  was  th 
idea  that  led  to  the  invention  of  his  well-known  speculum. 

Dr.  Lida  Stewart  Cogill. — I  am  reminded  of  a  case  seen  some 
years  ago  treated  for  retroversion  for  sometime  without  result. 
One  day  in  coming  down  stairs  the  woman  missed  her  footing  and 
pitched  headforward  down  the  steps.  The  fall  corrected  the  mal- 
position, and  normal  position  of  the  uterus  has  still  been  main- 
tained. Though  the  condition  is  the  opposite  of  the  one  described 
in  the  paper  it  seems  of  interest  in  this  connection. 

Dr.  Barton  Cooke  Hirst. — The  late  Dr.  J.  William  White 
some  years  ago  asked  me  if  I  could  give  him  any  information  as  to 
the  frequency  of  traumatic  displacement  of  the  uterus.  He  was 
then  Chief  Surgeon  to  the  Pennsylvania  Raihoad,  which  was  being 
sued  frequently  by  women  on  account  of  a  retroversion  attributed 
to  some  jolt  or  jar  in  an  accident  on  the  road.  I  could  not  find 
such  information  in  literature  so  I  asked  one  of  my  staff  to  look 
over  my  private  case  books.     From  these  records  he  analyzed  some 
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600  cases  of  backward  displacement,  and  in  only  2  per  cent,  did 
he  find  any  history  at  all  of  traumatism  preceding  the  retroversion. 
In  many  of  these  cases,  included  in  the  2  per  cent,  it  was  doubtful 
whether  the  traumatism  had  anything  to  do  with  the  retroversion. 
I  felt,  therefore,  that  it  was  fair  to  state  in  answer  to  Dr.  White's 
question  that  traumatic  retrodisplacement  of  the  uterus  consti- 
tuted decidedly  less  than  2  per  cent,  of  the  total  number  of  all  cases. 
Dr.  Jesse  O.  Arnold  presented  a 

REPORT  OF  AN  EPIDEMIC  OF  VESICULAR  DERMATITIS  OF  THE  NEW-BORN. 

(For  original  article  see  page  225.) 

DISCUSSION. 

Dr.  Barton  Cooke  Hirst. — I  came  in  contact  with  this  form 
of  dermatitis  rather  frequently  in  Munich  when  I  was  an  interne 
there  in  1884.  I  have  seen  sporadic  cases  in  the  University  Mater- 
nity at  intervals  during  the  past  25  years.  I  feel  grateful  to  Dr. 
Arnold  for  his  clear  exposition  as  to  the  cause  of  the  condition  and 
believe  that  his  suggestions  relative  to  treatment  will  be  very  valu- 
able to  those  of  us  in  charge  of  maternities. 

Dr.  William  E.  Parke. — Is  this  not  an  instance  of  impetigo 
contagiosum? 

Dr.  Arnold  (closing). — Answering  Dr.  Parke,  I  will  say  that  the 
findings  of  Dr.  Falls  and  others  who  have  made  considerable  study 
of  this  disease,  would  appear  to  show  that  it  is  not  true  impetigo 
contagiosa.  It  does,  however,  so  closely  resemble  that  disease,  that 
some  of  the  earlier  observers,  and  especially  Sabouraud,  placed  it 
under  that  head.  Dr.  Albert  Strickler,  of  the  dermatological  clinic 
at  the  Samaritan  hospital,  following  the  teaching  of  Sabouraud, 
regarded  it  as  impetigo  of  the  bullous  type,  and  a  streptococcic 
infection,  but  those  who  hold  to  this  view  have  not  been  able, 
by  streptococcic  inoculations  to  reproduce  the  disease,  as  did 
Dr.  Falls  by  inoculating  his  own  arm  with  the  peculiar  strain  of 
staphylococci  cultured  from  the  lesions. 

Those  sufficiently  interested  to  read  Dr.  Falls'  complete  investi- 
gations in  the  Journal  of  Infectious  Diseases,  will  be  convinced, 
1  am  sure,  that  the  disease  has  a  distinct  entity,  and  that  it  is  entirely 
unUke  pemphigus  or  impetigo,  as  usually  seen,  and  therefore  the 
name  he  gives  it,  which  is  at  once  descriptive  of  its  lesions,  and  its 
bacteriology,  is  a  good  one  to  adopt. 

Like  others,  I  have  seen  isolated  cases  from  time  to  time,  resem- 
bling this  condition,  and  which  one  might  easily  have  called  impetigo, 
but  I  think  they  were  not  the  same  type  of  cases.  The  disease 
constituting  this  little  epidemic  was  so  unlike  anything  of  the  kind 
T  had  ever  seen — so  highly  contagious,  so  rapid  in  its  progress,  and 
so  hard  to  get  clear  of — that  I  felt  it  was  a  subject  deserving  of 
more  attention  than  we  were  able  to  give  it  at  the  time  of  the 
outbreak. 
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Dr.  p.  Brooke  Bland  read  a  paper  entitled 

RELATION    OF   INFLUENZA   TO  PREGNANCY  AND   LABOR. 
(For  original  article  see  page  184.) 

DISCUSSION. 

Dr.  Lida  Stewart  Cogill. — I  would  like  to  state  our  experience 
at  the  Woman's  Hospital,  Dr.  Bland  quoted  that  of  the  College 
Hospital.  In  the  Woman's  Hospital  we  had  thirty-eight  pregnant 
women  with  influenza;  thirteen  died,  a  66  per  cent,  recovery.  In 
some  of  these  cases  there  were  certain  compUcations.  Two  died 
from  postpartum  hemorrhage.  In  one  of  these  cases  patient 
was  just  recovering  from  influenzal  attack.  In  both  of  these  cases 
the  blood  was  pinkish  in  color  with  no  tendency  to  clotting;  the  other 
was  ill  with  influenza  at  the  time  of  labor.  Bacteriological  study 
showed  the  streptococcus  hemolyticus.  In  two  cases  of  eclampsia 
I  am  not  sure  whether  the  convulsions  were  due  to  toxemia  of  preg- 
nancy or  toxin  of  influenza.  In  one  of  these  cases  seen  early  in  the 
epidemic  there  was  edema  of  the  lungs  with  high  temperature,  and 
the  convulsions  coming  at  close  intervals  when  admitted  to  hospital. 
The  woman  was  about  due,  a  primipara  with  tight  cervix  and  in 
labor.  The  fetal  heart  sounds  were  strong.  We  saved  the  baby 
by  Cesarean  section  but  the  mother  died.  The  other  case  came  in 
in  labor,  with  the  temperature  at  105°,  and  marked  edema  of  the 
lungs.  The  patient  was  unconscious  with  convulsions  at  frequent 
intervals.  We  could  not  get  the  fetal  heart  sounds.  The  woman 
was  stuporous  and  was  supposedly  about  seven  months  pregnant. 
A  dead  baby  was  delivered  by  forceps;  the  mother  recovered  with 
exception  of  poor  mental  condition.  That  case  also  showed  the 
mfluenza  bacillus.  There  was  little  opportunity  to  study  the  cases. 
Have  not  the  statistics  as  yet  been  published  showing  the  number  of 
newborn  babies  born  dead  or  the  number  of  premature  births? 
There  was  quite  a  tendency  to  hemorrhage  in  a  number,  either 
postpartum  or  epitaxis.  The  cases  with  pulmonary  comphcation 
were  very  fatal,  yet  we  did  have  mothers  with  pronounced  chest 
conditions  recover  with  the  baby  also  living.  The  Cesarean  baby  is 
well  and  strong  and  there  has  been  no  difiiculty  with  it  at  all. 
Also  a  baby  of  mother  who  died  from  postpartum  hemorrhage  is 
well  and  strong.  I  think  those  of  us  who  have  gone  through  this 
epidemic  will  never  forget  the  scenes — women  coming  in  in  a  dying 
condition  and  having  to  be  delivered  in  those  last  hours;  the 
experience  has  been  harrowing  in  a  great  many  ways. 

Dr.  J.  O.  Arnold. — I  am  much  interested  in  the  subject  presented 
by  Dr.  Bland,  and  shall  be  interested  in  a  further  study  of  the  details 
of  the  records  and  data  he  has  presented. 

My  experience  in  one  respect,  at  least,  was  different  from  Dr. 
Bland's.  His  paper  brought  out  the  point,  that  abortion  or  mis- 
carriage in  the  course  of  the  severer  types  of  the  disease,  only  added 
to  the  mortality,  and  therefore  was  to  be  feared  and  avoided  if 
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possible.  My  experience  would  lead  me  to  welcome  such  an  occur- 
rence, and  even  to  question  whether,  if  I  had  it  to  do  over,  if  I  would 
not  change  my  plan  of  treatment  in  that  respect,  where  it  was  practi- 
cal to  do  so.  So  far  as  I  can  recall,  the  patients  who  miscarried  or 
had  premature  labor  were  the  only  ones  to  get  well,  that  is  of  those 
having  pneumonia.  I  cannot  say  off-hand  how  many  cases  of 
pneumonia  I  saw,  or  just  what  the  mortality  was,  but  I  can  think 
of  at  least  four  such  cases  that  recovered  after  the  uterus  was 
emptied,  and  I  do  not  think  I  saw  any  patients  with  pneumonia 
that  recovered  without  the  interruption  of  pregnancy. 

Since  it  was  the  profound  toxemia  of  the  influenza  that  killed, 
and  since  pregnancy  entails  another  burden  of  toxemia,  it  would 
seem  that  if  we  could  lessen  the  toxemia  by  emptying  the  uterus, 
the  woman's  chances  for  recovery  would  be  better.  Unfortunately, 
in  most  cases,  the  intentional  interruption  of  pregnancy  was  out 
of  the  question,  even  if  it  had  seemed  best  to  do  it. 

One  woman  still  in  the  hospital  is  recovering  after  a  most  desperate 
illness.  I  attribute  her  recovery  to  two  things — miscarriage  at 
about  the  seventh  month,  and  the  fact  that  she  was  one  of  the  later 
cases,  coming  at  a  time  when  the  nursing  and  medical  attendants 
were  not  too  busy  to  give  her  that  close  individual  attention,  which 
was  perhaps  the  most  valuable  part  of  any  form  of  treatment.  I 
recall  at  least  three  other  cases  of  pneumonia,  that  recovered  after 
miscarriage  at  about  the  sixth  or  seventh  month.  Other  patients 
brought  to  the  hospital  at  about  the  same  time,  and  apparently 
no  sicker  than  these,  in  which  pregnancy  was  not  interrupted,  grew 
rapidly  worse  and  died. 

In  the  matter  of  treatment,  1  am  sure  I  have  nothing  to  suggest. 
My  only  comment  on  the  treatment  as  I  saw  it,  is  that  there  was 
perhaps  a  little  too  much  drug  medication. 

Dr.  Bland  (closing). — In  my  experience  the  interruption  of 
pregnancy  as  a  means  of  saving  the  patient's  life  has  not  proven 
to  be  very  satisfactory.  Dr.  Keegan  who  was  much  concerned  about 
a  severely  infected  patient  induced  labor  and  the  patient  promptly 
died.  Viny,  a  French  obstetrician  made  some  interesting  observa- 
tions some  years  ago  and  found  that  the  mortaUty  of  pneumonia  was 
increased  from  15  or  20  per  cent,  to  69  per  cent,  in  those  cases  in 
which  the  pregnancy  was  interrupted  or  abortion  induced. 
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Dr.  Wilbur  Ward,  in  the  Chair. 

SYMPOSIUM   ON   EPIDEIvnC   INFLUENZA   IN   PREGNANCY. 

Dr.  Lillian  K.  P.  Farrar  read  a  paper  entitled 

THE  visitation  OF  INFLUENZA  AND  ITS  INFLUENCE  ON  GYNECOLOGIC 
AND    OBSTETRIC    CONDITIONS. 

(For  original  article  see  page  229.) 

Dr.  George  W.  Kosmak  read  a  paper  entitled 

THE    occurrence    OF   EPIDEMIC   INFLUENZA   IN   PREGNANCY. 
(For  original  article  see  page  238.) 

Dr.  Frank  R.  Oastler  said:  The  recent  epidemic  has  given 
us  a  great  deal  to  think  about  in  respect  to  its  relation  to  pregnancy 
and  also  with  reference  to  abortion.  I  did  not  pay  much  attention 
to  the  disease  when  it  first  appeared.  Then  later  we  got  reports 
from  the  base  hospitals  in  respect  to  vaccination  and  they  were 
fairly  encouraging,  so  I  made  up  my  mind  to  try  it  inasmuch  as  it 
was  found  to  be  harmless.  I  vaccinated  346  persons,  twenty  of  them 
being  pregnant  women,  and  among  these  only  one  case  of  influenza 
occurred.  This  may  simply  be  a  circumstance;  it  may  simply 
have  happened  so.  But  after  I  saw  a  great  deal  more  of  the  disease 
and  saw  people  dying  in  spite  of  everything  that  could  be  done  for 
them  I  felt  that  we  were  justified  in  vaccinating  pregnant  women, 
and  I  vaccinated  twenty  such  women  and  none  has  had  influenza,  and 
that,  too,  may  be  simply  a  circumstance.  However,  among  346 
persons  it  would  seem  that  we  should  have  had  more  than  one  case 
if  there  was  nothing  in  the  vaccination. 

Menstruation  was  nearly  always  induced  among  the  women  with 
influenza  and  nose  bleeding  occurred  frequently  among  the  men. 
Many  women  aborted  or  went  into  labor. 

I  had  two  cases  of  abortion  where  there  was  pneumonia  and 
two  cases  of  labor  in  pneumonia  and  all  four  of  these  women  died. 
Of  the  two  cases  close  to  term  the  two  children  lived;  one  of  these 
was  a  postmortem  Cesarean  section  and  the  child  lived  though  the 
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mother  died.  The  other  patient  had  been  in  labor  five  or  six  hours 
and  a  median  forceps  operation  was  done  and  this  patient,  too,  died. 
She  presented  the  pecuUar  cyanotic  mottled  appearance  that  we 
see  in  influenza  with  pneumonia  and  it  was  a  question  whether  to 
put  on  the  forceps  and  extract  the  child  or  wait  until  the  patient 
died.  While  it  seemed  a  barbarous  thing  to  do  we  decided  in  the 
interest  of  the  child  to  put  on  the  forceps  without  anesthesia.  The 
patient  lived  twenty-four  hours  afterward  and  died  of  pneumonia, 
but  she  was  more  comfortable  after  the  delivery.  In  these  cases  the 
children  were  extremely  cyanotic  and  it  did  not  seem  as  though  they 
would  live.  These  children,  however,  did  not  get  influenza,  and  they 
showed  no  evidence  of  a  rise  of  temperature  or  anything  abnormal. 
Both  women  having  abortions  died  of  pneumonia.  Every  case  of 
pneumonia  I  have  seen  during  the  epidemic,  and  I  have  had  ninety- 
eight  cases,  died  with  the  exception  of  two.  These  cases  seemed  abso- 
lutely hopeless  but  managed  to  pull  through.  All  forms  of  stimu- 
lation were  tried  but  without  any  effect  whatever.  I  have  had  many 
horrible  experiences  during  the  epidemic.  For  instance,  in  one 
family  of  seven  the  disease  broke  out  on  a  Wednesday  and  by  Sun- 
day only  two  of  the  family  were  alive.  Under  such  circumstances 
one  seemed  justified  in  doing  anything  to  protect  the  people.  This 
might  be  the  same  disease  we  had  in  1889  and  1890,  but  the  viru- 
lence of  the  organism  is  different  from  anything  we  have  had  before. 
When  one  saw,  as  I  did,  a  big,  strapping  poHceman,  taken  with  the 
disease  and  dying  within  forty-eight  hours  he  felt  that  the  affection 
was  different  from  ordinary  grippe.  I  have  in  years  past  had  cases 
of  ordinary  grippe  during  pregnancy  and  of  five  or  six  such  cases  that 
I  recall  only  one  aborted,  and  she  had  a  pleurisy  with  empyema, 
but  all  got  well;  during  the  present  epidemic  all  died  and  there 
seemed  to  be  no  way  of  saving  them  or  of  relieving  them  in  any  way. 
I  think  under  these  circumstances  we  are  warranted  in  vaccinating. 
There  may  be  a  slight  reaction  following  vaccination,  a  httle  chill, 
running  of  the  nose,  and  a  sore  arm  and  malaise.  I  have  used  three 
vaccines,  Dr.  Park's,  the  Lederle,  and  the  Parke,  Davis  &  Go's.  Of 
the  Lederle  I  have  given  the  first  dose  J:^  c.c,  the  second  dose  3^-^  c.c, 
the  third  ^2  and  the  fourth  i  c.c.  Of  the  other  two  I  gave  3^-^  c.c. 
twice  and  i  c.c.  once.  I  have  had  no  bad  sequelae  from  any  of  these 
vaccines. 

Dr.  J.  Clifton  Edgar  said:  I  have  watched  these  two  epidemics 
the  one  in  1889  and  1890  and  the  present  one,  in  both  hospital  and 
private  practice.  In  the  one  in  1889  and  1890  there  was  tremendous 
prostration  and  it  was  an  entirely  different  proposition  from  the 
present  one.  While  there  was  the  tremendous  prostration  in  the 
former  epidemic  there  was  not  the  prevalence  of  pneumonia  and  there 
was  not  the  mortahty  that  we  had  in  this  epidemic  and  the  victims 
did  not  pass  out  so  quickly.  Both  Dr.  Farrar  and  Dr.  Kosmak 
in  their  reviews  think  abortion  has  no  influence  on  the  course  of  the 
disease.  At  Bellevue  w^e  thought  the  induction  of  labor  might  help, 
but  after  due  consideration  we  decided  to  leave  these  patients  alone. 

I  have  not  used  vaccines  in  families  other  than  those  in  which 
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there  were  pregnant  cases.  We  had  intended  to  use  the  vaccines 
in  all  antepartum  women  when  the  epidemic  subsided.  The  cases 
here  reported  are  those  cases  developing  pneumonia;  the  influenza 
cases  I  have  not  tabulated.  There  were  sixty-one  cases  comphcated 
by  pneumonia  on  my  Bellevue  service  and  of  these  forty  died; 
a  mortahty  of  66.6  per  cent.  Twenty-one  were  discharged,  but  it 
would  be  ridiculous  to  say  that  they  were  discharged  in  good  condi- 
tion, for  most  of  them  were  in  deplorable  condition;  they  were  not 
fit  to  go  out  of  the  hospital  and  were  turned  over  to  social  workers. 

Of  the  forty  fatal  cases,  four  died  undelivered  and  thirty-six  died 
after  delivery.  Of  the  four  dying  undelivered,  one  died  at  the  fifth 
month  of  her  pregnancy,  one  at  the  seventh  month  and  one  at  seven 
and  one-half  months.  A  postmortem  Cesarean  section  was  done  in 
one  case;  the  fetus  was  dead.  Of  the  thirty-six  cases  that  died  after 
delivery  three  were  received  as  postmortem  cases;  two  were  delivered 
at  the  fifth  month;  seven  at  the  sixth  month;  eight  at  the  seventh 
month;  ten  at  the  eighth  month  and  six  at  the  ninth  month.  The 
only  possible  hint  that  these  figures  give  is  that  the  further  on  in 
pregnancy  the  patient  is  the  more  interference  there  is  with  the  dia- 
phragm and  lungs  and  the  higher  is  the  percentage  of  pneumonia. 

The  severity  of  the  pneumonia  was  the  most  striking  feature. 
It  progressed  so  rapidly  that  in  several  instances  it  was  scarcely 
possible  to  get  the  patients  oS  the  delivery  table  before  they  died. 
Many  cases  were  brought  in  in  the  ambulance  with  well-developed 
pneumonia  and  they  died  in  twenty-four,  forty-eight  or  seventy. two 
hours.  Another  characteristic  that  we  noticed  was  the  severe  tox- 
emia of  the  pneumonia  and  the  early  collapse  with  cyanosis  and 
rapid  progress  of  the  disease  and  death  a  few  hours  after  labor.  In 
going  over  the  physical  signs  the  extent  of  the  consolidation  im- 
pressed me  forcibly,  there  being  at  first  a  small  area  of  consohda- 
tion  in  the  lobar  cases  and  large  areas  of  consolidation,  sometimes 
the  whole  of  one  side,  in  the  bronchial  variety.  In  my  medical 
experience  I  have  never  seen  pneum.onia  so  virulent.  The  early 
pulmonary  edema  was  very  characteristic  and  there  was  an  almost 
constant  occurrence  of  stillbirths.  Treatment  was  practically  of 
no  avail.  All  our  patients  were  treated  outside  in  the  open  air. 
The  ordinary  treatment  for  pneumonia  was  practically  a  failure. 
The  best  results  we  got  were  with  digitahs.  If  there  was  kidney 
insufficiency  the  cases  almost  invariably  terminated  fatally  and  the 
presence  of  the  toxemia  of  pregnancy  likewise  rendered  the  case 
fatal. 

Dr.  Joseph  Brettauer  said:  My  experience  with  these  cases 
during  the  short  period  from  Oct.  6th  to  Oct.  i6th  is  still  vivid  in 
my  mind  and  the  depression  caused  by  it  is  still  present. 

I  saw  ten  cases  in  consultation  during  that  time,  all  of  which 
ended  fatally.  The  history  of  one  case  applies  to  all.  A  young 
woman  between  twenty  and  thirty  years  of  age,  either  at  or  close  to 
term;  severely  cyanotic  with  labored  respiration  but  no  very  exten- 
sive signs  of  consolidation  in  either  lung;  a  rapid  pulse  and  tempera- 
ture varying  from  103°  to  106°;  the  child  dead  in  utero  for  from 
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twenty-four  to  thirty-six  hours  before  the  onset  of  labor.  Labor 
progressed  normally  with  suprisingly  slight  effect  upon  the  general 
condition  of  the  patient.  The  respiration  postpartum  seemed  some- 
what easier  for  a  few  hours  but  cyanosis  increased  and  death  occurred 
between  twenty-four  and  thirty-six  hours  postpartum. 

Subsequent  to  the  dates  mentioned  above  I  saw  several  additional 
cases  and  became  aware  of  a  lessened  virulency  of  the  infection. 
None  of  these  cases  ended  fatally. 

The  results  obtained  by  immunization  with  various  vaccines  are 
doubtful.  If  Dr.  Oastler  vaccinated  over  350  cases  and  found  that 
only  one  of  them  contracted  influenza,  it  would  seem  as  though  the 
procedure  must  be  of  value  if  his  experience  is  statistically  correct. 

Immunization  was  resorted  to  at  Mt.  Sinai  Hospital,  the  number 
being  too  small  for  any  general  conclusions  to  be  drawn,  but  at 
any  rate  one  positive  deduction  was  made.  In  those  attacked  by 
influenza  there  was  no  decided  difference  in  the  percentage  of  those 
who  had  been  immunized  and  those  who  had  not. 

Dr.  Hiram  N.  Vineberg  said;  I  am  giving  the  experience  of 
someone  else.  A  major  told  me  of  his  experience  in  a  canton- 
ment. Five  hundred  men  were  given  vaccine  and  five  hundred 
others  received  no  vaccine.  Of  the  five  hundred  men  who  did  not 
get  the  vaccine,  33  per  cent,  contracted  the  disease,  while  of  the  five 
hundred  who  received  the  vaccine  only  about  11  per  cent,  contracted 
the  disease. 

Dr.  George  Gray  Ward  said:  I  just  wish  to  express  my  appre- 
ciation and  interest  in  the  papers  and  to  say  that  my  experience  has 
been  very  similar  to  that  of  the  other  speakers.  I  had  one  sad  case 
in  a  primipara,  near  the  end  of  the  sixth  month  of  pregnancy,  who 
developed  influenza  and  pneumonia  with  marked  cyanosis  and  died 
within  seventy- two  hours.  There  were  no  signs  of  the  onset  of 
labor  in  this  case.  I  saw  several  other  cases  with  influenza  that 
were  pregnant  and  they  were  put  to  bed  and  treated  symptomatically 
and  had  no  disturbance  so  far  as  the  pregnancy  was  concerned. 

Dr.  J.  Clifton  Edgar  said:  We  used  a  number  of  methods  of 
vaccination  but  not  in  pregnant  women.  As  Dr.  Kosmak  has 
said  we  felt  that  it  might  be  better  not  to  attempt  vaccination  until 
we  were  more  certain  of  its  immunizing  value.  I  went  to  Dr. 
Biggs  and  Dr.  James  and  asked  their  opinion  on  the  subject.  They 
both  said  that  they  had  given  the  vaccines  to  the  members  of  their 
families.  In  families  where  there  was  a  case  of  pregnancy  I  vacci- 
nated everybody  but  the  pregnant  woman  from  the  furnace  man  up. 
In  one  instance  the  furnace  man  refused  vaccination  saying  that  he 
had  a  preventive  of  his  own.  I  asked  him  what  it  was  and  he  said 
he  took  an  asafetida  pill  every  night.  I  vaccinated  over  200  persons 
in  families  where  there  was  a  case  of  pregnancy  where  I  have  been 
able  to  follow  every  person  and  I  do  not  know  of  anyone  who  has 
contracted  influenza,  but  200  cases  does  not  mean  much.  I  hesitate 
to  use  vaccines  in  pregnant  woman  for  fear  of  miscarriage. 

Dr.  Solomon  Wiener  said:  Dr.  Brettauer  seems  to  be  so  much 
impressed  by  the  vaccines,  I  wonder  if  he  knows  that  all  his  nurses 
10 
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on  his  ward  received  the  vaccines  and  a  number  of  them  developed 
influenza  but  no  pneumonias  and  all  recovered. 

Dr.  Vineberg:  I  met  with  the  following  interesting  case.  At 
three  days  postpartum  a  woman  ran  a  temperature  and  was  fairly 
ill.  She  had  been  seen  by  two  or  three  medical  men  who  diagnosed 
the  case  as  one  of  influenza  and  thought  the  fever  was  due  to  that 
disease.  The  family  had  some  doubts  and  wanted  me  to  see  the 
case  and  I  thought  it  was  a  case  of  septic  infection.  The  subsequent 
events  showed  I  was  right  in  my  diagnosis.  I  cite  the  case  just  to 
bring  up  the  question  whether  any  others  have  been  called  in  con- 
sultation to  determine  whether  a  case  was  one  of  influenza  or  sepsis. 

Dr.  Frederick  S.  Weingarten  said:  The  whole  theory  of 
inoculation  is  against  giving  vaccines  after  acute  disease  has  started. 
If  the  body  does  not  respond  to  the  living  germs  it  certainly  will 
not  respond  to  the  dead  organisms.  Where  we  have  tried  the 
vaccine  in  large  quantity,  particularly  in  oil,  we  have  had  98  per 
cent,  of  successes  and  only  a  very  small  percentage  of  failures. 

I  would  like  to  ask  about  the  intravenous  injections.  Were  they 
serum  or  vaccines,  and  whether  the  doctor  obtained  these  results 
with  serum  or  vaccine.  It  would  be  possible  to  get  these  results 
with  serum,  but  not  I  think  with  vaccine. 

Dr.  Oastler:  We  used  a  vaccine  and  not  a  serum. 

Dr.  Oastler  said:  One  interesting  feature  was  at  the  Lenox 
Hill  Hospital.  The  nurses  were  coming  down  with  the  disease  at 
the  rate  of  three  or  four  a  day  and  it  was  suggested  that  we  vaccinate 
the  whole  lot.  We  vaccinated  not  only  the  nurses  but  the  orderlies 
and  every  one  about  the  hospital  and  following  this  we  had  onl}^  one 
case,  whereas  before  we  were  getting  three  or  four  cases  daily. 
Another  interesting  feature  occurred  at  Base  Hospital  No.  i.  I  am 
told  by  one  of  the  officers  that  they  cut  the  influenza  rate  to  2  per 
cent,  and  the  mortality  rate  from  pneumonia  from  ^3  to  8  per  cent. 
One  other  thing,  I  was  informed  by  one  of  the  men  at  the  New  York 
Infant  Asylum  that  everybody  had  been  vaccinated  and  they  had 
no  case  of  influenza  in  the  institution.  I  have  also  had  information 
from  St.  Vincent's  Hospital  that  they  vaccinated  the  nurses  and  they 
had  practically  no  influenza.  That  is  the  kind  of  information  I  have 
received  in  regard  to  vaccination.  I  also  received  from  another 
camp  hospital  where  they  were  getting  at  the  rate  of  282  cases  per 
day  a  report  that  they  had  vaccinated  the  whole  Division  and  after 
that  they  did  not  have  one  case.  These  are  a  lot  of  statements  to  be 
taken  as  you  please,  but  my  own  346  cases  I  can  vouch  for. 

Dr.  Kosmak,  in  closing,  said:  In  the  discussion  the  whole  ques- 
tion seems  to  have  hinged  on  the  value  of  vaccination.  My  reason 
for  not  giving  the  vaccination  was,  that  among  other  things  it 
gave  a  false  sense  of  security.  We  know  very  little  about  the  manner 
in  which  influenzal  infection  takes  place  and  we  have  very  little 
definite  knowledge  regarding  the  value  of  vaccination  against  it. 
During  the  epidemic  I  was  called  up  frequently  on  the  telephone 
and  asked  regarding  the  advisability  of  vaccination.  In  replying 
to  the  numerous  inquiries  that  I  received  I  stated  that  I  felt  that 
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there  was  not  sufficient  evidence  of  the  value  of  vaccination  to  war- 
rant me  in  subjecting  pregnant  women  to  this  procedure  even  though 
it  seemed  to  be  harmless.  Nobody  could  say  that  it  did  any  harm, 
but  that  was  not  enough. 

Vaccination  of  soldiers  in  camps  and  cantonments  where  they  were 
under  constant  observation  is  a  very  different  proposition  from  vacci- 
nating individuals  whom  we  cannot  follow  up  so  readily. 

I  was  led  to  take  up  this  subject  of  the  advisability  of  inducing 
abortion  in  pregnant  women  with  influenza  because  of  a  wave  of 
hysteria  which  seemed  to  be  sweeping  over  the  physicians  of  the 
East  Side,  and  the  feeling  seemed  to  be  that  in  every  case  of  influenza 
in  a  pregnant  woman,  abortion  should  be  induced. 

One  of  the  most  alarming  accompaniments  of  the  pneumonia 
in  this  epidemic  was  the  marked  cyanosis,  which  did  not  seem  to  be 
due  to  want  of  air  in  the  lungs,  because  some  of  the  patients  had 
very  small  areas  of  consolidation,  and  yet  would  be  almost  black. 
It  was  thought  that  they  might  have  a  hemolytic  streptococcus  infec- 
tion and  this  was  found  to  be  true  on  one  case  in  the  series;  on  the 
other  hand  one  of  the  blackest  cases  we  had  the  blood  culture  was 
sterile. 

I  am  glad  Dr.  Edgar  agrees  with  me  as  regards  induction  of  labor. 
Our  experience  is  that  these  women  do  better  if  left  alone.  It  was  a 
surprise  to  find  that  the  cases  in  which  labor  came  on  were  very 
much  like  eclampsia,  in  that  labor  was  easy,  natural  and  rapid. 
This  fact  had  some  weight  in  making  me  decide  to  treat  these  cases 
conservatively.  I  feel  confident  that  if  the  induction  of  labor  had 
been  undertaken,  with  the  use  of  bags,  etc.,  the  results  would  not 
have  been  better  for  either  mother  or  child. 
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Pulmonary  Edema  During  Pregnancy.- — K.  C.  Mcllwraith  and 
W.  A.  Scott  {Surg.,  Gyn.  and  Obst.,  1918,  xxvii,  438)  record  two  cases 
of  acute  pulmonary  edema  occurring  during  pregnancy,  one  at 
six  months  and  the  other  at  eight  months.  In  both  cases  the  out- 
standing feature  was  a  very  high  blood  pressure.  In  the  first,  there 
was  very  little  to  be  discovered  excepting  the  sudden  appearance 
of  marked  albuminuria  before  the  onset  of  the  acute  symptoms. 
The  second  case  had  a  considerable  amount  of  edema  elsewhere, 
but  in  the  first  it  was  confined  to  the  lungs.  In  neither  case  was  a 
preexisting  cardiac  lesion  discovered.  The  cases  are  not  classed  by 
the  writers  as  eclamptic  because  of  the  absence  of  convulsions, 
nor  did  they  die  in  coma.  The  condition  is  interpreted  as  being  due 
to  a  profound  toxemia  giving  rise  to  a  high  blood  pressure  which 
finds  its  outlet  in  a  spot  of  weakened  resistance  in  the  lungs.     The 
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writers  hold  that  blood-pressure  findings  are  the  best  indications  that 
we  have  regarding  the  severity  of  a  given  case  of  preeclamptic 
toxemia. 

Placental  Tissue  as  a  Galactogogue. — The  preparation  used  by 
E.  L.  Cornell  {Siirg.,  Gyn.  and  Obst.,  1918,  xxvii,  535)  is  made  from 
the  placenta  of  cows,  washed  and  dried  and  put  up  in  5-grain  cap- 
sules. He  found  the  most  efficient  dosage  5  grains  given  four  times 
a  day  for  12  doses,  beginning  as  soon  as  the  patient  is  able  to 
take  nourishment  and  has  had  a  rest  from  labor.  No  bad  effects 
on  the  intestinal  tract  were  noted.  The  odor  of  the  preparation  was 
the  only  objectionable  feature.  The  writer  compares  the  results 
obtained  in  100  cases  with  seventy  control  cases  untreated.  He 
finds  a  favorable  effect  in  the  production  of  milk,  irrespective  of 
nationality  and  age  of  the  patient.  Eighty-seven  per  cent,  of  the 
babies  whose  mothers  received  placental  tissue  began  to  gain  on 
the  fourth  and  fifth  days,  against  69  per  cent,  in  the  control  cases. 
Forty-four  per  cent,  regained  their  birth  weight  before  leaving  the 
hospital  against  about  24  per  cent. 

Treatment  of  Prematurity. — R.  Taylor  (Jour.  A.M.  A.  1918,  Ixxi, 
1123)  presents  the  method  and  results  of  treatment  of  premature 
infants  in  the  University  of  Minnesota  Hospital.  It  was  found  that 
of  sixty  infants  fed  breast  milk  on  the  four-hour  interval,  by  tube 
when  necessary,  kept  sufficiently  warm  and  protected  against 
infection,  thirty-six  lived  and  twenty-four  died,  a  gross  mortality 
of  40  per  cent.  When,  however,  one  deducts  fourteen  deaths 
occurring  on  the  first  day,  the  mortality  rate  of  the  remaining  forty- 
six  cases  falls  to  22  per  cent.  Incubators  were  not  used.  Instead, 
the  babies,  clad  in  flannel  hoods  and  capes,  were  kept  in  blanket- 
lined  clothes  baskets  containing  hot  water  bottles.  The  bed  tem- 
peratures were  charted  along  with  that  of  the  baby,  and  held  at 
between  85°  and  90°  F.  The  babies  w^ere  bathed  with  olive  oil  and 
wiped  dry  with  warm  flannel.  An  aseptic  nursing  technic  was 
followed,  nurses  and  doctors  washing  their  hands  before  and  after 
contact  with  the  infants,  and  wearing  gauze  masks  if  suffering  wuth 
any  respiratory  infection,  however  mild.  The  mothers  of  premature 
infants  were  carefully  watched,  and  at  the  first  sign  of  coryza  were 
made  to  wear  masks  while  nursing  their  babies. 

Cesarean  Section  and  Placenta  Previa. — Boquel  {Archives  men- 
suelles  d'ohstetrique  et  de  gynecologie,  1918,  vii,  190)  relates  three 
cases  of  this  sequence  with  favorable  outcome.  He  answers  two 
self-imposed  queries  "why  was  Cesarean  section  performed  in  these 
cases  and  why  is  this  operation  to  be  regarded  as  conservative?" 
The  author  refers  less  to  actual  placenta  previa  in  the  clinical  sense 
than  to  the  occurrence  of  hemorrhage  in  pregnancy  with  low-seated 
placenta.  These  hemorrhages  are  dangerous  to  both  mother  and 
child.  Delivery  by  natural  passages  impHes  that  the  os  is  well 
dilated  or  can  be  dilated  within  reasonable  time.  The  methods  in 
use  for  the  latter  purpose  are  rubber  balloons  and  the  Braxton 
Hicks  version,  and  in  the  great  majority  of  cases  these  answer  well. 
In  other  words  they  suffice  as  a  rule  for  multiparcC,  and  even  usually 


316  SELECTED   ABSTRACTS 

with  the  slow  dilatation  of  primiparae.  Up  to  1913  there  had  been 
but  two  cases  of  Cesarean  section  for  placenta  previa  in  France 
with  a  third  during  that  year.  Outside  of  France  the  total  was 
149  for  the  same  period. 

Case  of  Placenta  Previa. — Becerro  de  Bengoa  (Revista  Medica 
Cubana,  191 8,  xxix,  547)  relates  the  case  of  a  young  woman  pregnant 
for  the  second  time,  who  was  found  near  her  seventh  month  to  be 
losing  blood.  Examination  showed  marginal  insertion  of  the  pla- 
centa. The  hemorrhage  was  not  serious  in  character,  and  the  case 
was  treated  expectantly.  In  the  eighth  month  some  uterine  con- 
tractions were  in  evidence.  At  the  middle  of  this  month  the  bleeding 
increased  to  an  alarming  extent.  The  escape  of  blood  stood  in  some 
relationship  to  uterine  contractions.  The  vagina  was  filled  with  clots. 
The  conditions,  aside  from  the  placenta  previa,  were  ideal  for  safe 
delivery.  The  placenta  was  seated  at  the  left  of  the  pelvis  and  to  the 
rear.  An  injection  of  pituitrin  was  at  once  followed  by  strong  labor 
pains  without  much  loss  of  blood.  After  a  period  of  activity  one  of 
atony  and  hemorrhage  called  for  more  pituitrin,  and  a  second  injection 
was  followed  by  a  third.  Labor  was  still  in  the  midst  of  the  first 
stage.  A  fourth  injection  appears  to  have  been  given  after  the 
second  stage  was  under  way,  and  this  was  followed  by  a  fifth. 
Good  action  was  seen  after  each  injection,  and  that  from  the  fifth 
was  particularly  strong.  The  bag  of  waters,  intact  up  to  this  junc- 
ture, had  to  be  artificially  ruptured.  The  child  was  born  soon 
afterward.  After  expulsion  traction  was  made  on  the  cord,  for 
under  the  circumstances  there  is  no  danger  of  inversion  of  the  uterus. 
Ergot  was  then  injected  and  labor  was  successfully  terminated. 
The  pituitrin  treatment  of  previa  cases  is  recommended  by  the 
author  because  thereby  all  intrauterine  manipulations  are  excluded 
and  danger  of  sepsis  obviated. 

On  the  Lunitations  of  Mixed  or  Braxton-Hicks  Version  in  the 
Treatment  of  Placenta  Previa.- — Villanueva  of  Madrid  (abstract 
of  original  paper  in  Revista  Medica  Cubana,  191 8,  xxix,  542)  refers 
first  to  the  theory  of  this  maneuver  in  placenta  previa — the  arrest 
of  hemorrhage  and  extraction  of  the  child  by  the  same  technic. 
The  resource,  however,  cannot  be  used  as  a  routine  measure,  but 
has  its  own  special  indications.  When  used  it  is  with  the  intention 
of  saving  the  lives  of  both  mother  and  fetus.  It  is  contraindicated  in 
cases  where  life  is  to  be  forfeited  or  where  there  is  a  small  chance  of 
survival.  Naturally  the  typical  cases  in  which  the  maneuver  is  to 
be  practised  have  a  low-seated  placenta,  else  the  hemostatic  factor 
is  excluded;  but  it  is  nevertheless  used  in  placentas  of  high  situation 
becau<5e  there  may  be  other  indications  for  the  mixed  version  in 
addition  to  placenta  previa,  such  as  vicious  presentation  in  some 
form.  The  main  indication  is  arrest  of  hemorrhage  and  this  re- 
quires not  only  arrest  per  se  but  shortening  the  period  of  delivery. 
Hence  the  corrections  of  any  obstacles  to  extraction  are  of  much 
importance.  The  fatal  parts  have  to  be  adapted  to  the  pelvis,  and 
this  adaptation,  so  desirable  in  itself,  also  means  better  compression 
of  the  placenta  and  hemostasis.     Mixed  version  is  scientific  and 
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humane  for  the  mother  whose  greatest  danger  is  from  loss  of  blood. 
In  reference  to  the  child  it  must  not  be  forgotten  that  too  energetic 
attempts  at  extraction  may  compress  the  fetoplacental  circulation 
and  destroy  the  latter.  There  is  also  the  added  danger  of  laceration 
of  the  cervix.  In  some  instances  mixed  version  does  not  diminish 
hemorrhage  as  it  should,  and  something  more  is  necessary.  In 
these  cases  the  uterus  is  flabby.  Something  must  then  be  done 
to  combat  the  inertia.  In  other  cases  failure  of  version  is  due  to 
poor  coaptation  of  the  aftercoming  head.  If  for  any  reason  hemor- 
rhage is  not  controlled  an  aseptic  vaginal  gauze  tamponade  is  to  be 
practised.  The  tamponade  causes  a  flabby  uterus  to  contract  once 
more  and  the  descending  head  will  compress  the  bleeding  zone. 
As  labor  proceeds  the  gauze  will  be  expelled  while  bleeding  will 
be  seen  to  have  ceased.  One  should  not  hesitate  to  give  pituitrin 
if  it  seems  indicated  in  one  or  two  injections  or  to  apply  forceps. 
It  is  advisable  to  reinforce  the  general  strength  of  the  mother  with 
coflfee  or  wine  or  injections  of  caffein,  camphor  or  ether  as  these 
women  are  somewhat  predisposed  to  syncope. 

Symphysiotomy  in  Havana. — Professor  Hernandez  of  the  Uni- 
versity of  Havana  {Vida  Nueva,  191 8,  x,  269)  reported  seven  cases 
of  this  operation  at  the  last  session  of  the  Cuban  National  Medical 
Congress.  The  indication  throughout  was  a  certain  degree  of  pel- 
vic contraction  as  shown  by  pelvimetry.  Pituitrin  was  sometimes 
given  before  the  operation  in  the  hope  of  averting  the  necessity  for 
the  latter,  but  invariably  after  the  intervention  in  order  to  secure 
noninstrumental  delivery.  The  children  were  all  well  developed, 
weighing  9  and  10  pounds  each.  No  assisted  deliveries  are  men- 
tioned. The  anesthesia  varied  from  ordinary  ether  or  chloroform 
narcosis  to  tocanalgine,  but  there  is  no  mention  of  nerve  blocking. 
The  author  uses  the  generic  term  pelviotomy  and  as  a  matter  of  fact 
at  least  two  of  the  operations-were  performed  by  division  of  the  ramus. 
The  rule  laid  down  for  pelviotomy  was  a  true  conjugate  of  from  8  to 
10.5  cm.  If  the  measurement  was  below  8  cm.  the  indication  was 
hysterotomy.  Pituitrin  seems  to  have  been  given  in  part  to  neu- 
tralize the  inertia  which  may  result  from  the  narcosis  and  in  part  as 
a  substitute  for  forceps.  It  would  appear  that  pituitrin  has  paved 
the  way  for  a  revival  of  pelviotomy. 

Celosoma  with  Spina  Bifida. — Orihuela  reports  a  case  of  this 
monstrosity  in  the  Revista  de  Medicina  y  Cirugia,  1918,  xxiii,  559. 

The  original  place  of  publication  was  the  Eco  Cientlfico  of  Ciego 
de  Avila.  Summoned  to  attend  a  confinement  the  author  arrived 
after  the  birth  of  the  child.  According  to  witnesses  the  latter  had 
been  born  alive  but  expired  just  before  the  time  of  the  visit.  Upon 
examining  the  product  of  conception,  the  author  noted  a  full-term 
female  infant.  The  spine  was  scoliotic  in  the  lumbar  region  and 
was  the  seat  of  spina  bifida.  The  child  had  also  been  born  even- 
trated,  the  abdominal  wall  being  absent.  The  cavity  of  the  thorax 
when  opened  presented  no  abnormalities  of  any  sort.  The  author 
has  been  unable  to  find  in  literature  any  mention  of  the  twofold 
anomaly  spina  bifida  and  eventration.     The  extremities  and  geni- 
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tals  were  quite  intact.  After  study  of  the  recognized  classifications 
the  author  finds  that  in  none  is  his  own  case  provided  for,  at  least  in 
the  human  race.  Rabaud  has  reported  the  case  of  a  calf  with  celo- 
soma  and  hernia  of  the  viscera  and  intact  lower  extremities  and  this 
association,  without  the  spina  bifida,  has  been  seen  in  mankind. 

Blood  Bacteriology  in  Puerperal  Infection. — Potocki  (Annales 
de  gynecologie  et  d'obstetrique,  1918,  xiii,  129)  relates  that  he  has 
for  the  past  four  years  made  cultures  of  the  blood  of  all  infected 
puerpera  in  his  services.  The  number  thus  far  studied  is  196. 
The  main  quest  of  the  long  research  is  prognostic  criteria  but  first 
accurate  diagnoses  have  to  be  made.  Thus  in  the  case  of  the  strep- 
tococcus there  are  several  strains  which  may  require  to  be  deter- 
mined. The  technic,  which  is  described  with  great  minuteness,  can- 
not be  reproduced  here.  Of  the  196  women  tested,  all  of  whom 
were  presumably  infected,  ninety-one  gave  positive  hemocultures  and 
in  105  the  result  was  entirely  negative.  All  were  subjected  to  multiple 
tests  and  in  some  of  the  positive  cases  negative  results  were  also 
obtained  but  such  cases  are  classed  as  positive.  The  material 
falls  naturally  into  three  groups.  The  first  are  those  in  which 
one  organism  was  found  in  the  blood.  The  majority  belong  in  this 
group  and  the  streptococcus  was  the  germ  usually  found.  The  dif- 
ferent bacteria  found  count  up  to  11.  The  staphylococcus  was 
found  II  times  and  those  next  in  frequency  to  the  streptococcus 
were  various  kinds  of  diplococci  reckoned  together.  Other  organ- 
isms responsible  for  the  infection  were  the  gonococcus,  pneumococcus, 
tetragenes,  enterococcus,  meningococcus,  colibacillus,  the  t}^hoid 
bacillus  and  various  diplobacilli.  In  the  second  group  are  to  be 
found  a  few  cases  of  double  infection  one  of  which  was  usually  by 
the  strepto-  or  staphylococcus.  In  a  third  group  are  to  be  found 
a  number  of  women  in  whose  blood  organisms  were  present  which 
were  unrecognizable.  For  this  reason  one  could  not  be  sure  that 
they  were  pathogenies.  Their  size  was  very  minute  and  they  re- 
sisted staining.  No  woman  with  these  organisms  died.  The  au- 
thor speaks  of  the  condition  simply  as  "microbism"  to  distinguish 
it  from  infected  blood  with  known  pathogenic  bacteria.  This 
article  will  be  continued. 

Surgical  Treatment  of  Uteropelvic  Phlebitis. — Vignes  gives  a 
digest  of  an  article  on  this  subject  by  Professor  Turenne  of  Monte- 
video {Annales  de  gynecologie  et  d'ohstetrlque,  1916,  xiii,  169). 
A  case  is  given  in  which  after  diagnosis  of  uncomplicated  phlebitis 
it  was  decided  to  ligate  the  vessels.  Laparotomy  revealed  that  the 
peritoneum  was  absolutely  intact.  The  right  adnexa  was  normal 
and  the  thrombosed  uterine  vein  could  be  palpated  as  a  cord.  The 
spermatic  vessels  were  normal.  To  the  left  the  adnexa  was  also 
sound.  The  veins  were  here  more  extensively  involved,  forming 
a  knotted  mass  with  one  vein  as  thick  as  a  lead  pencil.  The  entire 
spermatic  plexus  was  involved  in  the  thrombosis  but  there  was  no 
cellulitis,  and  the  laminae  of  the  broad  ligament  could  be  made  to 
glide  over  the  vessels.  The  patient  had  been  having  a  series  of 
chills  with  temperature  rises  which  were  becoming  more  frequent. 
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The  intervention  comprised  ligation  of  the  right  hypogastric  vein 
and  left  hypogastric  and  spermatic  veins.  The  operation  was 
successful  and  the  patient  did  well  for  some  days.  A  week  after 
operation  the  temperature  went  up  and  there  was  evidence  of  further 
thrombosis  but  the  fever  subsided  and  blood  cultures  proved  nega- 
tive. The  signs  of  thrombosis  became  less  pronounced  and  ulti- 
mately disappeared  after  two  months  of  hospital  sojourn.  The  prog- 
nosis in  cases  of  this  sort  is  extremely  grave  and  the  mortality  is  reck- 
oned at  50  to  60  per  cent.  However  even  the  most  unpromising 
cases  may  recover,  and  several  have  occurred  in  the  Montevideo 
Maternity.  In  one  of  these  after  the  abdomen  had  been  opened  to 
ligate  the  veins  the  case  was  found  to  be  inoperable;  but  the  patient 
not  only  recovered  but  soon  conceived  anew.  The  fatal  result  may 
be  brought  about  in  one  of  several  ways — by  extension  of  the  throm- 
bosis to  the  cava,  by  extension  of  inflammation  to  the  viscera  and 
finally  by  pyemia.  The  author  in  the  related  case  used  the  so-called 
Fochier  method,  the  fixation  abscess,  as  much  for  diagnosis  and  prog- 
nosis as  for  treatment.  The  response  was  positive  and  in  such  cases 
the  prognosis  is  good.  The  operation  performed  in  this  case  was 
intraperitoneal.  Large  collections  of  recorded  cases  show  a  general 
mortality  of  somewhat  over  50  and  in  operated  cases  a  death  rate 
of  30  per  cent.  The  mortality  appears  to  be  coming  down  and 
Turenne  believes  that  50  per  cent,  is  now  too  high  an  estimate. 

GYNECOLOGY. 

Cuneiform  Excision  of  the  Uterus.— D 'Ernst  {Archives  mensuelles 
d'obstetrique  et  de  gynecologic,  191 8,  vii)  devotes  a  paper  to  Beutt- 
ner's  operation  of  transverse  excision  of  the  fundus  uteri.  The 
author  is  an  assistant  of  Beuttner's  and  the  technic  of  the  latter 
is  shown  in  seven  photographs,  each  of  which  illustrates  a  stage  of  the 
operation.  He  further  tabulates  forty  cases  of  the  operation  as 
performed  during  the  period  1908-1914  at  the  Beuttner  clinic.  Of 
this  number  eleven  seem  to  have  been  performed  by  Beuttner 
himself,  and  the  remaining  twenty-nine  inferentially  by  the  author. 
The  basic  principle  is  the  cure  of  the  patient  without  the  sacrifice 
of  the  annexa.  Some  portion  of  the  ovaries  or  ovary  is  presumably 
retained,  often  only  a  fragment  of  one  ovary.  That  the  operation 
spares  the  menstrual  function  well  appears  from  the  table  which 
shows  that  at  least  twenty-six  women  continued  to  menstruate  with 
moore  or  less  regularity.  The  indication  for  the  operation  should  be 
contrasted  with  this  result.  In  thirteen  cases  the  indication  was 
retroflexion  of  the  uterus  and  in  the  balance  annexal  disease.  In  the 
majority  of  cases — in  fact  in  all  of  the  author's  series — the  adnexal 
affection  was  bilateral.  Of  the  forty  operations  all  but  three  were 
transvere  laparotomies.  The  leading  objections  to  this  procedure 
have  been  that  it  was  responsible  for  leaving  diseased  tissues  behind 
and  that  it  was  in  no  wise  superior  to  simple  procedures  like  salpin- 
gectomy on  the  one  hand  and  subtotal  amputation  on  the  other. 

Visceroptosis. — J.  R.  Goffe  {Jour.  A.  M.  A.,  1918,  Ixxi,  1107)  de- 
scribes the  following  operation,  applicable  when  stomach  and  colon 
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show  extreme  ptosis  and  adhesions.  A  longitudinal  or  transverse 
incision  is  made  below  the  umbilicus.  Through  this  adhesions  are 
severed,  the  organs  set  free,  the  appendix  removed,  the  caput,  if 
overdistended,  plicated;  the  uterus,  which  ij  frequently  found  dis- 
placed, restored  to  normal  position  and  supported  there,  and,  if 
necessary,  the  appendages  dealt  \\dth  as  indicated.  The  incision 
is  closed.  A  longitudinal  incision  is  then  made  above  the  umbilicus 
through  which  the  upper  abdominal  cavity  is  thoroughly  explored 
with  the  hand.  Any  pathologic  conditions  discovered  are  dealt  with 
according  to  indications.  The  stomach  is  then  delivered  through  the 
wound,  and  inspected  and  palpated.  If  dilated,  the  anterior  wall 
is  depressed  with  a  sound  along  the  middle  line,  and  over  this  the 
stomach  wall  is  plicated  in  a  double  row  of  linen  sutures.  In  a  line 
just  above  or  below  this,  and  midway  between  the  extremities 
of  the  stomach,  two  or  more  linen  sutures  are  threaded  along  in 
the  stomach  wall,  including  the  peritoneal  and  muscular  coats, 
each  one  being  buried  for  from  3^^  to  ^  inch.  The  stomach  is 
returned  to  the  abdominal  cavity.  The  sutures  still  untied  are 
left  long  and  protruding  from  the  wound,  wrapped  in  sterile  gauze. 
The  transverse  colon  is  now  delivered  through  the  wound,  the 
omentum  ligated  along  the  border  of  the  intestine  and  cut  away. 
The  hepatic  flexure  is  picked  up  and  two  sustaining  linen  thread 
sutures  are  threaded  along  in  its  walls  similar  to  those  in  the  stomach, 
left  long  and  protruding  through  the  wound  and  protected  by  sterile 
gauze.  The  splenic  flexure  is  treated  similarly,  and  finally  the 
transverse  colon  at  its  middle  section.  These  sutures  are  all  passed 
either  just  below  the  attachment  of  the  mesocolon  or  in  the  broad 
band  of  the  colon.  Three  incisions,  2Y2  inches  long,  are  made 
through  the  skin  down  to  the  deep  fascia,  one  parallel  to  the  border 
of  the  ribs  over  the  seat  of  the  splenic  flexure,  another  corresponding 
to  this  over  the  hepatic  flexure  at  a  slightly  lower  level,  and  a  third, 
a  transverse  incision,  at  the  midline  over  the  stomach.  The  long 
sutures  are  threaded  singly  into  a  Peaslee  needle,  passed  successively 
into  the  abdomen  through  the  abdominal  wound  and  brought  out  in 
the  bottom  of  the  skin  incisions.  The  stomach  sutures  emerge  in  the 
midline  incision,  the  stomach  is  restored  to  normal  position,  and  the 
sutures  are  drawn  taut,  tied  and  cut  short.  The  three  pairs  of 
sutures  in  the  colon  are  successively  passed  in  the  same  way, 
each  pair  in  the  three  designated  loci  of  the  colon  being  directed 
to  the  incision  in  its  corresponding  location.  All  the  sutures  are 
drawn  taut  to  straighten  out  the  intestine  and  make  intimate 
contact  between  the  intestine  and  the  parietal  peritoneum,  and 
then  tied  externally  to  the  fascia  in  the  bottom  of  the  incision 
and  cut  short.  The  three  incisions  are  closed  with  a  subcuticular 
catgut  suture  and  sealed  with  sterile  collodion.  The  writer  has 
employed  this  operation  in  seventeen  cases,  using  a  part  or  all  of 
the  procedure  as  indicated,  with  fifteen  satisfactory  recoveries,  one 
unsatisfactory  and  one  death. 
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The  value  of  diagnosis  cannot  be  disputed  in  any  line  of  surgery. 
It  is  particularly  important  in  the  field  under  discussion,  because  the 
lesion  affects  organs  which  are  hidden  within  the  body  and  in  some 
instances  are  not  even  palpable.  We  must  consequently  depend 
upon  signs  and  symptoms  which  admit  of  varying  interpretation. 

The  more  careful  the  study,  the  better  the  judgment,  and  the 
larger  the  experience,  the  fewer  will  be  the  mistakes. 

Upon  the  correctness  of  the  diagnosis  will  depend,  not  only  the 
site  of  the  incision,  but  the  organs  or  structures  subjected  to  opera- 
tion. The  character  of  the  operative  procedure,  the  relief  afforded 
to  the  patient,  and  her  future  comfort  and  life  may  all  depend  on  the 
diagnostic  skill  of  the  operator.  As  has  been  indicated  the  organs 
affected  are  situated  within  the  abdomen  and  are  subject  to  change 
of  position  from  increased  weight  and  want  of  support  so  that  the 
situation  of  the  affected  structure  is  not  a  positive  indication  as  to 
the  particular  organ  involved.  It  consequently  becomes  incumbent 
on  the  surgeon  to  utilize  all  the  forces  at  his  command.     These 

*  Read  at  a  meeting  of  the  Obstetrical  Society  of  Philadelphia,  December  5, 
1918. 

Note. — ^The  Editor  accepts  no  responsibility  for  the  \'iews  and  statements 
of  authors  as  published  in  their  "  Original  Communications." 
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should  be:  first,  a  carefully  written  history  of  the  previous  health 
and  the  course  of  the  present  disease  in  the  affected  individual. 

Second,  a  careful  study  of  the  physical  signs  which  originate  from 
the  affected  organ  as  well  as  those  originating  from  organs  remote 
which  possibly  may  exercise  a  baneful  influence  and  often  present 
a  group  of  symptoms  similar  to  those  arising  from  actual  disease  of 
the  organ  under  consideration. 

Third,  the  chemical  and  microscopical  study  of  the  blood,  secre- 
tions and  excretions. 

Fourth,  the  employment  of  the  Rontgen  rays. 

1.  The  written  history  ensures  a  more  careful  analysis  of  the  indi- 
cations and  renders  more  unlikely  failure  to  recognize  symptoms  and 
conditions  which  are  of  the  greatest  importance  in  the  establishment 
of  a  correct  diagnosis.  The  history  of  pain,  more  or  less  severe, 
and  prolongation  of  a  bloody  flow  in  ectopic  gestation,  recurring 
attacks  of  hepatic  colic  and  evanescent  jaundice  in  association  with 
gall-stones  are  familiar  examples. 

2.  The  careful  diagnostician  will  endeavor  not  to  arrive  at  hasty 
conclusions.  The  discovery  of  a  lesion  will  not  be  accepted  as  an 
explanation  of  the  disorder  until  it  has  been  demonstrated  that  there 
are  no  other  existing  conditions  which  may  be  equally  or  even  more 
responsible.  The  greater  majority  of  the  errors  are  the  result  of 
the  obsession  of  the  examiner  with  the  idea  that  the  lesion  he  thinks 
he  has  discovered  is  responsible  and  he  fails  to  recognize,  possibly 
even  look  for  anything  else.  He  must  be  like  the  prudent  judge, 
who  resolutely  sets  himself  against  forming  any  conclusion  until  the 
evidence  is  all  in. 

3.  The  chemical  and  microscopic  examination  of  the  urine  should 
be  an  accompaniment  of  the  examination  in  every  operative  patient 
for  not  infrequently  it  will  afford  information  of  unsuspected  disease 
of  the  kidneys  which  will  render  unwise  the  performance  of  an 
otherwise  proper  procedure.  Such  an  examination  will  permit  the 
treatment  of  conditions  which  if  uncorrected  would  greatly  increase 
the  danger  of  operation.  The  recognition  of  pus  or  blood  in  a 
catheterized  specimen  of  urine  may  permit  the  recognition  of  lesions 
which  might  be  attributed  to  appendicitis  or  tubal  disease. 

The  study  of  the  blood  is  of  both  diagnostic  and  prognostic  value. 
While  it  should  not  be  required  in  all  cases,  it  will  often  solve  the 
doubt  where  the  diagnosis  is  uncertain.  I  have  seen  cases  of  enteric 
fever  in  the  preHminary  stage  subjected  to  operation  for  supposed 
appendicitis,  which  would  have  been  avoided  by  the  revelation  of  a 
leukocyte  count.     In  doubtful  cases  of  ulcer  of  the  stomach  or 
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duodenum,  supposed  malignant  disease  of  some  part  of  the  alimen- 
tary canal  examination  of  the  feces  for  occult  blood  will  be  of  great 
advantage.  The  examination  of  the  saliva,  gastric  juice,  bile  and 
pancreatic  secretion  will  be  found  valuable  in  specific  cases. 

4.  The  diagnostic  value  of  the  a--rays  has  been  greatly  extended  in 
recent  years.  Ulcer  of  the  stomach  or  the  intestine,  carcinoma  of  the 
gastrointestinal  tract,  obstruction,  adhesions  and  distorted  rela- 
tions of  the  stomach  and  intestines  are  frequently  revealed  so  that 
no  obscure  condition  of  the  abdominal  cavity  should  be  subjected 
to  operation  without  such  examination.  A  means  is  thus  afforded 
for  the  study  of  the  hepatic  conduits,  the  urinary  bladder,  ureters  and 
pelves  of  the  kidneys.  The  site,  character  and  extent  of  a  stricture 
of  the  ureter  and  the  condition  of  the  pelvis  of  the  kidney  are  readily 
determined  by  injecting  the  tract  with  a  silver  salt  and  the  employ- 
ment of  the  rays.  It  should  not  be  forgotten  that  some  forms  of 
hepatic  calculi  throw  an  imperfect  shadow  and  renal  calculi  are 
confused  with  phleboliths  making  the  making  necessary  in  the  latter 
that  some  means  be  employed  to  render  opaque  the  line  of  the  ureter 
to  ensure  their  differentiation. 

Considering  the  errors  of  diagnosis,  we  may  begin  at  the  terminus 
of  the  ahmentary  canal.  Pruritus,  fissure  of  the  anus  and  hemor- 
rhoids are  readily  recognized  by  inspection,  but  it  is  a  mistake  to 
proceed  to  treatment  without  careful  investigation  as  to  their  origin. 

The  surgeon  who  recognizes  hemorrhoids  and  proceeds  to  opera- 
tion, may  find  that  the  convalescence  is  comphcated  by  hemorrhage, 
delayed  cicatrization  and  often  prolonged  ulceration  due  to  pressure 
on  the  rectum  by  a  retrodisplaced  and  subinvoluted  uterus,  or  one 
containing  fibroids,  producing  more  or  less  impaction,  or  an  ovarian 
cyst  filling  the  pelvis,  conditions  which  should  have  been  treated 
prior  to  the  operation  on  the  anus.  Such  conditions  may  also  pro- 
duce disturbance  of  the  upper  part  of  the  gastrointestinal  tract, 
leading  the  superficial  observer  to  subject  the  patient  to  prolonged 
treatment  for  indigestion  or  for  disease  of  the  gall-bladder  and  he- 
patic ducts.  The  investigation  of  the  rectum  by  palpation  should  be 
a  routine  part  of  the  first  examination  of  every  woman  suffering  from 
pelvic  disease.  The  nervous  relation  of  the  rectum,  genital  struc- 
tures and  bladder  is  so  intimate  that  disturbance  may  readily  be 
mistaken  for  lesions  of  one  of  the  others.  Such  an  examination  will 
not  infrequently  reveal  an  unsuspected  carcinoma  of  the  rectum. 
The  rectum  affords  the  best  opportunity  for  investigating  the  extent 
of  infiltration  of  the  broad  ligaments  in  carcinoma  of  the  cervix. 

Probably  the  most  frequent  seat  of  error  in  diagnosis  in  woman 
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is  found  on  the  right  side  of  the  abdomen.  Inflammatory  conditions 
of  the  tube,  ectopic  gestation  with  or  without  rupture,  torsion  of  the 
pedicle  of  an  ovarian  or  a  broad  ligament  cyst,  disease  of  the  ureter, 
or  the  passage  of  a  calculus  along  its  course  and  empyema  of  a  drag- 
ging gall-bladder  have  been  mistaken  for  appendicitis.  On  the 
other  hand,  appendicitis  in  an  appendix  hanging  over  the  brim,  or 
a  resulting  pus  collection  accumulating  in  the  pelvis  as  a  complica- 
tion in  the  parturient  woman,  or  one  who  has  recently  undergone 
an  abortion  are  readily  taken  for  tubal  or  some  form  of  genital 
infection. 

The  perception  of  a  pus  accumulation  in  the  pelvis  readily  pal- 
pable through  the  vagina  is  an  indication  for  its  evacuation  through 
the  posterior  vaginal  fornix  wherever  it  may  have  had  its  origin. 
The  fact  that  it  may  be  of  appendiceal  origin  makes  it  no  less  wise 
to  so  evacuate  it  as  the  spread  of  infection  through  the  breaking 
down  of  barriers  is  avoided. 

Should  such  drainage  prove  ineffective  in  affording  complete  relief 
the  abdomen  can  be  opened.  The  escape  of  the  accumulation  and 
the  delay  will  have  secured  greater  resistance. 

Inflammation  of  the  tube  is  usually  determined  by  bimanual 
palpation,  when  the  mass  will  be  found  in  close  relation  with  the 
uterus,  with  other  evidences  present  of  possible  infection  through 
the  genital  tract,  as  vaginal  discharge,  irritation  of  the  urethra, 
burning  during  urination,  bartholinitis,  and  other  indications  of  gon- 
orrheal infection. 

A  recent  abortion,  or  labor,  may  cause  the  specific  origin  of  the 
disorder  to  be  overlooked. 

Ectopic  gestation  will  generally  be  associated  with  signs  of  preg- 
nancy, as  passing  of  a  period,  nausea,  vomiting,  etc.  The  patient 
will  also  not  infrequently  complain  of  griping  pains  in  the  affected 
side,  a  sensation  of  tearing  or  cutting  associated  with  faintness  and 
weakness,  when  upright.  She  may  be  seized  with  a  violent  pain 
in  the  side,  fall  in  her  tracks  and  when  she  recovers  consciousness, 
faint  whenever  she  attempts  to  raise  her  head.  An  unruptured 
ectopic  gestation  should  be  suspected  when  a  patient,  who  has 
missed  a  period  has  frequent  pain  in  one  side  of  the  pelvis  and  ex- 
amination reveals  an  enlargement  which  strongly  pulsates  over  the 
examining  finger.  The  greatest  care  must  be  exercised  in  the  investi- 
gation of  such  a  patient  for  I  have  known  an  ectopic  sac  to  rupture 
with  fatal  results  under  the  examiner's  fingers.  It  should  be  remem- 
bered that  such  a  gestation  sac  may  rupture  before  a  menstrual  period 
has  passed.     I  had  the  privilege  of  making  an  autopsy  on  a  woman 
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whose  last  period  was  three  weeks  prior  to  her  death  from  a  ruptured 
ectopic  gestation  sac.  A  number  of  instances  have  come  under  my 
observation  where  rupture  had  occurred  without  the  patient  having 
missed  a  period.  Rupture  of  a  gestation  sac  should  be  suspected 
whenever  a  woman  exhibits  symptoms  of  internal  hemorrhage,  or 
where  pain  and  symptoms  of  shock  are  subsequently  followed  by  a 
bloody  discharge  from  the  vagina  which  is  prolonged  beyond  the 
usual  time  of  the  menstrual  flow.  A  recent  hemorrhage  with  free 
blood  in  the  peritoneal  cavity  presents  no  palpable  signs,  when  the 
quantity  is  large,  dulness  on  percussion  may  be  recognized  over  the 
flanks  and  the  lower  abdomen.  Some  days  after  the  hemorrhage 
has  occurred,  the  collection  becomes  walled  off  by  exudate  and  it 
may  then  be  readily  palpated.  In  cases  of  doubt,  the  operator  can 
easily  determine  the  correctness  of  his  diagnosis  by  an  incision 
through  the  posterior  fornix,  when  the  insertion  of  the  finger  will 
permit  palpation  of  the  tubes.  If  rupture  has  occurred,  there  will 
be  a  gush  of  dark  blood,  or  clots  may  be  palpated,  which  fill  the  pelvis. 

A  small  ovarian  or  a  broad  ligament  cyst  wuth  a  long  pedicle  may 
have  the  latter  suffer  from  torsion  which  will  cause  severe  pain  and 
abdominal  distress  and  be  mistaken  for  an  ectopic  gestation  or  the 
early  stage  of  appendicitis.  The  diagnosis  may  be  assured  by  pal- 
pating a  more  or  less  well-defined  movable  tumor,  the  absence  of 
abdominal  rigidity  and  the  history  afforded  by  the  patient. 

Disease  of  the  right  ureter,  or  the  passage  through  it  of  a  calculus 
is  attended  with  soreness  and  pain  in  the  right  side  but  the  pain  is 
felt  in  the  kidney,  along  the  course  of  the  ureter  and  in  the  end  of  the 
urethra.  It  will  be  associated  with  more  or  less  vesical  irritation. 
The  urine  will  be  passed  in  gushes  and  the  patient  will  often  have 
incontinence.  The  urine  will  contain  pus  and  blood.  The  pain  is 
particularly  intense  during  the  passage  of  a  calculus. 

Empyema  of  the  gall-bladder  forms  a  tumor  of  such  size  that  it 
can  be  readily  palpated  and  its  connection  recognized.  The  patient 
will  generally  give  a  history  of  pain  in  the  right  upper  abdomen  and 
in  the  right  shoulder.  Such  a  condition  rarely  occurs  without  a 
history  of  previous  jaundice  or  its  presence  when  she  comes  under 
observation.     She  may  give  a  history  of  recurring  attacks  of  jaundice. 

Confusion  not  infrequently  occurs  in  the  diagnosis  of  pelvic 
tumors.  Small  ovarian  cysts  present  such  resistance  as  to  make 
fluctuation  indistinct,  but  the  tumor  can  be  separated  sufllciently 
from  the  uterus  to  make  their  relations  distinctly  palpable.  Occa- 
sionally such  a  growth,  as  the  result  of  inflammatory  complications 
has  become  so  adherent  to  the  uterus  as  to  seem  a  part  of  it,  or  the 
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growth  may  have  developed  in  the  broad  Hgament  and  in  its  devel- 
opment have  spread  the  uterus  over  its  surface.  The  sense  of  fluc- 
tuation and  the  recognition  of  portions  of  the  uterus  indicating  its 
displacement  from  its  normal  situation  are  sufficient  to  determine 
the  diagnosis.  In  inflammatory  complications  careful  palpation  will 
generally  reveal  the  outline  of  the  uterus. 

A  fibroid  growth  in  the  posterior  wall  of  the  uterus  as  it  increases 
in  size  will  often  rotate  the  organ  so  that  its  venous  circulation  is 
obstructed,  the  tumor  becomes  edematous  and  affords  the  sensation 
of  fluctuation  so  distinct  as  to  simulate  a  cyst.  Its  continuous  rela- 
tion with  the  uterus  reveals  its  true  relation. 

Fibroid  growths  of  the  abdominal  wall,  commonly  known  as  des- 
moid tumors,  attaining  to  any  size  are  usually  pendulous,  but  occa- 
sionally such  a  growth  develops  from  the  under  surface  of  the  muscle 
and  as  it  increases  in  size  drives  the  peritoneum  before  it  into  the 
abdomen  being  covered  with  the  serous  covering  for  the  greater 
part  of  its  extent  and  forms  an  abdominal  tumor.  The  inability  to 
push  the  wall  of  the  abdomen  over  the  tumor  and  careful  palpation 
of  the  uterus  and  its  appendages  should  reveal  the  actual  condition. 

Retroperitoneal  growths,  whether  solid  or  cystic  may  be  mistaken 
for  growths  of  the  uterus  or  ovary.  They  are  generally  more  fixed 
and  when  in  the  pelvis  are  behind  the  rectum.  In  the  abdomen,  the 
intestines  cover  the  anterior  surface  of  the  growth.  A  tumor  of 
this  kind,  under  my  observation,  extended  from  the  diaphragm  to 
the  pelvis  and  was  subjected  to  operation  under  the  suspicion  that 
it  was  ovarian  until  the  abdomen  was  opened.  The  solid  portion, 
after  3  gallons  had  been  withdrawn,  weighed  13  pounds.  She 
fortunately  recovered. 

Ascites  was  formerly  considered  as  forming  one  of  the  difficulties 
in  diagnosis  and  I  have  no  doubt  does  yet  to  the  tyro  but  this  paper 
has  been  written  for  men  who  devote  themselves  largely  to  the  prac- 
tice of  pelvic  and  abdominal  surgery  and  to  them  but  little  difficulty 
is  experienced,  except  in  those  cases  of  abdominal  enlargemen  or 
contracted  omentum  where  the  intestines  are  held  back  from  contact 
with  the  anterior  abdominal  wall  and  here  the  history  of  the  patient 
and  contour  of  the  abdomen  should  prevent  mistake. 

1426  Spruce  Street. 
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THE    CONTROL   OF   THE   NAUSEA   AND    VOMITING   OF 

PREGNANCY  BY  INTRAMUSCULAR  INJECTIONS 

OF   CORPUS  LUTEUM  EXTRACT.* 

A    REPORT    OF    THE   FINAL   RESULTS    IN   ONE   HUNDRED    AND    ELEVEN 

CONSECUTIVE   CASES. 

BY 

JOHN  COOKE  HIRST,  M.  D., 

Associate  in  Obstetrics,  University  of  Pennsylvania  School  of  Medicine, 
Philadelphia,    Pa. 

Two  preliminary  reports  on  this  subject  have  already  appeared 
(Journal  of  the  A.  M.  A.;  Feb.  26,  1916,  p.  645,  and  ibid.,  Dec. 
16,  1 91 6,  pp.  1848  and  1849).  The  present  paper  covers  a  series 
of  III  cases,  including  those  already  published — a  number  large 
enough  to  aflford  a  fair  basis  for  deduction,  as  the  series  is  consecu- 
tive and  entirely  unselected.  They  are  all  private  patients  in  my 
own  practice,  in  whom  I  could  closely  watch  results  and  from  whom 
I  could  expect  a  frank  expression  of  opinion  as  to  their  comfort,  or 
lack  of  it,  following  the  administration  of  the  corpus  luteum  extract. 
In  many  the  relief  obtained  was  so  prompt  and  so  striking,  that  I 
am  convinced  it  could  be  ascribed  to  the  extract,  particularly  in 
those  cases  who,  in  previous  pregnancies,  I  had  been  entirely  unable 
to  relieve  of  the  nausea  in  the  early  weeks. 

Every  woman,  during  the  period  of  sexual  activity,  is  constantly 
absorbing  corpus  luteum.  No  sooner  is  the  corpus  luteum  of  one 
menstruation  disposed  of,  than  another  appears  to  take  its  place. 
With  the  onset  of  pregnancy,  this  absorption  ceases.  The  corpus 
luteum  of  pregnancy  constantly  increases  in  size,  until  it  reaches  its 
acme  about  the  third  month.  From  this  time  on,  it  is  gradually 
absorbed.  The  nausea  of  pregnancy,  beginning  during  the  period 
of  nonabsorption,  disappears  about  the  time  that  the  corpus  luteum 
begins  to  decrease  in  size.  Is  it  not  reasonable  to  assume  that  this 
is  not  coincidence,  but  cause  and  effect,  and  that  the  corpus  luteum 
plays  an  important  part  in  relation  to  the  nausea? 

Based  upon  this  theory,  original  as  far  as  I  know,  it  seemed 
reasonable  that  if  corpus  luteum  extract  was  injected  intramuscu- 

*  Read  at  a  meeting  of  the  Obstetrical  Society  of  Philadelphia,  December  5, 
1918. 
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larly,  it  could  take  the  place  of  that  normally  manufactured  by  the 
patient  herself,  and  thus  control  the  nausea.  Mouth  administration 
was  discarded  because  of  the  nausea  from  which  the  patient  was 
already  suffering;  because  the  material  is  changed  by  the  process 
of  digestion  and  is  thus  made  less  eflfective, 

dosage  and  method  of  administration. 

In  the  average  case  of  nausea,  in  which  it  amounts  only  to  dis- 
comfort, and  the  vomiting  is  limited  to  one  or  two  morning  attacks, 
the  patient  will  usually  respond  to  a  dose  of  i  mil  every  other  day 
for  five  or  six  doses.  Particularly  is  this  true  in  the  cases  in  which 
the  nausea  has  begun  to  decHne.  In  these  cases  the  effect  is  almost 
immediate.  In  more  severe  cases,  when  nausea  is  constant,  and  the 
patients  are  subject  to  frequent  paroxysms  of  vomiting  at  any  time 
during  the  day,  the  dose  should  be  i  mil  daily  for  from  twelve 
to  fifteen  doses.  During  the  period  of  treatment,  the  patient's 
activity  should  be  curtailed,  and  as  much  rest  as  possible  is  essential. 

In  the  pernicious  cases,  I  have  given  i  mil  twice  daily,  and  should 
not  hesitate  to  give  more  than  this.  These  patients  are  confined  to 
bed,  of  course. 

The  doses  suggested  above  are  average  only,  and  I  should  not 
hesitate  to  give  two  or  more  milligrams  to  a  dose  in  severe 
cases  in  which  a  decision  as  to  the  value  of  the  method  must  be 
reached  without  delay. 

The  site  of  the  injection  is  prepared  by  cleansing  with  tincture 
of  green  soap  and  alcohol.  The  deltoid  is  my  preference.  The 
syringe  used  is  glass,  both  it  and  the  needle  are  boiled,  and  allowed  to 
cool  before  the  extract  is  drawn  up  from  the  ampule. 

Alcohol  is  not  a  safe  antiseptic  to  prepare  a  syringe  for  injection 
of  any  animal  extract. 

The  site  of  the  injection  is  gently  massaged  for  a  minute  or  two 
after  the  needle  is  withdrawn. 

All  injections  are  given  deep,  into  the  muscle,  and  never  subcu- 
taneously. 

material. 

The  material  used  is  in  ampules,  containing  3^  grain  of  soluble 
corpus  luteum  powder  in  i6  minims  of  physiologic  salt  solution 
saturated  with  chlorbutanol  for  its  local  anesthetic  effect.  This 
amount  is  equivalent  to  2.5  grains  of  desiccated  corpora  lutea. 

As  to  the  steriHty  of  this  preparation,  I  have  no  misgivings. 
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In  many  hundred  injections,  there  has  not  been  a  single  abscess. 
There  is  often  a  red  area  around  the  site  of  the  injection  for  twenty- 
four  hours,  which  is  sUghtly  tender,  and  this  is  less  common  the 
deeper  the  injection  is  given.  A  compress  of  alcohol  and  water, 
equal  parts,  promptly  relieves  this. 

I  have  used  the  extract  made  from  corpora  lutea  of  sheep  and 
cows,  and  also  that  from  pigs,  the  latter  said  more  nearly  to  ap- 
proximate the  human  corpus  luteum  in  richness  of  lutein  cells.  I 
have  noted  no  diflFerence  in  action  of  the  various  extracts. 

The  smallest  number  of  doses  in  any  successful  case  was  four. 
This  patient  showed  such  a  prompt  response  that  I  am  confident 
her  vomiting  was  neurotic  in  type  and  would  have  been  controlled 
by  any  method  of  treatment  which  made  a  similar  mental  impression. 

The  largest  number  of  doses  was  forty-two.  This  was  in  Case  V 
in  the  preliminary  report.  The  patient  had  previously  had  two 
hydatid  moles,  so  that  this  was  her  third  pregnancy.  There  was 
no  need  of  further  treatment  after  the  tenth  dose,  as  the  nausea 
had  ceased.  The  treatment  was  continued  on  the  chance  that  it 
might  have  some  effect  in  preventing  a  third  mole.  The  patient 
was  delivered  at  term  of  a  female  child,  August  8,  191 6. 

The  average  number  of  doses  required  in  successful  cases  was  eleven. 

results,  compiled  from  case  records. 

The  extract  has  now  been  administered,  under  my  own  super- 
vision, to  III  cases.  The  nausea  varied  from  very  mild  to  the 
most  excessive  type,  several  being  actually  pernicious.  Of  these  1 1 1 
cases,  sLxty-five  were  entirely  relieved;  thirty-four  were  so  improved 
that  what  nausea  remained  after  the  usual  twelve  doses  of  extract  had 
been  given,  was  so  slight  that  the  patients  declined  further  treat- 
ment, as  unnecessary  to  their  comfort.  Thus  ninety-nine  of  the  1 1 1 
patients  were  entirely  relieved,  or  made  comfortable.  There  were 
eight  cases  in  which  the  extract  had  no  beneficial  effect  whatever,  and 
was  therefore  discontinued  after  the  twelfth  dose.  In  four  cases  the 
nausea  was  considerably — and  in  two  of  these  alarmingly — in- 
creased. All  four  of  these  patients  had  a  marked  goiter,  and  as  a 
result  of  this  experience  with  them  I  have  discontinued  the  use  of 
the  extract  in  cases  of  nausea  compHcated  by  goiter.  Thus  twelve 
of  the  patients  were  not  improved  and,  of  the  twelve,  four  were 
made  distinctly  worse  by  it. 

Anaphylaxis. — In  only  two  of  the  cases  was  there  any  anaphy- 
lactic reaction,  and  in  both  the  result  was  failure.     One  patient 
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(failure  no.  2)  urticaria;  one  (failure  no.  5)  had  severe  headache, 
but  without  prostration. 

Abortion. — The  risk  of  abortion  is  certainly  not  increased  by  the 
administration  of  the  extract.  Of  the  in  cases,  only  four  aborted, 
a  percentage  decidedly  lower  than  the  average. 

Pernicious  Vomiting. — Of  the  total,  eleven  cases  might  fairly  be 
classed  as  the  pernicious  type.  The  vomiting  was  very  violent 
and  persistent  and  in  two  the  pregnancy  finally  had  to  be  inter- 
rupted to  control  it.  Of  the  eleven,  five  failed  to  respond  to  treat- 
ment, and  six  were  completely  relieved  by  it. 

A  curious  fact  is  the  sedative  action  in  markedly  neurasthenic  cases. 
Not  only  was  the  nausea  improved,  but  also  the  patients'  nervous 
phenomena.  The  dizziness,  headache  and  other  nervous  manifesta- 
tions of  early  pregnancy  seemed  to  be  remarkably  controlled. 

In  all  the  successful  cases,  no  treatment  other  than  the  adminis- 
tration of  the  extract  was  used,  so  that  whatever  effect  was  obtained 
must  be  ascribed  to  the  extract  and  not  to  adjuvant  methods  of 
treatment.  In  all  cases  I  am  now  giving  a  routine  series  of  twelve 
doses,  as  I  found  that  if  a  smaller  number  was  used,  the  nausea 
often  returned.  If  no  effect  is  obtained  by  this  number,  I  have 
not  found  it  worth  while  to  persist.  In  the  favorable  cases,  relief 
usually  comes  suddenly  after  the  fourth  or  fifth  dose,  not  much  eJ0fect 
being  noted  until  the  patient's  organism  had  has  a  chance  to  absorb 
an  appreciable  amount  of  the  extract. 

Details  of  Failure. — Failure  i. — Primipara  (Case  IV  in  the  pre- 
liminary report),  aged  twenty-four,  with  severe  nausea,  received 
4  doses  of  I  mil  each,  and  was  worse  than  ever.  The  nausea  was 
finally  controlled  by  lavage  and  large  doses  of  bromid,  but  there  was 
no  effect  from  the  corpus  luteum.  This  patient  has  a  large  goiter, 
which  may  or  may  not  be  a  factor  in  her  case.  She  was  delivered 
August  9,  1916. 

Failure  2. — Quadripara  with  severe  nausea,  eight  weeks  pregnant, 
received  5  doses  of  i  mil  each  with  absolutely  no  beneficial  effect. 
This  patient  is  one  of  the  two  who  showed  reaction  to  the 
extract.  The  reaction  took  the  form  of  severe  hives,  with  intense 
itching,  all  over  the  body.  She  had  had  a  similar  reaction  to 
an  immunizing  dose  of  diphtheria  antitoxin  two  years  previously. 
When  she  was  ten  weeks'  pregnant,  she  suddenly  developed  dysuria. 
On  examination,  a  retroversion  of  the  gravid  uterus  was  discovered. 
This  was  replaced,  and  the  nausea  ceased  almost  at  once.  This  was 
evidently  a  case  of  the  reflex  type,  and  certainly  was  not  influenced 
by  the  corpus  luteum  extract. 

Failure  3. — Primipara,  nine  weeks'  pregnant,  farmer's  wife,  re- 
ceived 12  doses  of  I  mil  each,  with  no  good  effect.  She  then  refused 
further  treatment,  and  the  nausea  persisted  until  the  fourteenth 


hirst:  control  of  nausea  and  vomiting  331 

week.  In  this  patient,  there  does  not  seem  to  have  been  any  pal- 
liative of  the  failure,  such  as  might  be  suspected  at  least  in  the 
first  two. 

Failure  4. — Tertipara  with  severe  nausea,  who  had  had  similar 
nausea  in  the  other  pregnancies,  received  12  doses  of  i  mil  each, 
and  then  treatment  was  discontinued  as  no  good  effect  was  noted. 
The  nausea  was  not  in  the  least  relieved.  Here  also  there  are  no 
palliating  circumstances. 

Failure  5. — This  was  the  second  case  of  anaphylaxis.  The  patient 
was  a  tripara,  and  only  moderately  nauseated.  Treatment  was 
begun  at  the  eighth  week  of  pregnancy.  After  2  doses,  a  severe 
headache  developed  and  markedly  increased  after  the  third  dose. 
Treatment  was  discontinued  for  several  days,  and  the  headache 
disappeared  within  24  hours.  Five  days  later,  the  injections  were 
begun  again,  and  the  headache  promptly  reappeared,  disappearing 
when  the  injections  were  discontinued.  The  nausea  was  not  in- 
fluenced, and  no  further  injections  were  given.  The  nausea  dis- 
appeared in  the  fifteenth  week  of  pregnancy  and  the  patient  went 
on  to  safe  delivery  at  term. 

Failure  6. — ^Primipara,  seven  weeks'  pregnant,  with  considerable 
goiter,  without  exophthalmus  or  tachycardia,  but  with  extreme 
nervousness.  Four  doses  of  corpus  luteum  were  given,  with  quite 
alarming  increase  in  the  nausea,  and  further  dosage  discontinued. 
This  patient  finally  responded  to  lavage  and  heavy  doses  of  bromid, 
but  miscarried  in  the  twelfth  week. 

Failure  7. — A  quadripara,  eleven  weeks'  pregnant,  nausea  very 
severe.  Seven  doses  had  no  effect  upon  the  vomiting  and  treat- 
ment was  discontinued.  Because  of  the  severity  of  the  vomiting 
and  the  fact  that  the  patient's  pulse  rate  increased  alarmingly, 
pregnancy  was  interrupted  in  the  thirteenth  week.  She  vomited 
even  after  her  uterus  was  emptied.  A  week  later  she  passed  a 
large  segment  of  tapeworm.  Under  appropriate  treatment  she 
passed  two  worms,  and  her  vomiting  ceased  at  once. 

Failure  8. — A  secundipara,  eight  weeks'  pregnant,  with  large 
goiter,  with  some  exophthalmus  and  a  pulse  rate  of  98,  rising  to 
130  on  slight  effort.  Six  doses  of  extract  gave  no  relief  whatever, 
and  the  nausea  somewhat  increased,  so  further  administration  was 
discontinued.     She  miscarried  at  eleven  weeks. 

Failure  9. — A  secundipara,  nine  weeks'  pregnant,  with  large  goiter, 
but  no  tachycardia,  though  she  did  have  exophthalmus.  Five  doses 
had  no  effect,  and  the  nausea  was  considerably  worse.  Under 
bromides  she  gradually  improved,  and  was  delivered  at  term. 

Failure  10. — A  quintipara,  with  very  marked  nausea,  only  live 
weeks'  pregnant.  Twelve  doses  of  extract  had  no  effect  whatever. 
Three  years  before  she  had  had  a  transperitoneal  hysterotomy  for 
"separation  of  the  placenta,"  when  two  and  one-half  months  preg- 
nant. Her  vomiting,  and  with  it  abdominal  pain,  was  so  excessive 
that  her  pregnancy  had  to  be  interrupted  at  the  seventh  week  of 
gestation. 

Failure  11. — A  secundipara,  eight  weeks'  pregnant,  with  quite 
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severe  nausea.  Twelve  doses  of  the  extract  had  no  appreciable 
effect,  and  treatment  was  then  discontinued.  The  patient  refused 
any  further  treatment,  and  her  nausea  continued  until  the  fifth 
month,  though  less  severe.  She  had  had  an  operation  for  gall- 
stones (cholecystectomy)  two  years  before,  and  the  adhesions  were 
probably  a  great  factor  in  her  nausea. 

Failure  12. — A  primipara,  eight  weeks'  pregnant,  with  moderately 
severe  nausea  and  frequent  vomiting.  Twelve  doses  had  no  effect, 
and  no  palUating  circumstances  could  be  found.  Her  nausea  ceased 
spontaneously  in  the  fourteenth  week  and  she  went  to  term. 


CONCLUSIONS. 

I  feel  that  a  series  of  iii  consecutive,  unselected  cases,  gives  a 
fair  basis  for  drawing  conclusions.  The  fact  that  99  (89.2  per  cent.) 
were  favorably  influenced  proves,  T  think,  that  the  lack  of  the  normal 
corpus  luteum  absorption  is  a  factor  in  the  nausea  of  pregnancy, 
and  that  in  the  great  majority  of  cases  the  nausea  can  be  relieved 
by  the  hypodermic  intramuscular  injection  of  corpus  luteum  extract. 
The  ideal  material  would  be,  of  course,  of  human  origin,  but  this  is 
impracticable,  as  the  source  of  supply  is  too  precarious.  Corpora 
lutea  could  be  procured  only  at  operations,  for  other  conditions,  and 
no  dependence  could  be  placed  in  the  supply.  The  commercial 
extract  is  prepared  from  the  ovaries  of  sheep,  cow  or  pig  and  about 
90  per  cent,  of  the  animals  are  pregnant. 

My  results  tally  closely  with  those  of  my  friends  who  have  given 
the  method  a  trial  and  have  been  kind  enough  to  send  me  state- 
ments of  their  successes  and  failures.  I  would  not  willingly  be 
without  this  means  of  treating  a  condition  which  resists  most  other 
forms  of  treatment;  a  means  which,  to  me,  has  given  such  satis- 
factory results. 
1823  Pine  Street. 
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A  REVIEW  OF  THE  UTERINE  MY    MATA  OPERATED  ON 
AT  THE  WOMAN'S  HOSPITAL  DURING  1918,  COM- 
PRISING 262  CASES. 

BY 

LE  ROY  BROUN,  M.  D., 

New  York.  N.  Y. 
(With  eight  illustrations.) 

The  surgical  records  that  are  being  kept  at  the  Woman's  Hos- 
pital make  it  possible  to  study  collectively  large  groups  of  similar 
pathological  conditions  not  only  from  the  standpoint  of  the  pa- 
thologist but  also  from  that  of  the  surgeon,  regarding  the  surgical 
recoveries,  and  lastly  from  a  most  important  viewpoint,  that  of  the 
patient  in  the  final  outcome  of  the  treatment  that  she  has  undergone 
for  the  purpose  of  regaining  her  full  health. 

A  year  ago  I  reported  the  results  of  a  review  of  all  of  the  uterine 
myomata  operated  on  at  the  Woman's  Hospital  from  1910  to  191 7, 
consisting  of  1500  cases. ^  The  present  study  is  confined  to  the  sur- 
gical work  of  1918. 

There  were  262  cases  operated  on  for  uterine  myomata  during  1918 
with  a  mortality  of  four  patients  or  1.52  per  cent.  Two  of  these 
died  of  embolus.  One,  a  Mrs.  L.  M.,  had  a  myomatous  tumor 
associated  with  a  double  hydrosalpinx.  Her  recovery  was  even 
and  uninterrupted.  She  had  a  panhysterectomy  with  removal  of 
both  adnexa  on  September  6th.  On  September  23d,  she  was  out  of 
bed  and  moving  about.  On  September  27th,  she  died  from  embolus. 
The  other,  Mrs.  M.  F.,  was  very  fleshy.  She  had  a  large  myomatous 
tumor  of  12  pounds  weight  after  removal.  The  venous  sinuses 
were  unusually  large  and  abundant.  The  tumor  was  removed 
without  material  difiiculty,  a  supravaginal  hysterectomy  being 
done.  As  the  patient  was  very  stout,  she  was  shifted  frequently  in 
bed  and  kept  in  the  semiprone  position.  Her  recovery  was  without 
complications  until  July  3d,  seventeen  days  after  operation  when, 
after  being  out  of  bed  for  about  a  week,  she  died  suddenly  from 
what  proved  to  be  at  the  autopsy  a  myocarditis  and  pulmonary 
thrombus. 

The  two  remaining  deaths  were  caused:  one  by  intestinal  ob- 
'  See  American  Journal  of  Obstetrics,  Vol.  Ixxviii,  September,  1918. 
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struction  occurring  eight  days  after  myomectomy  associated  with  a 
ventral  suspension  and  removal  of  tuberculous  appendages.  The 
other  followed  within  three  days  after  a  supravaginal  hysterectomy 
and  removal  of  purulent  uterine  appendages. 

The  two  deaths  from  embolus  in  the  present  series  of  260  cases 
taken  in  connection  with  seven  from  a  similar  cause  in  the  1500 
cases  operated  on  during  the  eight  years  previous,  in  which  there 
were  twenty-eight  deaths  from  all  causes,  gives  embolus  as  the 
largest  causative  factor  in  the  fatal  terminations.  The  next  highest 
cause  was  peritonitis  in  seven  of  the  fatal  cases. 

That  embolus  should  be  the  causative  factor  in  28  per  cent,  of 
the  fatal  cases  in  our  series  of  1760  operations,  or  one-half  of  i 
per  cent,  of  the  entire  number  operated  on,  accentuates  the  theory 
of  the  possibility  of  myocardial  changes  becoming  associated  with 
the  presence  and  growth  of  myomatous  tumors  of  the  uterus. 

Complications  During  Recovery. — The  records  show  that  ten  of 
the  262  patients  had  their  recovery  impaired  by  some  compli- 
cation. Two  of  these  were  not  discharged  until  thirty  days  after 
the  operation  on  account  of  a  severe  colon  bacillus  infection  of  the 
kidneys.  One  developed  a  vesicovaginal  fistula  from  an  ununited 
injury  to  the  bladder.  One  developed  a  severe  bronchitis  imme- 
diately after  operation,  resulting  in  the  wound  reopening  on  removal 
of  the  skin  sutures  on  the  eighth  day.  Six  developed  mural  ab- 
scesses in  the  abdominal  wound  of  superficial  character  in  most 
instances. 

This  small  number,  being  less  than  one  patient  out  of  every  twenty- 
five  developing  any  departure  from  a  thoroughly  uncomplicated 
recovery,  speaks  well  for  the  surgical,  operating  room  and  anesthetic 
technic  of  the  hospital.  Especially  is  this  true  when  it  is  borne  in 
mind  that  our  study  covers  the  work  of  not  one  operator  but  of 
the  entire  staff,  in  all  varieties  of  myomata,  including  many  with 
severe  coexisting  pathological  conditions. 

Follow-up  Review. — A  study  of  any  group  of  cases  should  not  end 
with  the  discharge  of  the  patient  from  the  hospital.  The  final  end- 
result  is  after  all  the  test  of  the  character  of  the  work  that  has  been 
done  and  the  surgical  judgment  shown  by  the  operator. 

Many  of  the  cases  here  reported  are  private  patients  of  the  opera- 
tors and  it  is  impossible  to  trace  their  detailed  condition.  The 
"follow-up"  clinic  is  confined  to  the  ward  patients  so  far  as  the 
institution  records  show.  Many  of  these  did  not  return  to  the 
clinic  as  directed,  nor  have  they  been  able  to  be  located  by  the 
visiting  nurses. 
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One  hundred  and  seventeen,  however,  did  report.  It  is  reason- 
able to  assume  that  the  remaining  ward  patients  did  not  care  to 
give  the  time  to  return,  having  no  symptoms  concerning  which  they 
wished  to  consult  the  hospital.  This  in  fact  was  the  statement  of 
several  who  were  found  by  the  visiting  nurse. 

Of  the  number  examined  ninety-nine  were  in  excellent  condition 
from  a  surgical  standpoint  and  stated  that  they  felt  absolutely  well. 
Five  complained  of  menopause  symptoms.  Their  ages  ranged  from 
thirty-three  to  forty-two.  In  three,  both  ovaries  and  tubes  had  been 
removed  and  in  the  remaining  two  one  ovary  and  tube  had  been 
saved. 

The  few  patients  complaining  of  the  forced  menopause  is  striking, 
especially  when  you  consider  the  113  patients  examined  with  whom 
there  is  no  record  of  any  symptoms  except  of  a  passing  character 
which  caused  no  inconvenience.  It  may  be  argued  that  these  pa- 
tients are  hard-working  women  and  not  given  to  noting  symptoms 
which  would  be  distressing  to  those  of  the  more  leisure  class.  This  I 
have  no  doubt  is  to  a  great  extent  true,  however,  the  belief  has  be- 
come strongly  fixed  in  my  mind  that  in  the  presence  of  tumor  growth 
the  function  of  the  ovaries  from  the  standpoint  of  internal  secretions 
is  greatly  diminished  and  in  this  class  of  cases  their  importance  in 
maintaining  the  nervous  equilibrium  of  the  patient  is  to  a  great 
extent  overestimated.  This  former  belief  resulting  from  clinical 
observation  is  apparantly  borne  out  by  the  study  of  these  cases 
under  consideration  where  usually  one  or  both  adnexa  have  .been 
removed  on  account  of  circulatory  changes  or  infection. 

From  the  psychological  standpoint  it  is  well  to  be  able  to  say  to 
the  patient  that  one  or  both  adnexa  have  been  preserved  and  for  this 
reason  it  is  my  custom  to  preserve  such  in  every  instance  where  they 
are  healthy.  In  following  this  custom  in  hysterectomies  for  myomata 
I  am  guided  more  by  a  surgical  repugnance  against  sacrificing  a  part 
macroscopically  healthy  and  not  likely  to  give  rise  to  future  trouble, 
than  from  a  feeling  that  such  a  preservation  will  be  of  benefit  to 
the  patient  other  than  possibly  that  of  a  mental  character. 

In  hysterectomies  where  the  tubes  are  removed  I  think  it  better 
surgery  also  to  remove  the  ovaries,  even  though  apparently  healthy, 
on  account  of  the  probable  after  disturbance  in  the  conserved  ovaries 
due  to  interference  with  their  circulation.  This  is  an  experience 
that  every  operator  has  had. 

Fourteen  of  the  patients  who  returned  gave  symptoms  directly 
referable  to  the  end-result  of  the  operation.  One,  operated  on 
April  I  St,  has  developed  a  hard  mass  posterior  to  the  cervix.     This 
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mass  has  increased  in  size.  The  patient  complains  of  no  symptoms. 
Her  operation  was  a  supravaginal  hysterectomy  with  removal  of 
the  right  tube  and  ovary.  This  patient  is  being  kept  under 
observation. 

Eight  patients  had  symptoms  referable  to  the  reformation  of 
pelvic  adhesions  found  at  the  time  of  operation,  of  which  six  had  a 
myomectomy  done.  It  is  a  problem  how  to  handle  such  conditions 
in  the  presence  of  extensive  former  adhesions.  We  have  no  means 
at  hand  to  prevent  the  reformation  of  adhesions  if  we  cannot  cover 
over  the  raw  surfaces  by  healthy  peritoneum.  Oils  and  vaseline 
have  not  been  of  value  in  my  hands  and  cargyle  membrane  cannot 
as  a  rule  be  applied.  An  effort  to  Hft  the  uterus  and  adnexa  by 
some  form  of  operation  in  order  to  prevent  them  from  being  pulled 
downward  by  the  reformation  of  adhesions  is  not  uniformly  success- 
ful in  my  hands.  At  a  later  date  it  is  not  uncommon  to  find  that 
the  suspension  measures  adopted  have  been  stretched  out  and  that 
the  uterus  is  pulled  partly  back,  with  the  patient  complaining  of  more 
pain  than  before  on  account  of  the  added  tension  on  the  suspension  or 
round  ligament  attachments. 

The  subsequent  pain  and  pelvic  weight  experienced  by  these 
patients  as  a  rule  is  due  to  the  pulling  back  of  the  uterus  and  adnexa 
followed  by  the  necessary  circulatory  engorgement.  I  feel  that  in 
some  of  these  conditions  it  would  be  good  surgery  to  remove  the 
adnexa  and  amputate  the  uterus,  which  usually  is  large,  instead  of 
doing  a  conservative  myomectomy,  especially  if  there  is  no  like- 
lihood of  a  later  pregnancy. 

One  patient  complained  of  pain  over  the  right  conserved  ovary. 
This  operation  was  a  supravaginal  hysterectomy,  double  salpingec- 
tomy and  left  oophorectomy.  Evidently  on  account  of  the  patient's 
age,  thirty-eight,  an  ovary  was  left.  There  is  no  statement  that  the 
patient  complained  of  menopause  symptoms  to  any  degree.  I 
question,  however,  whether  she  was  saved  from  these  symptoms 
by  the  ovary  left  behind. 

Unless  there  is  some  special  reason,  such  as  a  possible  pregnancy, 
why  an  ovary  should  be  conserved  after  its  tube  has  been  removed,  I 
think  it  better  surgery  to  remove  the  ovary  at  the  time  the  tube  is 
excised  and  certainly  in  instances  of  the  removal  of  the  uterus  and  the 
remaining  adnexa.  This  opinion  founded  on  clinical  experience  is 
borne  out  by  Sampson's  studies  of  the  tubal  and  ovarian  circulation. 
He  has  clearly  shown  by  his  combined  tubal  and  ovarian  vascular 
injection  specimens,  that  much  care  must  be  exercised  in  removal  of 
the  tube  in  order  not  to  disturb  the  ovarian  circulation;  and  at  times 
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this  disturbance  is  impossible  to  avoid  on  account  of  the  abnormal 
distribution  of  the  vessels. 

Coincident  Pathological  Conditions  Associated  with  the  Myomata. — 
The  increased  circulatory  changes  and  disturbances  as  the  result  of 
the  presence  of  the  myomata  give  rise  to  essential  pathological 
changes  in  the  adnexa.  The  larger  the  tumor  growth  the  more 
pronounced  are  these  conditions.  Prominent  among  these  are  cysts 
of  corpus  luteum  origin.  Forty  of  the  262  myomata  had  such  cysts 
associated  with  them.  These  varied  in  size  from  a  few  cubic  centi- 
meters capacity  to  that  of  a  half  liter  or  more.  Hemorrhagic  cysts 
were  also  not  uncommon,  there  being  seventeen  of  this  character. 


Fig.  I. — Edematous  myoma.     Hyaline  degeneration  of  blood-vessels. 


As  would  be  expected  the  Fallopian  tubes  showed  a  sympathetic 
involvement,  there  being  twenty  cases  with  chronic  salpingitis  and 
sixteen  of  hydrosalpinx.  Not  all  of  these  tubal  changes,  however,  can 
be  attributed  to  the  disturbed  circulation  as  a  result  of  the  tumor 
growth.  The  majority  of  these  conditions  carry  no  especial  sig- 
nificance except  that  of  being  in  a  great  measure  the  cause  of  pain. 
This  and  to  a  lesser  degree  hemorrhage,  were  the  chief  causes  for 
relief  from  which  patients  entered  the  hospital  for  operation. 

The  remaining  pathological  ovarian  conditions  associated  with 
the  myomata  were  dermoid  cysts,  four;  serous  cysts,  seven;  paro- 
varian cysts,  two;  pseudomucinous  cysts,  one;  adenocystoma,  three; 
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papillomatous  cysts,  two;  carcinoma  of  the  ovary  of  a  papillary 
glandular  type,  two. 

The  associated  tubal  involvements  in  addition  to  chronic  sal- 
pingitis and  hydrosalpinx  mentioned  were:  purulent  salpingitis, 
two;  tubercular  salpingitis,  four;  hematosalpinx,  four;  gonorrheal 
salpingitis,  one. 

Normal  pregnancy  existed  in  six  cases  and  tubal  gestation  in  one. 
The  interest  associated  with  these  intercurrent  tubal  and  ovarian 
conditions  is  the  difficulty  of  diagnosis  previous  to  the  opening  of  the 
abdomen.  In  many  instances  it  is  impossible  and  any  treatment  of 
myomatous  tumors  (other  than  that  of  surgery)  which  has  for  its 


Fig.  2. — Hyaline  degeneration  of  myoma. 

preliminary  basis  a  clear-cut  diagnosis  must  in  many  instances  fall 
short  of  what  is  expected.  Unilocular  tumors  of  moderate  size 
do  not  ordinarily  complicate  the  abihty  of  the  trained  examiner  to 
map  out  clearly  the  pelvic  contents.  It  is  in  this  class  of  cases  with 
hemorrhagic  symptoms  that  radium  and  the  .^■-ray  are  especially 
applicable.  Through  them  hemorrhagic  patients  can  be  saved  a 
mutilating  operation.  When  we  read,  however,  of  95  to  100  per 
cent,  cures  by  enthusiastic  advocates  of  the  x-ray  or  radium,  I 
wonder  about  the  possible  mistakes  in  diagnosis,  for  we  certainly 
do  make  them,  even  to  the  point  of  making  the  diagnosis  of  a  myo- 
matous tumor  when  some  other  form  of  neoplasm  exists.     In  addition 
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every  operator  is  fully  alive  to  the  possibility  of  finding  added  patho- 
logical states  which  were  impossible  to  previously  map  out  in 
connection  with  the  tumor  growth. 


Fig.  3. — Inflamed  myoma.     Pus  cells  infiltrating  myomatous  tissue. 


Fig.  4. — Cellular  myoma. 

In  the  1760  myomatous  tumors  removed  at  the  Woman's  Hos- 
pital during  the  last  nine  years,  we  find  that  ninety  or  5.1  per  cent,  of 
the  tumors  were  undergoing  necrotic  changes.     In  some  of  these 
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this  condition  was  diagnosed  previous  to  opening  the  abdomen;  in 
the  majority  this  was  not  suspected.  The  same  can  be  said  of 
calcareous  changes  of  the  myomata;  twenty-five  or  1.5  per  cent, 
existed  among  the  cases  during  the  same  period.  Carcinoma  of  the 
body  was  also  coincident  in  twenty- five  or  1.5  per  cent. 

Patients  with  myomata  having  necrotic  changes  or  with  those 
undergoing  calcareous  degeneration  whould  not  wisely  be  selected  for 
treatment  by  the  ic-ray  or  radium.     In  carcinoma  of  the  body,  while 
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Fig.  5. — Cystic  and  Ij'mphangiectatic  myoma  in  pregnant  uterus. 

radium  can  be  unquestionably  utilized  in  proper  strength  with 
advantage  to  the  patient,  still  the  complete  removal  is  accepted  as 
giving  the  most  certain  curative  result. 

The  "follow-up"  or  end-results  of  the  treatment  of  myomatous 
tumors  by  A;-ray  or  radium  is  after  all  the  acid  test,  and  should 
not  include  simply  the  reduction  in  size  of  the  tumor  but  it  should 
also  include  the  relief  of  pain  and  the  restoration  to  permanent  health 
of  the  patient. 

Surgery  gives  as  in  our  previous  1500  cases  1.86  per  cent,  mortality 
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and  in  the  present  report  of  262  cases,  1.51  per  cent.,  with  ten 
patients  maicing  an  uneven  recovery.  In  the  follow-up  of  these 
patients  fourteen  were  not  entirely  restored  to  health,  due  in  six 
instances  to  reformation  of  previous  extensive  adhesions  following 
conservative  myomectomies. 

This  is  the  end-result  of  surgery  appHed  to  a  series  of  consecutive 
cases  by  the  full  operating  stafif  of  the  hospital.  Can  it  be  equalled 
by  .T-ray  or  radium  applied  for  the  purpose  of  absorbing  or  curing  the 
myoma ta,  even  in  selected  cases?  I  question  it  and  especially 
when  we  take  in  consideration  the  contraindicating,  unrecognizable 


Fig.  6. — Adenomyoma.     Definite  tumor  of  myomatous  and  glandular  tissue. 


degenerative  changes  present  in  those  tumors  and  also  the  asso- 
ciated pathological  conditions  in  the  adnexa. 

My  belief  is  that  we  should  use  the  .r-ray  and  radium  in  myomata 
for  the  purpose  only  of  controlling  bleeding  and  then  only  when  the 
contents  of  the  pelvis  can  be  clearly  mapped  out.  They  are  a 
valuable  means  under  such  conditions  and  by  their  use,  what  would 
otherwise  be  a  mutilating  operation,  can  be  avoided. 

With  the  myomatous  tumor  growths  the  association  of  coexisting 
pathological  conditions  in  the  uterus  is  not  uncommon,  as  also  are 
changes  in  the  tumors  themselves.  We  find  in  the  262  cases  here 
reviewed  two  cases  of  early  carcinoma  of  the  body  of  the  uterus  and 
four  others  of  carcinoma  colli  of  a  more  advanced  character.  The 
cervix  was  the  seat  of  carcinoma  in  three  cases. 
3 
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The  changes  in  typical  myomatous  structure  vary;  there  were 
two  of  the  edematous  type  of  which  an  excellent  photo-micrograph 
is  here  shown  (Fig.  i).  HyaUne  degeneration  of  the  blood-vessels 
is  clearly  seen. 

There  was  one  instance  of  hyaline  degeneration  of  which  a  good 
section  is  reproduced  in  Fig.  2. 

Necrotic  changes  in  the  myoma ta  were  present  in  seven  of  the 
cases  operated  on.  One  of  these,  an  inflamed  myoma  with  pus  cells 
infiltrating  the  tumor  tissue  is  shown  in  Fig.  3. 

In  three  cases  the  tumors  had  undergone  calcareous  changes. 

Lymphangiectatic  myomata  existed  in  two  cases.  The  photo- 
graph (Fig.  5)  presented  of  such  a  condition  associated  with  preg- 
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Fig.  7. — Adenomyometritis.     Irregular  penetration  of  uterine  glands  into 

myometrium. 

nancy,  is  from  a  patient  operated  on  prior  to  the  present  year.  Its 
interest,  however,  is  my  reason  for  presenting  it. 

Cellular  myoma  is  a  condition  not  often  met  with  in  our  series 
of  1760  cases  (Fig.  4). 

No  instances  of  sarcomatous  changes  occurred  in  the  series  during 
the  past  year.  There  were  seven  cases  among  the  1500  operations 
during  the  eight  years  previous,  a  little  less  than  0.4  per  cent,  for 
nine  years.  This  is  much  less  than  the  2  per  cent,  ordinarily  given 
for  sarcomatous  changes.  Miller  writing  from  Freiburg  clinic 
collected  the  statistics  of  9750  cases  in  which  there  were  1.96  per 
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cent,  sarcomatous  myomata.  This  differs,  however,  from  those 
collected  by  Lewis  and  by  Olshausen  comprising  8988  cases  in  which 
1.3  per  cent,  were  sarcomatous.  Miller  gives  V.  Gurlt  as  reporting 
883  myomatous  cases  with  only  two  sarcomas  among  them. 

Adenomyoma  of  the  uterus  existed  in  four  cases  of  which  one  is 
figured  in  Fig.  6. 


Fig.  8. — Myoma  polyposum. 

Adenomyometritis  existed  in  nine  cases.     See  Fig.  7. 

I  am  indebted  to  Dr.  Lawrence  W.  Strong,  Director  of  the  Patho- 
logical Department  of  the  Woman's  Hospital,  for  his  courtesy  in 
furnishing  the  excellent  photomicrographs  shown  here. 

144  West  Seventy-seventh  Street. 
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A  TECHNIC  FOR  SEPARATING  THE  SIGMOID  AND  UTER- 
INE ADNEXA  WHEN  FUSED  BY  INFLAMMATION. 

BY 
HERMANN  GRAD,  M.  D.,  F.  A.  C.  S., 

New  York,  N.  Y. 

Before  dealing  with  the  subject  proper  to  be  discussed  in  this 
paper,  a  few  lines  of  introduction  relative  to  the  relation  that  the 
sigmoid  colon  bears  to  the  female  generative  organs  may  be 
pertinent. 

The  sigmoid  is  the  narrowest  part  of  the  colon,  beginning  at 
the  termination  of  the  descending  colon,  at  the  margin  of  the  crest 
of  the  ilium  and  ending  in  the  rectum,  opposite  the  left  sacroiliac 
symphysis.  Treves  says  that  the  sigmoid  extends  to  the  third 
sacral  vertebra,  thus  including  the  upper  part  of  the  rectum.  The 
sigmoid  colon  lies  in  the  pelvis  completely  and  rises  above  the  true 
pelvis.  It  does  not  lie  in  the  iliac  fossa  as  some  have  described  it. 
The  exact  knowledge  about  the  position  of  the  sigmoid  has  been 
gained  in  recent  years,  by  Rontgenologists,  through  extensive 
.T-ray  studies.  The  sigmoid  colon  is  about  i8  inches  long  and 
when  distended  may  fill  the  whole  true  pelvis.  Not  alone  the  whole 
pelvis  but  it  can  rise  out  of  the  pelvis  into  the  lower  abdomen  owing 
to  its  long  mesosigmoid.  In  the  pelvis  it  lies  in  contact  with  the 
bladder,  the  uterus  and  its  appendages  and  those  coils  of  the  small 
intestines  which  occupy  the  pelvis.  It  is  completely  surrounded 
by  peritoneum,  and  is  held  in  position  by  the  mesosigmoid,  which 
includes  what  is  also  spoken  of  in  many  books  as  the  mesorectum. 
The  psoas  muscle,  external  iliac  vessels,  spermatic  vessels,  and 
ureter,  lie  behind  the  sigmoid  flexure.  The  resistance  offered  to  the 
return  flow  of  blood  through  the  left  spermatic  vein,  produced  by 
pressure  of  the  sigmoid  flexure  upon  that  vessel  in  persons  of  con- 
stipated habits,  forms  one  of  the  reasons  given  for  the  more  common 
occurrence  of  pelvic  varicocele  upon  the  left  then  upon  the  right 
side.  The  sigmoid  flexure  forms  a  loop  which  resembles  the  Greek 
letter  Omega,  rather  than  the  letter  S,  and  therefore  it  is  also  called 
the  omega  loop. 

At  the  rectosigmoid  junction  there  is  an  abrupt  bend,  the  recto- 
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sigmoid  curve.  This  very  abrupt  bend  is  due  to  the  fact  that  the 
movable  portion  of  the  sigmoid  drops  into  the  pelvis  by  gravity  over 
the  fixed  and  immobile  rectum.  It  is  this  curve  which  makes  it 
difficult,  to  pass  a  long  rectal  tube  into  the  sigmoid  flexure.  This 
abrupt  rectosigmoid  curve  can  be  partially  obliterated  by  placing 
the  patient  into  the  knee-chest  position,  or  in  the  Trendelenburg 
position. 

In  tracing  the  course  of  the  sigmoid  flexure  of  the  colon,  it  will 
be  seen  that  the  organ  is  a  movable  portion  of  the  large  intestine 
lying  between  two  relatively  fixed  points.  One  is  at  the  point 
where  the  descending  colon  ends,  at  the  outer  border  of  the  psoas 
muscle  on  the  left  side,  and  the  other  fixed  point  is  at  the  rectum, 
where  the  sigmoid  ends.  This  movable  portion  of  the  gut  may  as- 
sume various  shapes  and  forms,  but  as  a  rule  it  is  the  shape  of  the 
greek  letter  omega.  The  course  of  the  sigmoid  may  be  described 
as  follows.  Leaving  the  descending  colon,  it  crosses  the  psoas 
muscle  and  external  iliac  vessels  nearly  at  right  angles,  then  de- 
scends vertically  into  the  pelvis,  extends  on  the  floor  of  the  pelvis 
toward  the  right,  then  turns  on  itself,  passes  the  median  line  and 
terminates  in  the  rectum.  The  mobility  of  the  organ  depends 
entirely  on  the  relative  length  of  the  mesosigmoid.  The  line]  of 
attachment  of  the  mesosigmoid  follows  the  general  direction  of  the 
flexure  and  having  reached  the  upper  border  of  the  third  sacral 
vertebra  it  becomes  lost  in  the  posterior  peritoneum  to  pass  over 
the  rectum  which  becomes  a  fixed  organ. 

When  the  sigmoid  flexure  becomes  distended  with  gas,  it  rises 
out  of  the  pelvis  and  enters  the  lower  abdomen.  As  the  organ  is 
capable  of  great  distention,  it  may  form  quite  a  conspicuous  mass 
which  becomes  easily  palpable  and  may  lead  one  to  a  mistaken  diag- 
nosis unless  one  bears  in  mind  of  the  possibility  of  such  an  occurrence. 
In  older  people  fecal  impaction  in  the  sigmoid  is  very  apt  to  occur, 
forming  palpable  masses  in  the  lower  abdomen.  The  sigmoid 
colon  lends  itself  readily  to  palpation,  whether  in  the  distended  or 
collapsed  state.  Under  favorable  conditions,  such  as  in  thin  people 
or  with  patients  who  are  able  to  relax  the  abdominal  parieties  com- 
pletely, even  small  growths  in  the  sigmoid  can  be  readily  palpated. 
Small  tumors  in  the  upper  rectum  or  lower  sigmoid  reveal  themselves 
to  bimanual  palpation  with  the  finger  in  the  rectum.  Attention 
may  here  be  called  to  the  fact  that  in  the  female,  carcinoma  of  the 
terminal  sigmoid  may  be  mistaken  for  a  neoplasm  of  the  ovary, 
or  vice  versa  the  mistake  arising  on  account  of  the  fact  that  the 
sigmoid  is  a  true  pelvic  organ.     This  fact  also  makes  it  imperative  to 


346     grad:  separating  the  sigmoid  and  uterine  adnexa 

have  the  rectum  and  sigmoid  unloaded  in  making  gynecological 
examinations. 

The  blood  supply  of  the  sigmoid  is  from  the  sigmoid  arteries, 
from  one  to  three  in  number.  These  vessels  are  branches  of  the 
inferior  mesenteric  artery.  These  branches  pass  downward  and 
to  the  left,  enter  the  mesosigmoid  and  divide  into  ascending  and 
descending  branches  which  form  arterial  arches  with  the  adjacent  ar- 
teries. The  upper  one  of  these  branches  anastomoses  with  the  de- 
scending branch  of  the  leftcohc  artery,  which  is  itself  a  branch  of  the 
inferior  mesenteric  artery,  the  lower  one  of  these  sigmoidal  arteries 
anastomoses  mth  the  superior  hemorrhoidal  artery,  which  is  the 
terminal  end  of  the  inferior  mesenteric  artery. 

The  sigmoid  colon  frequently  plays  a  most  important  role  in  the 
inflammatory  diseases  of  the  uterine  adnexa.  When  the  invading 
organism  reaches  the  pelvic  peritoneum,  an  inflammatory  reaction 
occurs  and  an  attempt  is  made  on  the  part  of  nature  to  limit  the 
spread  of  the  invading  host  by  a  process  of  adhesion  of  the  peri- 
toneal surfaces,  so  irritated.  Practically  every  case  of  pyosalpin- 
gitis  has  more  or  less  adhesive  peritonitis  as  a  compUcation.  The 
tubes  and  ovaries  when  diseased  become  adherent  to  structures  in  the 
true  pelvis.  Under  these  conditions,  what  then  is  more  natural  but 
that  the  pelvic  colon  should  share  in  this  defensive  warfare  between 
the  invading  microorganism  and  the  protective  peritoneum.  Not 
only  the  sigmoid  but  even  the  rectum  and  cecum  share  in  the  pro- 
tection of  adhesions  in  the  inflammatory  disease  of  tubes  and  ovaries. 
Anatomically  the  sigmoid  colon  is  well  situated  for  the  purpose  of 
holding  tubal  infection  in  the  true  pelvis,  and  preventing  its  further 
spread  to  the  general  peritoneal  cavity.  Like  the  rectum,  the  sig- 
moid is  a  true  pelvic  organ,  and  when  empty,  after  complete  bowel 
movement,  it  falls  back  into  the  pelvis  in  a  collapsed  state.  This 
organ  is  in  constant  contact  with  the  uterine  adnexa  and  plays  a 
very  important  part  in  the  function  of  defecation. 

The  sigmoid  is  in  constant  contact  with  the  uterus,  tubes  and 
ovaries  and  hence  we  see  this  organ  implicated  with  all  cases  of  tubo- 
ovarian  infection.  Some  years  ago  in  a  paper  read  by  J.  R.  Penn- 
ington, of  Chicago,  entitled  "The  Sigmoidal  Factor  in  Pelvic 
Disease"  (N.  Y.  Medical  Journal,  May  23,  1908),  the  author  tried 
to  prove  that  many  cases  of  utero-ovarian  disease  was  the  result  of 
disease  in  the  sigmoid  colon.  That  in  rare  cases  the  sigmoid  disease 
may  be  a  factor  in  tuboovarian  infection  cannot  be  denied,  but  in  the 
preponderant  number  of  cases  the  pathology  is  in  the  reverse  order, 
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namely,  the  infection  is  first  in  the  adnexa  and  that  the  sigmoid  be- 
comes secondarily  involved.     The  author  says: 

"Autopsies  show  that  the  sigmoid  may  overlap,  wind  around, 
rest  beneath  or  on  the  pelvic  organs,  and  that  it  may  be  adherent  at 
various  points.  Such  a  condition  not  only  compromises  its  function, 
but  those  of  the  uterus  and  its  adnexa.  The  uterus  when  sustain- 
ing such  relations  to  a  chronically  loaded  sigmoid,  may  be  displaced 
upward,  downward,  laterally,  backward  or  forward,  and  held  or 
fixed  in  that  position.  This  interfers  with  its  mobility  and  function, 
hence  produces  a  pathologic  state  of  that  organ.  If  the  uterus  is 
continuously  held  or  fixed  in  any  relative  position  whatsoever,  be 
that  position  anteverted  or  otherwise,  and  whether  it  be  by  tumors, 
or  overloaded  or  adherent  bowel,  or  what  not,  it  must  sooner  or  later 
become  conjected  and  the  victim  of  infection." 
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Fig.  I. 

Adhesions  of  Sigmoid. — In  laparotomizing  patients  with  diseased 
adnexa  adhesions  of  the  sigmoid  to  the  Fallopian  tubes  and  ovaries 
are  encountered  in  a  very  large  number  of  cases.  (Figs,  i  and  2 
are  drawings  of  sigmoid  adhesions  as  they  appeared  when  the  abdo- 
men was  opened — Hospital  Nos.  19228  and  1993 1  respectively.) 
In  the  chronic  cases  of  pyosalpingitis  the  adhesions  are  usually  more 
or  less  thin  bands  that  tear  readily  under  the  manipulating  fingers. 
In  a  small  proportion  of  cases  these  adhesions  are  of  a  more  tough 
nature  requiring  to  be  cut,  while  in  others  the  union  of  the  sigmoid 
to  the  affected  organs  is  so  intimate  that  they  cannot  be  separated 
without  seriously  injuring  the  wall. 
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In  19 lo  I  encountered  an  exceptionally  interesting  case  of  this 
kind  (Hospital  No.  5192).     The  history  of  the  case  was  as  follows: 

Mrs.  L.  D.  aged  twenty-nine.  She  has  had  four  miscarriages,  all 
induced.  Diagnosis  pyosalpinx.  Operation  Dec.  16,  19 10.  Abdo- 
men opened  in  the  midline  below  umbilicus.  Tuboovarian  mass  on 
the  right  side  firmly  adherent  to  the  sigmoid.  Great  amount  of 
thickening  of  the  colon.  In  this  case  the  whole  length  of  the  Fal- 
lopian tube  and  that  of  the  ovary  were  so  firmly  adherent  to  the  sig- 
moid that  it  would  have  been  impossible  to  separate  them.  A 
technic  was  than  adopted  which  has  been  followed  in  many  similar 


Fig.  2. 


cases  and  always  with  uniform  success.  The  technic  is  a  very  simple 
one,  namely  to  free  the  bowel  wall  of  sigmoid,  intestine  or  cecum, 
by  cutting  it  away  from  the  adherent  organs,  at  the  expense  of  the 
parts  to  which  they  are  adherent,  in  such  a  manner  that  the  cut 
comes  nowhere  near,  even  within  the  vicinity  where  the  bowel  wall 
could  sustain  injury.  If  this  principle  is  followed,  large  masses  of 
tissue  will  remain  hanging  on  the  wall  of  the  gut.  This  is  the  de- 
liberate purpose  of  the  technic.  No  point  of  cleavage  is  sought  for 
in  separation  of  the  bowel.  As  soon  as  bowel  wall  is  identified,  the 
diseased  tube  or  ovary  as  the  case  may  be,  is  cut  into  until  the  bowel 
is  mobilized,  taking  no  regard  of  how  much  of  the  diseased  tissue 
remains  attached  to  the  sigmoid.  Very  frequently  these  tabs  of 
tissues  will  bleed  quite  freely  but  this  can  be  easily  controlled  by 
ties  and  sutures,  as  shown  in  Fig.  3.     When  this  technic  was  first 
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adopted,  I  was  much  concerned  about  possible  complications.  The 
postoperative  course  of  every  one  of  the  cases  so  treated  was  followed 
up  carefully.  No  complications  occurred  as  a  result  of  the  procedure, 
and  I  can  speak  with  confidence  of  the  technic.  It  does  not  make 
any  difference  how  much  of  tissue  is  allowed  to  remain  on  the  gut 
as  long  as  there  has  been  no  injury  to  the  bowel  wall  and  the  lumen 
was  not  entered.  Whether  these  cases  will  result  in  a  large  amount 
of  adhesions  or  whether  there  will  be  a  greater  amount  of  adhesions 
than  in  the  cases  where  the  bowel  separation  is  made  at  a  point  of 
cleavage,  is  impossible  to  state,  as  I  have  not  had  occasion  to  reopen 
the  abdomen  in  any  of  these  cases  treated  by  this  technic.  I  am, 
however,  quite  sure  that  the  cases  treated  by  this  technic  have  made 
smoother  recoveries  than  cases  treated  otherwise,  and  what  is  more 
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important,  there  has  been  no  mortality  in  these  cases.  This  same 
technic  holds  good  for  those  cases  of  tubercular  salpingitis  where  the 
adhesions  are  so  dense  that  the  entire  pelvic  contents  is  fixed  as  if 
glued  together.  One  may,  so  to  say,  hack  away  at  the  diseased 
tissues  as  much  as  is  necessary,  providing  the  bowel  is  saved  from 
injury  and  is  freed  from  the  diseased  adnexa.  The  ragged  mass  of 
tissue  left  on  the  bowel  wall  will  do  no  harm.  The  above  technic 
was  used  in  the  following  case  (Hospital  No.  15512). 

Median  incision  below  the  umbiHcus.  Peritoneum  entered  and 
it  was  found  that  the  bladder  wall  has  been  adherent  in  front  to 
the  inflammatory  tumor  and  uterus,  and  the  sigmoid  was  found 
adherent  posteriorly  to  the  entire  tumor  mass.  No  line  of  cleavage 
was  sought.  Intestines  and  sigmoid  were  identified  in  the  tumor  mass 
made  up  of  a  tuboovarian  abscess  on  the  left  side.  In  enucleating 
the  mass  the  uterus  was  cut  in  several  places  leaving  a  ragged  uter- 
ine wall.     The  adherent  tube  was  cut  away  from  the  bowel  wall. 
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A  supravaginal  hysterectomy  was  performed  removing  the  entire 
ragged  uterus.  The  sigmoid  was  saved  from  injur}^,  drainage  in- 
serted, complete  recovery. 

Injury  to  the  sigmoid  when  it  is  fixed  in  the  pelvis  by  inflammatory 
adhesions  is  a  very  serious  complication  of  the  operation.  I  know 
that  fataUties  often  result  from  this  compHcation.  A  case  comes 
vividly  to  mind  where  in  separating  the  diseased  adnexa  the  cleavage 
pomt  was  asiduously  sought  for  and  found.  The  bowel  was  ap- 
parently not  injured  at  the  time  of  operation.  As  the  patient  was  in 
shock,  saUnes  by  rectum  was  ordered.  Eight  hours  later  the  contents 
of  the  rectum  appeared  at  the  lower  angle  of  the  abdominal  incision 
by  way  of  the  drainage  tract,  with  a  fatal  outcome  of  the  case.  I 
am  quite  certain  that  the  bowel  injury  could  have  been  prevented, 
had  the  above  technic  instead  of  the  cleavage  method  been  used  in 
separating  the  sigmoid  from  the  diseased  adnexa. 

If  the  sigmoid  or  loops  of  the  small  intestines  become  adherent  to 
the  bladder  wall,  the  separation  in  the  acute  case  is  quite  easily 
accompUshed,  and  the  more  acute  the  process,  the  greater  ease  with 
which  the  adherent  surfaces  separate.  In  all  these  cases  where  two 
hollow  organs  are  adherent  the  cleavage  method  must  be  followed, 
as  one  is  working  between  two  walls  of  important  viscera.  The 
organs  torn,  either  the  bowel  or  that  of  the  bladder,  must  be  repaired 
by  suturing  the  rent.  Observation  has  shown  that  both  the  sig- 
moid and  urinary  bladder  tolerate  injury  very  well  and  by  repair- 
ing these  rents  the  suture  hne  will  hold  in  a  very  large  number  of 
cases.  Under  all  other  conditions  however,  whenever  one  is  deal- 
ing with  diseased  tubes  or  ovaries  adherent  to  sigmoid,  rectum  or 
loops  of  small  intestines,  it  is  to  be  borne  in  mind  that  separating 
these  adherent  bowel  structures  not  along  their  line  of  cleavage  but 
cutting  them  away  at  the  expense  of  the  parts  to  which  they  are 
adherent,  is  always  preferable.  By  adopting  this  technic  the  sur- 
geon will  have  less  bowel  injuries  to  deal  with,  a  very  important 
point  of  consideration.  Not  alone  in  pelvic  surgery,  but  in  repair 
of  post-operative  hernias  the  same  principle  holds  good.  In  these 
hernias  when  bowel  wall  becomes  adherent  to  fascia,  I  have  often  cut 
away  large  pieces  of  fascia  and  allowed  it  to  remain  on  the  bowel 
wall  instead  of  separating  the  gut  by  cleavage  without  causing  the 
least  trouble.  When  I  encounter  these  bowel  adhesions  in  postop- 
erative hernias,  I  orientate  the  work  in  such  a  manner  as  to  free  the 
abdominal  contents  from  the  hernial  sac,  but  always  at  the  expense  of 
the  structures  to  which  they  are  adherent,  and  never  with  any  ill  ef- 
fect.    Pieces  of  hernia  sac,  fascia,  fat,  or  omentum,  are  allowed  to 
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hang  on  the  bowel  wall  as  long  as  by  doing  so  no  risk  is  run  of  in- 
juring the  bowel  wall.  These  adherent  masses  ot  tissue  never  do  any 
harm.     Mrs.  K.,  Hospital  No.  20691,  was  treated  in  the  above  manner. 

When  the  technic  of  leaving  pieces  of  tissue  on  the  bowel  wall 
was  first  adopted,  I  was  apprehensive,  but  I  can  now  speak  with 
confidence  that  they  do  no  harm.  The  cleavage  method  of  bowel 
separation  must  of  course  be  followed  if  bowel  loops  are  adherent 
to  each  other,  or  if  a  hollow  fiscus  is  adherent  to,  but  in  all  other 
adhesions  the  technic  described  will  be  a  safer  procedure  than  the 
method  of  separation  by  cleavage. 

In  cases  of  tuboovarian  abscesses,  when  the  sigmoid  or  rectum 
is  involved,  cases  with  thick  massive  infiltration  of  the  mesosigmoid, 
and  where  the  abscess  cavity  is  draining  into  the  bowel,  the  same 
technic  can  be  adopted.  By  utilizing  the  adherent  tissue  on  the 
wall  of  the  sigmoid  or  rectum,  as  the  case  may  be,  the  rent  in  the 
bowel  wall  can  be  closed  up  more  readily.  The  technic  of  closures 
of  the  rent  becomes  much  easier  and  a  more  satisfactory  suture 
line  can  be  obtained,  than  if  the  bowel  has  not  been  separated  by 
cleavage.  It  is  true  that  in  a  very  large  number  of  cases,  where 
the  sigmoid  has  been  adherent  to  diseased  adnexa,  and  the  outer  coat 
has  b^en  torn  during  the  liberation,  no  suturing  is  required  and  no 
harm  will  result.  The  cases  get  along  very  well  as  long  as  the 
mucous  coat  of  the  bowel  is  not  injured  and  no  bad  results  will  follow. 
Nevertheless  it  is  far  better  not  to  injure  the  outer  coat.  When 
the  lumen  of  the  bowel  has  been  entered,  the  complication  is  a  serious 
one  and  every  attempt  should  be  made  to  repair  the  mucous  surface 
as  accurately  as  possible. 

In  repairing  the  mucous  coat  of  the  sigmoid  or  upper  rectum, 
the  inaccessibleness  of  these  parts  calls  for  thorough  exposure 
and  the  skilfulness  in  placing  of  sutures.  There  is,  however,  this 
much  to  be  said  in  favor  of  these  serious  injuries,  that  with  proper 
repair  of  the  mucous  and  submucous  coat,  the  healing  power  of  these 
parts  is  phenomenal.  Having  repaired  these  injuries,  the  suture 
line  should  be  allowed  to  fall  against  some  surface  to  which  it  may 
become  adherent,  either  the  posterior  surface  of  the  uterus,  the  cul- 
de-sac  itself  or  bowel  wall.  No  drainage  material  should  be  placed 
against  the  suture  line,  and  certainly  no  gauze  drain  should  be 
placed  on  it.  If  drainage  is  called  for,  it  should  be  placed  above  the 
line  or  to  the  side  of  it.     Rubber  drain  is  preferable  to  gauze. 

Having  repaired  the  mucous  and  perhaps  the  submucous  coat 
of  the  bowel,  the  outer  coat  will  admit  of  a  more  ready  closure 
if  it  has  also  adherent  tissue  on  the  wall  to  include  in  the  suture 
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line.  If  the  adherent  bowel  was  separated  along  the  line  of 
cleavage  and  the  outer  coat  of  the  bowel  is  infiltrated  with  inflamma- 
tory produce,  then  the  suture  will  not  hold.  In  such  an  emergency, 
it  is  best  to  place  over  the  suture  line  and  mucous  surface,  a  layer 
of  omental  tissue,  and  hold  in  place  with  a  few  sutures.  When  the 
sigmoid  has  suffered  damage  to  such  an  extent  as  to  be  beyond  re- 
pair, resection  must  be  resorted  to.  This  is  a  serious  matter  in  these 
cases,  because  the  patient's  operative  endurance  has  already  been 
seriously  taxed  by  the  operation  for  the  removal  of  the  diseased 
parts.  The  added  operation  of  resection  of  bowel  must  necessarily 
call  further  on  the  power  of  the  endurance  of  the  patient. 

The  following  is  the  report  of  two  cases  where  a  tuboovarian 
abscess  was  draining  into  the  sigmoid,  and  when  the  above  out- 
lined technic  was  used  with  successful  outcome  of  the  cases. 

Mrs.  K.,  Hospital,  No.  20503,  was  admitted  to  the  hospital 
in  April,  1918.  She  was  complaining  of  having  been  ill  for  some 
years.  She  was  forty-eight  years  old,  married  twenty-eight  years, 
had  two  children  when  quite  young  and  several  abortions.  ^  She 
was  complaining  of  pain  in  the  lower  part  of  the  abdomen,  radiating 
down  on  the  left  side  on  her  thighs.     She  was  very  neurotic. 

For  the  past  two  years  she  has  had  four  attacks  of  abdominal 
pain  accompanied  by  fever  and  chills.  The  last  attack  was  four 
weeks  ago,  from  which  attack  she  has  not  fully  recovered.  The 
attacks  begin  with  abdominal  pain  and  vomiting. 

The  lower  part  of  the  abdomen  is  still  very  sore.  She  has  a 
backache  which  is  more  or  less  constant  and  is  not  able  to  get  about. 
For  years  she  has  been  suffering  with  vaginal  discharge. 

She  has  no  urinary  symptoms,  but  previously  she  has  suffered 
much  with  frequent  urination.  Her  bowels  are  constipated  and  she 
is  subject  to  indigestion.  She  often  has  severe  attacks  of  headaches 
accompanied  by  dizziness. 

Menses  are  very  irregular,  painful  and  at  times  very  profuse. 
The  pain  comes  on  with  the  flow  with  a  dull  backache  and  nausea. 
Heat  and  stimulants  relieve  the  pain  which  is  apt  to  last  all  through 
her  period  which  usually  lasts  from  five  to  six  days.  She  often 
passes  small  clots  and  there  is  always  a  bad  odor  with  each  men- 
struation. After  each  period  the  vaginal  discharge  is  increased  and 
lasts  for  about  ten  days  after  the  flow. 

About  a  year  ago  when  she  was  having  the  third  attack  of  ab- 
dominal trouble  she  was  very  sick  and  had  a  high  temperature.  At 
that  time  her  greatest  pain  was  in  her  rectum.  A  lew  days  later  pus 
escaped  by  rectum  and  her  doctor  said  that  an  abscess  broke  into  her 
bowel.  With  the  present  attack  she  has  had  no  trouble  with  the 
rectum  but  her  pain  in  the  lower  part  of  the  abdomen  was  more  severe 
than  in  the  previous  attacks. 

Physical  examination  of  the  chest  was  entirely  negative.  Pulse, 
respiration  and  blood  pressure — normal.     Palpation  of  the  abdo- 
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men  revealed  the  fact  that  she  was  tender  to  touch  along  the  lower 
part  of  the  abdomen.  The  tenderness  was  more  marked  on  the  right 
side,  extending  well  up  and  beyond  McBurney's  point.  In  fact, 
pain  could  be  elicited  at  any  point  in  the  lower  abdomen.  No 
masses  could  be  palpated  and  both  recti  were  rigid,  but  it  appeared 
that  the  rigidity  was  voluntary. 

Bimanually  examination  showed  that  the  cul-de-sac  of  Douglas  was 
filled  with  a  very  tender  mass,  hard  and  unyielding  with  no  point  of 
softening.  The  uterus  could  not  be  mapped  out  with  the  palpitat- 
ing fingers.  There  were  other  hard  masses  in  the  pelvis,  beside  the 
one  in  the  cul-de-sac.  The  entire  contents  of  the  pelvis  was  very 
tender  to  touch.  Rectal  examination  disclosed  the  same  tender 
mass  which  was  palpable  by  the  vagina,  with  no  points  of  softening. 
Through  the  speculum  the  cervix  looked  normal  with  a  plug  of  mu- 
cous in  the  external  os. 

A  diagnosis  of  diseased  adnexa  was  made  and  an  operation  ad- 
vised. When  the  abdomen  was  opened  the  following  conditions 
were  found.  The  entire  true  pelvis  was  filled  with  an  inflammatory 
mass  involving  the  uterus  and  both  adnexa.  The  omentum,  several 
coils  of  intestines  and  the  entire  sigmoid,  firmly  adherent  to  the  pelvic 
contents.  The  peritoneum  anterior  to  the  uterus  was  drawn  well 
over  the  pelvic  contents  and  held  there  by  inflammatory  adhesions. 
The  omentum  was  liberated  from  its  bed  of  adhesions;  the  coils  of 
intestines  were  liberated  by  severing  the  filamentous  adhesions. 
The  sigmoid  was  firmly  adherent  to  a  tuboovarian  mass  which 
was  absolutely  immovable  in  the  pelvis.  The  adnexa  were  firmly 
fused  with  each  other  and  to  the  uterus  as  well  as  to  the  pelvic 
peritoneum.  The  case  looked  most  discouraging.  The  mass  on 
the  left  side  was  aspirated  but  only  a  very  small  quantity  of  pus 
obtained.  Attempt  was  now  made  to  mobilize  the  sigmoid  and  avoid 
operative  injury  to  the  bowels  if  possible.  In  mobilizing  the  sig- 
moid the  inflammatory  mass  was  cut  into  and  large  masses  of  it 
were  left  hanging  to  the  sigmoid  wall.  At  one  point  the  cavity  of 
the  tuboovarian  abscess  was  communicating  with  the  bowel 
lumen.  At  this  point  the  mucous  membrane  of  the  gut  sustained  a 
tear  the  rent  extending  nearly  three-quarters  of  the  circumference 
of  the  bowel.  A  small  amount  of  bowel  contents  of  the  gut  was 
spilled  into  the  operative  field.  The  sigmoid  was  now  thoroughly 
mobilized  so  as  to  bring  this  inaccessible  portion  of  the  viscus  into- 
better  reach  for  a  repair  of  the  rent  and  closure  of  the  bowel  wall. 
Having  accomplished  this  the  injured  gut  was  now  protected  by- 
pads  and  the  pelvis  cleared  of  the  inflammatory  masses  by  the  usual 
technic.  All  bleeding  points  controlled  and  the  operative  field 
peritonealized  as  much  as  possible. 

Having  finished  the  operation  the  repair  of  the  sigmoid  was  pro- 
ceeded with.  The  rent  in  the  mucous  membrane  of  the  sigmoid 
was  sewed  with  interrupted  sutures  of  catgut,  the  knots  being  tied 
in  the  lumen  of  the  bowel.  Having  finished  this  part  of  the  opera- 
tion, the  closure  of  the  outer  wall  of  the  bowel  was  greatly  facilitated 
by  the  fact  that  there  was  a  considerable  amount  of  tissue  present 
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with  which  to  accompUsh  this.  Hanging  to  the  wall  of  the  sigmoid 
were  large  amounts  of  inflammatory  tissue  originally  the  wall  of  the 
tuboovarian  abscess.  This  tissue  was  sutured  and  with  it  the  wall 
of  the  sigmoid  was  closed  fortifying  the  line  of  sutures  in  the  mu- 
cous membrane.  Had  the  sigmoid  been  separated  from  the  tubo- 
ovarian mass  by  the  cleavage  method,  had  there  been  no  inflamma- 
tory tissue  present,  the  wall  of  the  sigmoid  could  not  have  been 
closed  and  a  resection  would  have  had  to  be  performed.  With  the 
aid  of  the  inflammatory  tissue  tags  on  the  bowel  wall  a  very  serious 
operation  of  resection  was  avoided  and  a  compUcated  affair  turned 
into  a  simple  procedure. 

Drainage  of  rubber  tissue  was  now  inserted  but  in  such  a  manner 
as  to  avoid  placing  the  drain  against  the  suture  line.  The  abdomen 
was  now  closed  in  layers  down  to  the  drainage  track.  Within  a 
few  days  of  the  operation  the  drainage  was  very  free,  but  the  bowel 
did  not  leak,  showing  that  the  suture  line  in  the  bowel  held  firmly, 
proving  also  that  the  inflammatory  tissue  is  a  structure  that  can  be 
depended  on  for  the  closure  of  rents  in  the  bowel  wall. 

In  my  hands  the  above  procedure  has  been  most  successful  and 
I  can  recommend  its  adoption  with  a  confidence  born  of  experience. 
It  is  a  dictum  with  me,  that  whenever  I  find  bowel  wall  intimately 
adherent  to  an  organ  or  tissue,  such  as  the  uterus  or  adnexa,  the 
organ  or  tissue  is  sacrificed  at  the  expense  of  the  wall  of  the  gut  and 
the  inflammatory  tissue  or  part  of  an  organ  are  freely  allowed  to 
remain  in  the  wall  of  the  bowel  without  any  detriment  or  injury 
to  the  gut. 

By  this  technic  the  bowel  wall  is  saved  from  injury,  a  very  impor- 
tant desideratum.  If  the  tags  of  tissue  on  the  bowel  wall  bleed  they 
are  sutured  and  the  oozing  controlled.  In  a  very  recent  case  a  gangre- 
nous pedunculated  fibroid  was  rolled  up  into  the  omentum  and  also 
adherent  and  fused  to  two  loops  of  small  intestines  as  well  as  the 
transverse  colon  (Hospital  No.  22058).  The  tumor  was  first 
severed  from  the  uterus  and  the  bowel  loops  freed  from  the  tumors 
by  cutting  them  away  in  such  a  manner  as  to  leave  large  portions 
of  the  tumor  on  the  bowel  wall  and  in  this  way  avoiding  any  possi- 
bility of  injury  to  the  wall  of  the  gut.  Had  the  cleavage  method  of 
separation  been  followed  in  this  case,  the  lumen  of  the  gut  might 
have  been  broken  into  which  would  have  meant  a  very  serious  com- 
phcation  in  the  operation. 

Case  II. — Mrs.  D.,  Hospital  No.  20429,  was  a  similar  case  to 
the  one  cited  above.  Here  also  a  tuboovarian  abscess  was  communi- 
cating with  the  sigmoid  colon.  The  fusion  of  the  inflammatory  mass 
with  the  sigmoid  was  absolute  and  complete.  Here  also  the  bowel 
was  mobilized  by  cutting  away  the  pus  sac  and  leaving  large  amounts 
of  inflammatory  tissue  on  the  bowel  wall.     When  the  inflammatory 
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mass  was  cleared  away  and  the  pelvis  freed  of  disease,  there  was 
discovered  a  large  hole  in  the  sigmoid.  The  mucous  membrane  was 
much  thickened  as  was  also  the  meso  sigmoid.  The  repair  of  the 
mucous  surface  was  accomplished  under  great  difficulty.  The  rest 
of  the  bowel  repair,  however,  was  readily  affected  owing  to  the  fact 
that  tlie  sac  wall  served  a  good  purpose  for  the  task  at  hand.  In 
this  case  there  was  a  large  amount  of  free  ptis  in  the  pelvis  soiling 
the  pelvic  peritoneum.  Drainage  was  placed  both  by  way  of  the 
vagina  and  lower  angle  of  the  abdominal  incision.  The  drainage 
was  not  placed  in  contact  with  the  line  of  incision.  The  convales- 
cence was  very  stormy  and  although  the  drainage  both  above  and 
below  was  very  free,  the  repaired  bowel  wall  held  and  no  leakage 
occurred.  The  case  cited  here  convinced  me  most  emphatically 
that  tissue  consisting  of  walls  of  pus  sacs  have  considerable  vitality 
and  that  they  can  be  utilized  for  purposes  of  repair  of  injured  and 
traumatized  bowel  wall,  and  further  that  the  repaired  wall  holds 
in  a  very  large  number  of  cases.  Therefore,  given  a  case  of  diseased 
adnexa  which  has  become  fused  to  the  sigmoid  by  inflammation, 
the  separation  should  be  accomplished  not  along  the  line  of  cleavage 
between  the  two  organs,  but  that  the  bowel  should  be  freed  by  cut- 
ting the  diseased  tissue  away  from  it.  The  bowel  is  thus  freed  by 
a  "no-cleavage"  method.  The  tissues  allowed  to  hang  on  to  the 
wall  of  the  gut  will  do  no  harm  and  if  necessary  these  tags  of  tissues 
can  be  utilized  for  purposes  of  repair  of  the  wall  of  the  bowel. 
501  West  One-hundred  and  Tenth  Street. 
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CONTRAINDICATIONS  TO  THE  USE  OF  HYDROSTATIC 
BAGS  IN  OBSTETRICS.* 

BY 
EDWARD  T.  HULL,  M.  D.,  F.  A.  C.  S., 

New  York.  N.  Y. 

The  subject  of  this  paper  was  suggested  to  me  recently  by  a  patient 
in  my  office,  who  inquired  what  I  thought  of  "dehvery  by  appoint- 
ment." This  was  a  new  term  to  me  and  sounded  interesting.  On 
further  inquiry  and  after  talking  with  other  patients,  I  found  a 
more  or  less  general  knowledge  among  them  of  this  new  method 
for  confinement. 

I  believe  that  it  is  being  practised  by  an  increasing  number  of 
physicians;  that  labor  is  being  induced  frequently  without  sufficient 
regard  to  definite  indications,  and  with  a  resulting  mortality  and 
morbidity. 

These  physicians  as  they  explain  to  their  patients  with  apparent 
pride,  are  able  to  start  up  labor  at  any  time  they  wish,  and  so  we 
have  "delivery  by  appointment."  They  induce  labor  presumably 
at  term,  as  near  as  they  can  estimate  that  time,  and  possibly  at  a 
time  of  most  convenience  to  themselves. 

We  have  recently  been  through  a  period  of  fads  and  propaganda, 
such  as  the  routine  use  of  pituitrin  and  twilight  sleep,  until  they  have 
been  well  thrashed  out  and  we  should  now  thoroughly  understand 
the  advantages  and  disadvantages  of  these  methods;  where  they  are 
of  service  and  where  a  danger.  Now  it  seems  opportune  that  we 
could  take  up  "delivery  by  appointment."  With  articles  appearing 
in  the  medical  journals  on  induction  at  term,  with  an  increasing 
number  of  physicians  practising  it,  and  with  the  laity  already  talk- 
ing, it  would  seem  timely  to  discuss  this  subject. 

There  is  no  intention  in  this  paper  to  minimize  the  usefulness  of 
bags  in  the  well-founded  indications,  such  as,  some  cases  of  acci- 
dental hemorrhage,  eclampsia,  incomplete  placenta  previa,  certain 
cases  of  dry  labor,  and  occasionally  overgrowth  of  fetus  after  a 
number  of  pregnancies.  The  author  has  many  times  used  the 
method  with  great  satisfaction  and  considers  it  a  therapeutic 
measure  of  great  value  where  properly  indicated.    Like  most  other 

*  Read  at  a  meeting  of  the  New  York  Obstetrical  Society,  January  14,  1919. 
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valuable  therapeutic  aids,  however,  it  is  an  instrument  that  is  dis- 
appointing and  capable  of  causing  great  loss  of  life  where  improperly 
used. 

Before  introducing  a  bag  for  the  induction  of  labor,  we  should 
satisfy  ourselves  that  the  cervix  is  dilatable  with  a  bag,  and  also 
that  there  is  good  reason  for  believing  that  labor  pains  will  be  in- 
duced. In  other  words  guard  against  rigid  cervix  and  primary 
uterine  inertia.  I  have  two  cases  in  mind  where  bags  were  intro- 
duced, and  after  having  used  continuous  traction  with  a  2-pound 
weight  over  the  foot  of  the  bed  for  twenty-four  hours,  all  that  had 
been  accomphshed  was  some  dilatation  of  the  internal  os  with  no 
thinning  out  of  the  lower  segment  and  no  dilatation  of  the  external 
OS.     These  cases  I  delivered  by  vaginal  Cesarean  section. 

Anyone  who  has  used  bags  extensively  can  recall  cases  where  large 
bags  have  opened  the  cervix,  effectual  labor  pains  did  not  develop, 
and  operative  delivery  was  necessary. 

Rigid  cervix  is  most  frequently  seen  in  primpara  before  the  last 
weeks  of  pregnancy  or  following  cicatrices.  A  former  trachelor- 
rhaphy has  not  caused  the  complication  in  my  experience.  Uterine 
inertia  is  difficult  to  foresee  except  with  a  history  of  previous  labors. 

Where  great  haste  is  necessary  in  delivery,  bags  are  contraindi- 
cated,  as  in  severe  accidental  hemorrhage,  threatened  edema  of  lungs, 
tonic  uterus  or  acute  failure  of  cardiac  compensation. 

Where  induction  of  labor  is  solely  in  the  interest  of  the  child,  the 
mother  must  be  in  such  condition  that  she  will  probably  live  through 
the  delivery.  Under  these  circumstances  more  rapid  methods,  such 
as  vaginal  Cesarean  will  probably  be  indicated. 

In  contracted  pelvis  with  a  true  conjugate  of  7-7.5  bagging  is 
contraindicated.  In  cases  of  relative  disproportion  or  border-Hne 
contraction,  I  have  discontinued  the  use  of  bags  and  the  induction 
of  premature  labor.  After  some  experience  with  premature  babies 
of  sufficient  size  and  nutrition,  near  enough  to  full  term  to  be  theoret- 
ically good  risks  and  yet,  lacking  something  vitally  necessary,  I 
have  adopted  the  expectant  method  of  treatment,  combining  diet 
and  exercise  with  a  trial  labor,  close  watch  of  fetal  heart,  rectal 
examinations  and  keeping  the  patient  in  condition  for  operative 
delivery  if  necessary,  with  better  results. 

In  the  treatment  of  contracted  pelvis  by  induction  of  premature 
labor,  the  following  results  are  quoted  by  Williams:  maternal  mor- 
tality 1.03  per  cent.,  fetal  mortality,  39  per  cent,  and  including  those 
that  died  during  the  first  year,  over  50  per  cent.  De  Lee  quotes  a 
maternal  mortality  of  1.4  per  cent,  with  a  considerable  morbidity 
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due  to  lacerations  of  cervix  and  pelvic  floor  with  forceps  deliveries; 
general  fetal  mortality  30-60  per  cent.  Contrast  with  these  results 
the  fact  that  80  per  cent,  of  cases  of  contracted  pelvis,  including  all 
degrees  of  contraction  deliver  themselves  spontaneously  if  given  a 
trial  labor.  Of  the  20  per  cent,  requiring  operative  assistance,  10 
per  cent,  only  require  major  operative  interference  (Williams).  If 
this  10  per  cent,  were  delivered  by  Cesarean,  the  maternal  mortality 
would  be  less  than  by  induction  of  premature  labor  with  a  saving  of 
a  much  larger  proportion  of  babies.  A  loss  of  50  per  cent,  of  babies 
by  premature  induction  as  opposed  to  a  loss  of  only  4  per  cent,  (from 
pelvic  contraction)  may  be  noted  in  WilUam's  series  of  cases  treated 
by  the  expectant  method. 

Complete  ,placenta  previa  with  a  viable  child  should  usually  con- 
traindicate  bagging.  Cesarean  section  offers  the  only  chance  for 
the  baby  and  reheves  the  mother  of  the  most  frequent  cause  of 
death,  hemorrhage  plus  shock. 

The  presence  of  virulent  infection  of  the  external  genitals  or 
vagina  should  contraindicate  the  use  of  a  bag. 

What  should  be  our  attitude  toward  the  question  of  frequent  or 
routine  bagging  of  normal  cases  at  term?  Provided  there  were  suffi- 
cient reason  for  interfering  in  these  cases,  including  the  convenience 
of  the  physician  or  the  patient,  could  it  be  carried  out  without 
danger?  In  answer  to  this  question  it  must  be  admitted  that  an 
extended  use  of  bags  by  the  best  obstetricians  over  a  period  of  a 
number  of  years  has  amply  demonstrated  that  with  the  best  tech- 
nic  and  indications  that  they  can  apply,  there  is  a  considerable 
danger  in  their  use,  even  in  selected  cases.  Among  these  dangers 
are  infection,  prolapse  of  cord,  displacement  of  presenting  part, 
abnormalities  in  mechanism,  an  increased  number  of  operative 
deliveries,  asphyxia,  atalectasis,  prematurity,  etc.  It  is  not  good 
logic  to  disregard  the  accumulated  knowledge  of  years  of  experience 
and  we  cannot  be  rightly  accused  of  being  bound  by  tradition  if  we 
fail  to  accept  all  statements  to  the  contrary. 

The  obstetrician  who  is  able  to  repeatedly  induce  labor  with  bags 
at  full  term  without  danger  should  be  congratulated  as  should  the 
one  who  reports  large  numbers  of  pubiotomies  without  morbidity 
or  mortality.  It  does  not  follow  that  satisfactory  results  could  be 
obtained  by  those  who  do  the  major  part  of  obstetrical  work. 

If  there  were  sufficient  reasons  for  routine  bagging  at  term,  how 
could  we  in  every  case  determine  the  proper  time  for  the  operation? 
To  estimate  accurately  the  size  and  condition  of  the  unborn  child 
is  a  matter  of  great  difficulty  even  in  the  hands  of  those  most  expert, 
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as  is  also  the  problem  of  the  amount  of  resistance  which  will  be 
ofifered  by  the  pelvis  and  soft  parts. 

Mueller's  method  of  impressing  the  head  into  the  inlet,  along  with 
measurements  of  the  fetal  head  and  palpation  gives  us  a  very  fair 
idea  of  the  size  of  the  child.  But  often  the  size  of  the  child  does 
not  indicate  its  maturity.  One  fetus  will  weigh  5  pounds,  at  eight 
months  and  another  5  pounds  at  full  term.  The  head  measure- 
ments may  be  the  same  and  the  length  of  the  child  cannot  be  deter- 
mined in  utero.  More  than  this  cephalometry  gives  no  information 
as  to  the  moldability  of  the  head,  or  the  amount  of  resistance  it 
will  afford  during  birth.  It  is  also  impracticable  to  go  by  dates 
as  to  the  time  of  full  term.  Even  the  duration  of  pregnancy  is  still 
under  discussion  and  the  time  of  impregnation  does  not  necessarily 
bear  a  direct  relation  to  the  menstruation.  It  is  not  uncommon  to 
see  a  patient  go  two  or  three  weeks  over  the  expected  time  of  con- 
finement, and  then  give  birth  by  a  normal  labor  to  a  small-sized 
child,  of  normal  measurements  and  development. 

In  considering  dystocia,  the  size  of  a  fetus  is  of  course  only  of 
importance  when  compared  with  the  size  of  the  passage.  The 
normal  pelvis  offers  very  little  resistance  to  the  passage  of  the  average 
child.  Williams  states  that  it  is  "very  exceptional  for  a  normally 
formed  child  weighing  less  than  10  pounds  to  give  rise  to  dystocia 
by  its  mere  size."  Every  one  knows  the  rarity  of  babies  of  this 
birth  weight,  and  yet  induction  at  term  is  advocated  in  all  cases  to 
avoid  the  possibility  of  this  rarity.  If  our  examination  indicates 
oversize  of  the  fetus  the  problem  is  the  same  practically  as  in  border- 
line contraction  and  should  be  managed  accordingly. 

Dystocia  from  soft  parts  is  of  much  more  frequent  occurrence 
than  from  disproportion  with  the  pelvis.  It  is  this  condition  which 
complicates  largely  primiparous  labor  and  differentiates  it  from 
labor  in  the  multipara.  The  bag  overcomes  the  resistance  of  these 
parts  somewhat.  But  does  it  do  so  to  the  best  advantage?  There 
is  no  doubt  that  it  is  impossible  to  get  perfect  dilation  of  the  par- 
turient canal  by  use  of  the  bag  alone.  Complete  dilation  of  the 
cervix  can  only  be  accomplished  by  Nature's  labor  pains.  During 
the  last  days  of  pregnancy  the  cervix  thins  out,  frequently  the 
internal  os  becomes  obliterated  and  the  lower  segment  is  formed. 
With  labor  the  cervical  canal  is  obliterated  and  retracted  and  then 
the  external  os  thins  out  and  dilates.  With  full  dilatation  this  is 
entirely  retracted  and  has  lost  its  contractable  power.  The  cervix 
dilated  with  the  bag  on  the  other  hand,  even  though  the  large  size  is 
pulled  or  pushed  through,  giving  five  fingers'  dilation,  has  not  ceased 
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to  be  an  obstacle  to  delivery.  It  remains  thick  and  contractable; 
it  is  not  thinned  out,  retracted  or  paralyzed.  With  contractions 
of  the  uterus  it  grips  the  presenting  part,  obstructing  advance  and 
should  forceps  or  breech  extraction  be  attempted,  it  will  grasp  the 
head  to  be  released  only  by  laceration  or  incision.  To  prevent 
dystocia  from  soft  parts  in  the  normal  cases,  avoid  introduction  of  a 
bag  before  the  lower  segment  is  prepared,  and  better,  allow  spon- 
taneous labor  to  institute  itself. 

Granting  that  we  did  decide  that  baby  was  large  enough  and 
apparently  at  term,  how  are  we  going  to  be  able  to  determine  when 
the  child  in  uterus  is  in  favorable  condition  for  taking  up  extrauter- 
ine life?  A  child  born  under  every  favorable  circumstance,  at  full 
term  is  a  very  delicate  proposition.  So  true  is  this  that  the  phy- 
sician should  guard  against  making  definite  promises  as  to  the 
child's  immediate  future. 

It  is  much  safer  to  say  that  a  new-born  child  is  apparently  normal 
in  every  way,  and  has  every  indication  for  favorable  development,  at 
the  same  time  realizing  that  it  is  impossible  to  tell  in  advance  how 
much  vital  force  or  resistance  the  child  will  have  under  the  new 
conditions  to  which  it  is  subjected  after  birth.  Are  its  organs  or 
vital  functions  properly  equipped  for  taking  up  their  new  work? 
Will  the  digestive  organs  properly  functionate  in  taking  up  digestion 
and  assimilation,  will  the  lungs  and  heart  functionate  properly  or 
will  the  child  develop  cyanosis  or  asphyxia  from  organic  and  func- 
tional defects,  will  the  heat  centers  maintain  the  body  temperature 
to  the  right  degree?  The  new  existence  of  the  child  is  experimental 
and  we  cannot  tell  in  advance  what  it  will  be  able  to  do.  How  are 
we  going  to  be  able  to  determine  before  birth,  either  at  full  term  or 
before,  what  the  degree  of  development  of  these  vital  functions? 

We  all  see  babies  of  apparently  healthy  parents,  born  with  normal 
easy  labor,  in  good  nutrition  and  size  who  lack  the  vitality  nec- 
essary to  take  up  an  independent  existence.  We  also  see  poorly 
nourished  babies,  born  under  unfavorable  circumstances,  perhaps 
with  a  difficult  labor  or  premature,  who  do  well  right  from  the  start. 
Their  food  agrees  with  them,  their  temperature  remains  normal, 
they  cry  lustily  and  soon  outstrip  the  others. 

We  have  no  means  of  determining  in  an  unborn  child  the  degree 
of  vitality  it  possesses,  or  whether  it  has  developed  its  functions  suffi- 
ciently to  take  up  an  extrauterine  existence.  Prematurity  is 
frequently  present  in  these  babies  who  do  badly  in  spite  of  every 
up-to-date  facility  for  care,  and  may  be  the  result  of  bagging  for 
premature  induction  or  a  mistaken  estimation  of  full  term. 

253  West  Eighty-ninth  Street. 


bishop:  gynecologic-obstetric  personnel  361 


GYNECOLOGIC-OBSTETRIC  PERSONNEL  IN  A 
SEMIPRIVATE  HOSPIT.AL.* 

BY 
ELIOT  BISHOP,  M.  D., 

Brooklyn,  N.  Y. 

In  the  last  eighteen  months,  at  least  four  members  of  this  Society 
have  written  on  the  subject  herewith  discussed,  yet  I  do  not  feel 
that  the  details  of  internal  and  intensive  organization  have  been 
crystallized  as  I  shall  try  to  do  in  the  following  pages.  A  skeletal 
structure  of  the  attending  staff  has  been  proposed  with  no  model 
being  definitely  accepted,  but  very  rarely  has  the  resident  and  nurs- 
ing situation  been  discussed  and  correlated.  I  shall  later  take  up 
the  subject  from  these  three  aspects;  but  before  I  do  so  I  want  to 
call  attention  to  the  difficulties  of  the  problem  under  consideration. 
The  old  question  of  a  gynecological  patient  with  extrapelvic  lesions 
and  the  obstetric  patient  who  needs  Cesarean  is  solved  differently 
in  different  quarters.  The  late  Dr.  Cragin  told  me  that  his  prede- 
cessor never  touched  a  knife  and  the  medical  obstetrician  in  a  most 
complete  and  modern  hospital  refers,  as  did  the  visiting  obstetrician 
during  my  internship  of  not  many  years  ago,  all  Cesareans  to  the 
surgeons.  An  accomplished  obstetric  friend  of  mine  in  Boston  who 
does  many  Cesarean  sections,  refers  his  gynecological  patients  to  a 
gynecologist  "up  the  street"  for  care. 

In  a  circular  of  the  American  College  of  Physicians,  the  surgeon 
is  referred  to  as  the  handmaiden  of  the  internist.  Shall  the  obstet- 
rician be  the  same,  and  in  the  case  of  the  cardiacs,  the  tuberculars 
and  the  toxemics,  simply  terminate  pregnancy  at  the  request  of  the 
physician?  Again,  if  obstetrics  is  surgery,  should  any  pediatrics 
be  done,  or  shall  the  child  be  admitted  to  the  pediatric  service  as 
soon  as  the  cord  is  tied  and  dressed,  as  is  done  in  Minnesota? 
Should  the  diagnosis  and  care  of  female  syphilitics  be  undertaken 
by  the  gynecologist,  and  if  so,  for  how  long? 

With  so  much  variation  in  apparently  similar  institutions,  can 
you  wonder  at  the  perplexity  of  a  lay  board  of  trustees?  Usually  the 
proposition  is  settled  by  the  dominance  of  a  man  or  group  of  men 
on  the  attending  staff,  the  tide  turning  from  time  to  time. 

*  Read  at  a  meeting  of  the  New  York  Obstetrical  Society,  January  14,  1919. 
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While  the  general  surgeon  may  say  that  every  child  should  be 
born  in  an  orderly  way  by  Cesarean  section,  Dame  Nature  has 
ordained  otherwise,  and  this  affects  two  other  departments  of  the 
hospital.  The  irregularity  in  time  of  obstetric  operations  upsets  the 
nursing  force,  while  their  irregularity  in  gravity  is  frequently  more 
than  can  be  borne  by  even  the  internes. 

Having  laid  out  something  of  the  task,  let  the  writer  with  temer- 
ity and  timidity  approach  the  solution. 

the  attending  staff. 

Numerous  papers  at  great  length  have  been  written  on  the  organi- 
zation of  the  attending  staff,  and  I  shall  very  briefly,  possibly  dogmat- 
ically, survey  that  subject,  giving  what  I  believe  to  be  the  views  of 
the  majority  of  clinicians.  For  purpose  of  orientation,  let  us  take 
as  our  unit  forty  ward  beds — 'twenty  each  of  gynecology  and  obstet- 
rics and,  of  course,  a  flexible  number  of  private  beds' — averaging 
thirty-five.  A  larger  service  under  one  head  is  cumbersome  and 
ought  to  be  divided;  a  smaller  service  does  not  permit  of  enough 
cases  to  absorb  the  interest  of  a  sufficiently  large  personnel  for  good 
organization. 

I  think  we  are  all  agreed  that  a  service  should  be  continuous  and 
single  headed.  I  feel  very  strongly  that  "a  gynecologist  is  better 
for  his  obstetrics"  and  "an  obstetrician  is  better  for  his  gynecology." 

There  should  be  three  men  next  in  line  to  the  chief,  each  one  able 
to  bear  the  burden  of  routine  ward  work,  and  each  one  being  trained 
to  succeed  the  chief.  I  shall  refer  to  them  as  associates.  Each  as- 
sociate should  have  definitely  assigned  to  him  an  assistant  to  be  the 
skeleton  of  proper  team  work,  and  as  many  clinic  assistants  as  can  be 
kept  busy. 

The  duties,  interrelation  and  authority  of  each  and  all  of  these 
four  grades  are  complex,  and  depend  for  success  on  the  organizing 
abilities  of  the  chief.  A  genius  of  great  vision  or  a  great  chnician 
may  fail  with  such  a  task,  while  a  man  of  very  mediocre  technical 
ability  can  succeed  and  produce  a  strong  service  if  he  be  gifted  with 
the  power  of  organization. 

A  chief  must  have  absolute  control  over  his  entire  staff,  appoint- 
ing and  discharging  at  will.  Without  this,  curiously,  technical  au- 
thority becomes  unbalanced,  and  the  service  suffers.  He  must 
arrange  the  periods  of  work  of  the  different  members  of  his  staff. 
I  have  mentioned  three  associates,  each  with  an  assistant.  One 
should  be  assigned  to  obstetrics,  another  to  gynecology,  and  the 
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third  team  to  rest,  research,  observation,  inspection  and  substitution. 
The  unit  of  time  has  seemed  best  to  be  put  at  four  months.  The 
nature  of  the  duties  of  each  of  the  first  two  teams  is  obvious,  except 
I  would  like  to  suggest  my  own  arbitrary  but  practical  distinction 
in  one  service  between  obstetrics  and  gynecology.  "Patients  who 
present  the  problem  of  the  passage  of  a  fetus  of  the  sixth  month  or 
more  are  assigned  to  obstetrics — all  other  patients  to  gynecology." 
On  obstetric  duty,  the  associate  should  be  immediately  responsible 
for  the  usual  work,  using  the  chief  as  an  active  consultant.  Reports 
from  the  resident  staff  should  be  to  him  directly,  and  assignment  of 
responsibility  going  down  from  him  to  the  assistant  at  his  discretion, 
and  consultation  requests  coming  back  to  him,  and  then  to  the 
chief  as  the  need  may  be.  The  assistant  should  have  active  charge 
of  the  dispensary  with  as  many  clinic  assistants  as  may  be  desired. 
Here,  consultation  also  should  be  frequent  and  through  the  associate 
up  to  the  chief.  The  assistant  should  shift  from  the  obstetric, 
dispensary  to  the  gynecological  or  off-duty  as  the  service  shifts  with 
the  time  unit  of  rotation. 

In  gynecology,  the  associate  should  be  immediately  responsible 
for  the  usual  work,  reporting  for  consultation  to  the  chief  any  patient 
whose  pathology  and  treatment  is  not  obvious.  The  assignment  for 
study  and  treatment  should  be  by  him  down  the  line  even  in  some 
cases  to  a  clinic  assistant  with,  of  course,  discrete  care  for  the  rights 
and  desires  of  the  residents.  The  question  of  assisting  at  operation 
on  ward  patients  I  shall  take  up  when  I  discuss  the  resident  staff. 

The  responsibility  of  histories  and  records  in  each  division  is  also 
the  associate's,  and  such  records  should  be  ready,  as  well  as  dressings, 
for  an  examination  by  the  chief  on  regular  rounds,  preferably  weekly. 
The  operating  by  the  chief  should  be  on  a  few  selected  or  unusual 
cases  at  a  weekly  clinic. 

The  duties  of  the  third  team  of  associate  and  assistant  present 
some  ideas  that  are  possibly  not  common  in  practice  except — rest. 
I  think  most  of  us  feel  after  a  few  months  of  intense  ward  work  that 
we  want  that.  No  one  can  carry  on  a  research  problem,  if  inter- 
ruptions constantly  occur  for  ward  work,  in  addition  to  the  very 
necessary  calls  of  private  patients.  The  best  product  of  research 
is  that  initiated  by  the  producer.  Some  of  us  so  lack  in  imagina- 
tion that  we  have  to  be  put  at  a  task.  That  may  be  done  by  even  a 
junior  who  asks  an  embarrassing  question  or  it  may  be  assigned  by 
the  chief  of  the  service,  or  an  editor  of  a  journal,  or  even  by  the 
secretary  of  a  society.  Suffice  it  to  say  every  man  should  produce 
something  at  least  once  a  year,  even  if  he  modestly  consigns  it  to 
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the  scrap  basket,  not  forgetting,  however,  that  enthusiasm  to  write 
may  make  only  a  short  step  from  prolific  to  prolix. 

Of  much  more  value  to  a  service  in  work  by  this  third  team  is  ob- 
servation. Once  a  week  another  clinic  should  be  visited  and  proper 
notes  made,  not  forgetting  that  the  less  pretentious  clinics  often 
do  things  well,  if  not  the  best,  and  in  all  cHnics,  the  less  spec- 
tacular parts  are  too  often  overlooked  for  information. 

In  the  larger  units  of  military  organization,  there  is  attached  to 
headquarters  one  or  more  inspectors-general  who  observe  in  their 
own  unit,  and  report  to  the  commanding  officer.  I  feel  it  is  im- 
possible for  a  chief,  himself,  to  inspect,  and  while  he  should  at  all 
times  give  a  ready  ear  to  any  junior  for  suggestions,  a  recognized 
inspector's  opinion  would  lend  more  weight.  Such  inspections 
should  be  at  regular  and  irregular  intervals  in  operating  and  deliv- 
ery rooms;  on  rounds  of  the  attending  staff  and  the  house  staff; 
into  diet  kitchen  and  service  room;  into  records  and  to  patients' 
bedsides;  to  the  nurseries  and  dispensary;  with  an  occasional  dis- 
crete visit  of  inquiry,  not  criticism,  to  the  directress  of  nurses  and 
the  executive  offices  of  the  hospital.  In  fact,  the  inspector  is  always 
an  observer  and  inquirer;  eyes  and  ears  are  used  to  the  exclusion 
of  the  tongue.  Criticism  must  come  only  from  the  chief.  On  this 
basis  alone  can  such  a  scheme  be  of  use  to  the  service. 

THE    RESIDENT    STAFF. 

Utopia  in  hospital  service  will  never  be  attained,  until  the  persons 
in  authority  live  in  the  hospital  or  on  the  hospital  grounds.  Against 
great  opposition,  this  has  been  done  in  a  magnificent  institution 
within  a  few  hundred  miles.  Coupled  with  this,  there  will  have  to 
exist  between  institution  and  physicians  some  joint  system  of 
economics.  In  spite  of  the  hue  and  cry,  in  spite  of  theoretical  and 
practical  objection,  such  a  combination  can  be  made  a  success.  The 
specialty  we  practise  kept  many  of  us  out  of  the  war,  but  in  it,  the 
value  of  intimate  organization  has  been  demonstrated  so  well  that, 
with  reconstruction,  we  may  find  ourselves  in  some  sort  of  copart- 
nership or  contractural  relation  with  our  institutions  whether 
semiprivate  or  State  owned.  Under  such  a  scheme,  the  organiza- 
tion of  the  medical  staff  is  greatly  simplified.  There  is  no  break 
between  the  attending  and  the  resident  staff.  Great  economy  of 
mental  and  physical  effort  develops  at  once  with  the  resulting  con- 
servation of  what  we  hear  so  much — man  power.  An  excellent 
illustration  nearer  home  occurred  last  winter.     When  the  call  of 
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the  government  upset  our  balance  of  internes,  an  assistant  at  one 
of  the  prominent  hospitals  patriotically  gave  up  his  private  practice, 
and  became  a  resident  for  a  few  months.  What  happened?  In 
spite  of  a  numerical  decrease  in  our  "man  power,"  the  quantity 
and  the  quality  of  the  service  materially  increased. 

Aside  from  the  few  exceptions  in  some  great  medical  centers, 
gynecology  and  obstetrics  are  taken  care  of  in  general  hospitals, 
and,  as  a  part  of  rotating  services,  internes  come  to  us  with  the  feeling 
I  myself  had  at  the  time.  The  gynecology  in  my  Alma  Mater 
was  fairly  well  done  by  general  surgeons,  and  a  small  amount  of 
abnormal  obstetrics  indifferently  by  the  physicians.  I  approached 
obstetrics  with  no  enthusiam  and  left  it  with  joy.  The  visiting  had 
Httle  more  enthusiasm  and  frequently  we  all  climbed  out  of  neglected 
cases  with  no  more  credit  than  happens  to  the  usual  run  of  meddle- 
some male-midwifery.  As  a  commentary  on  the  combination  of 
these  two  branches,  some  of  the  same  internists  since  have  honored 
me  with  some  of  their  obstetric  and  gynecological  problems.  Aside 
from  the  glamour  of  our  gynecological  operating  room  and  a  few 
Cesareans,  what  attraction  do  we  offer  to  compensate  for  sleepless 
nights  and  tedious  waiting?  The  period  being  too  short  to  produce 
gynecological  or  obstetrical  operators,  there  is  only  one  answer — well- 
organized  instruction,  and  the  best  and  most  available  source  of 
instruction  is  a  properly  trained  Resident,  and  arbitrarily  I  want 
to  state  that  no  obstetric  service  as  organized  to-day  is  complete 
without  a  Resident.  The  gynecological  side  can  run  with  no  in- 
terne or  resident  if  a  conscientious  attending  staff  is  supported  by 
intelligent  nursing,  but  to  an  obstetric  service,  irrespective  of  either 
the  number  of  internes,  or  the  size  of  the  attending  staff,  the  Resi- 
dent has  demonstrated  his  absolute  necessity.  Granted  the  Resi- 
dent, what  shall  be  his  authority  and  duties?  With  a  service  of 
the  size  I  have  mentioned  as  a  unit' — -twenty  gynecological,  twenty 
obstetric  and  thirty-five  private  beds — the  Resident  must  have  the 
relation  of  an  advanced  interne  to  all  private  patients,  realizing  of 
course  the  many  personal  equations  to  adjust;  later  being  allowed 
to  care  for  his  own  private  patients. 

Routine  pre-  and  post-operative  treatments,  and  observations 
should  be  instituted  by  him.  Private  histories  and  physical  exami- 
nations except  for  emergencies  would  have  to  be  left  to  personal 
adjustment,  all  parties  being  considered. 

In  the  gynecological  ward,  the  Resident  has  an  unlimited  field 
for  teaching- — -in  the  proper  working  up  of  the  case-history,  general 
bedside  and  laboratory  and   consultation   examinations  plus   the 
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local  investigations.  Hereby,  he  can  show  the  interne  how  to  com- 
plete his  picture  of  gynecological  disease  and  treatment:  etiology, 
pathology,  operation  and  discharge. 

In  the  gynecological  operating  room  for  ward  patients,  his  posi- 
tion should  be  that  of  so-caUed  second  assistant  with  the  exceptions 
of  the  first  two  or  three  weeks  of  the  interne's  service,  and  some 
special  cases  at  other  times.  The  interne  should  be  first  assistant 
for  several  reasons.  He  is  a  more  enthusiastic  worker  then,  for 
he  appreciates  his  responsibility  the  more.  He  also  has  a  chance 
to  study  pathology  and  processes  of  surgical  treatment,  and  he 
appreciates  the  better  the  difficulties  therein.  Conversely,  the 
position  of  second  assistant  is  primarily  an  administrative  one  and 
rests  well  with  the  Resident.  He  can  control  the  conduct  of  the 
operating  room — the  arrival  and  dispatch  of  patients.  He  insures 
the  proper  transmission  to  the  operator  of  his  instruments,  sutures, 
etc.  He  can  with  a  quiet  word  instruct  the  interne  on  his  duties 
as  assistant.  In  private  operating,  the  operator  is  entitled  to  pro- 
vide and  arrange  his  assistants  as  seems  best.  The  associate, 
being  in  control  of  the  routine  operating,  should  assign  operations 
to  the  assistant,  the  Resident,  or  the  interne,  as  he  sees  fit;  the  as- 
sistant or  himself  acting  as  an  assistant  in  an  operation  of  impor- 
tance, thus  keeping  three  men  at  the  field,  except  in  the  smaller  pro- 
cedures. In  vacation  period,  a  cHnic  assistant  steps  into  the 
vacancy,  thus  getting  his  hands  on  the  lower  rungs  at  least  of  the 
ladder. 

In  the  case  of  obstetric  patients,  the  Resident  is  of  the  utmost 
value.  Next  to  the  attending  stafi',  he  is  the  most  nearly  perma- 
nent factor  and,  in  relation  to  details  that  may  so  quickly  change, 
he  is  even  more  stable  because  he  "lives  in."  Errors  which  are 
bound  to  pass  unobserved  on  ward  rounds  and  during  an  engrossing 
deUvery,  he  will  observe  and  correct  from  hour  to  hour.  The  only 
way  to  properly  observe  an  obstetric  case  is  to  live  with  it  and  this 
he  is  doing  day  by  day.  He  should  be  responsible  for  all  ward 
work,  delegating  all  that  possibly  can  be  borne  in  quality  and  amount 
to  his  internes.  He  should  arrange  for  their  times  off  duty,  re- 
garding closely  the  hours  spent  in  the  hospital  and  at  the  labor 
bedside,  and  I  do  not  believe  a  calendar  schedule  can  be  followed 
arbitrarily  in  this  matter.  It  takes  a  rare  personality  to  handle 
this  every  day  problem  well  enough  to  care  properly  for  patients 
and  to  keep  everybody  contented.  Care  of  patients  should  be 
assigned  with  regard  to  continuous  individual  responsibility,  as 
far  as  possible,  thus  simulating  the  problem  of  a  man  in  outside 
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practice.  A  patient  should  be  seen  through  from  her  admission 
to  her  discharge  by  the  same  person,  help  and  consultation  being 
called  for  with  the  greatest  freedom.  The  laboratory  investigation 
should  be  done  by  the  interne  assigned  to  the  patient,  thereby 
stimulating  personal  interest.  The  laboratory  observations  of  pri- 
vate patients  should  be  arranged  for  by  the  executive  side  of  the 
hospital  on  some  system  of  direct  or  indirect  payment  of  techni- 
cians in  the  pathological  department.  Tissue  examination  should  be 
studied  under  supervision  of  the  attending  pathologist  by  the  as- 
sistant. With  this  arrangement  of  work,  two  internes  working 
under  a  Resident  are  sufficient.  In  a  general  hospital  of  a  size 
to  be  inferred  from  my  number  of  gynecological  and  obstetric 
patients,  250  to  300  beds,  there  would  be  work  at  the  same  time 
for  four  surgical  internes,  two  medical,  a  pathological  and  two 
ambulance  surgeons.  On  shifting  every  two  months,  this  would 
make  a  twenty-two  months'  service  of  excellent  balance.  What 
shall  be  the  duties  and  authority  of  the  internes?  One  may  be 
called  the  senior  of  the  other  in  length  of  time  upon  the  service, 
and  the  routine  ward  rounds  may  be  assigned  upon  that  basis, 
but  the  assignment  of  patients  cannot  be  worked  out  at  all  on  the 
same  scheme.  There  must  be  periods  off  for  rest  and,  as  I  referred 
to  in  my  introduction,  gravity  of  obstetric  operations  waits  not  upon 
the  clock.  If  only  multiparas  were  assigned  to  a  junior,  he  would 
quite  properly  be  in  revolt  after  a  couple  of  weeks.  Patients 
should  be  seen  on  admission  by  one  or  the  other  of  the  internes  and 
reported  to  the  Resident  who  makes  the  assignment  for  care  all 
through.  Reports  based  upon  possible  dystocia  should  come  to 
him  with  regularity;  perineal  injuries  involving  musculature  also 
should  be  reported,  and  their  repair  should  attain  the  dignity  of 
full  surgical  anesthesia  with  sufficient  equipment  and  assistance. 
Patients  needing  help  from  one  of  the  visiting  staff  are  referred 
by  the  Resident  to  the  associate  on  duty,  who  may  either  look  for  as- 
sistance to  the  chief  or  delegate  his  assistant.  One  of  them  should 
be  present  at  a  major  operative  procedure  assigning  the  operating 
to  himself,  the  Resident  or  the  interne  on  a  proper  basis  of  instruc- 
tion. The  clinic  assistants  also  should  be  invited  to  be  present  at 
every  procedure  of  interest. 

the  nursing  force. 

This  problem  is  one  that  has  to  be  solved  on  more  nearly  hard 
and  fast  rules  than  the  preceding  ones.     Pupil  nursing  is  so  nearly 
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universal  that  it  may  be  considered  as  such.  Immediately  that 
brings  up  all  the  problems  of  a  school,  and  a  boarding  school  at 
that,  in  the  matter  of  discipline,  instruction,  interlocking  of  different 
courses,  practical  and  theoretical,  night  duty,  meal  hours,  etc. 
The  first  premise  is  that  the  directress  of  nurses  of  the  hospital  is 
responsible  for  the  nursing  and  the  training  in  the  gynecologic-ob- 
stetric department.  The  supervisor  of  nurses  in  this  department 
must  be  a  member  of  the  cabinet  of  the  directress.  The  directress 
being  the  principal  of  the  school,  the  supervisor  of  this  department 
must  be  the  instructor.  Didactic  as  well  as  practical  instruction 
must  come  from  her,  ranging  from  the  care  of  the  postoperative 
perineum  and  the  cleansing  of  the  nursing  bottle  to  the  formal  lec- 
tures on  obstetric  and  gynecological  nursing  that  are  demanded  by 
the  State  for  registration.  Her  patients  for  ante-  and  postpartum, 
pre-operative  and  postoperative  instruction  are  ever  present  and 
easy  of  access,  and  for  such  demonstration  purposes  to  pupils  as 
the  orderly  delivery  by  a  nurse  awaiting  the  accoucheur's  arrival, 
she  should  definitely  request  the  use  of  multiparas.  This  does  not 
preclude  the  drafting  of  any  member  of  visiting  or  resident  staff 
whose  training  would  lend  weight  and  interest  to  a  special  subject. 
Rules  for  care  of  patients  that  have  been  agreed  upon  and,  from 
time  to  time,  amended,  by  conference  between  visiting  and  nursing 
staff,  should  be  freely  available  and  used  by  all  concerned. 

In  considering  the  number  of  nurses  and  their  hours  on  and  off 
duty,  there  are  two  or  three  fundamentals  that  must  be  accepted. 
While  operative  gynecological  patients  are  very  similar  to  general 
surgical  patients  in  their  nursing,  except  that  many  of  them  have 
uncovered  operative  wounds  close  to  infectious  discharges,  on  the 
obstetric  side,  the  similarity  ceases  as  soon  as  we  refer  to  operation. 
These  come  as  frequently  by  night  as  by  day;  they  do  not  wait  for 
patients'  or  nurses'  meal  hours,  and  have  no  regard  for  half  days  or 
hours  off,  or  even  the  shifting  from  night  to  day  nurses.  A  minor 
obstetric  procedure  may  at  any  moment  become  major  and  many 
of  them  are  emergencies.  The  operating  room  must  be  manned  and 
equipped  for  complete  work  at  all  times. 

For  proper  development  of  this,  there  must  be  a  supervisor  of 
nurses  for  gynecology  and  obstetrics  with  an  assistant  on  duty  at 
night.  The  personnel  of  the  gynecological  operating  room  admits  of 
two  solutions,  and  depends  on  the  arrangement  of  the  hospital  as  a 
whole.  The  more  common  but  theoretically  less  satisfactory  way 
is  to  share  an  operating  room — its  force  and  equipment — with  the 
general  surgical  department  of  the  hospital  which  at  once  may  lead 
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to  conflicts  of  ideas  and  authority.  With  this  or  any  other  assign- 
ment, I  am  firmly  of  the  opinion  that  the  instrument  nurse  should 
be  a  graduate  of  more  or  less  permanent  tenure  of  office.  In  selected 
cases,  a  pupil  nurse  should  be  put  beside  her  for  instruction. 

The  better  arrangement  is  to  have  a  series  of  three  operating 
delivery  rooms — one  being  used  mainly  for  gynecology  and  an  over- 
flow room.  A  graduate  nurse  as  assistant  to  the  supervisor  of  the 
department  could  have  direct  responsibility  for  these  rooms,  thus 
giving  three  graduate  nurses  to  the  department,  and  thus  enough 
flexibility  to  be  obtained  to  have  constantly  on  duty  at  least  one 
of  them.  The  distribution  of  pupil  nurses  to  operating  suite,  private 
patients,  private  nursery,  ward  patients  and  ward  nursery,  and  to 
an  isolation  department  would  be  a  matter  of  almost  arithmetical 
solution,  depending  on  the  total  number  of  available  nurses.  To 
obviate  the  disturbances  of  hours  off  duty,  for  rest  and  class  work, 
I  feel  that  this  department  of  the  hospital  particularly  needs  the 
eight  hour  shift  for  the  pupils.  While  postpartum  patients  need 
less  care  perhaps  in  the  late  evening  and  early  morning,  the  early 
rising  inmates  of  the  nurseries  with  daily  weighing  and  bathing  and 
patients  in  labor  and  during  delivery  will  account  for  the  nursing 
time,  as  well  as  the  constant  demand  for  replenishing  of  supplies. 
Whatever  arrangement  is  made  in  hours  of  duty,  each  delivery  needs 
three  nurses  and  the  nursery  two  nurses,  and  thus,  with  one  nurse  to 
three  private  patients  and  one  nurse  to  four  ward  patients,  we  have 
an  arithmetical  base  for  arranging  our  nursing  personnel. 

SUMMARY. 

In  the  highly  desirable  combination  of  gynecology  and  obstetrics, 
three  teams  under  one  chief  make  for  the  broadest  efficiency. 

Ideally,  junior  members  at  least,  of  the  attending  staff  should  be 
resident,  with  definite  economic  relations  to  the  hospital.  As  a  sub- 
stitute, a  trained  Resident  is  an  essential,  as  a  part  of  the  interne 
staff. 

With  a  broader  view  of  the  scientific  aspects  of  such  a  service, 
especially  as  to  obstetrics,  the  nursing  force  in  most  hospitals  needs 
radical  reorganization. 
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THE  CESAREAN  SECTION.    ITS  INDICATIONS  AND 
LIMITATIONS  IN  THE  OBSTETRICS  OF  TO-DAY. 

BY 
EDWARD  A.  SCHUMANN,  M.  D., 

Philadelphia,  Pa. 

Cesarean  section,  in  common  with  all  other  surgical  procedures, 
has  steadily  and  consistently  come  into  more  general  use,  as  surgical 
asepsis  and  the  refinements  of  operative  technic  have  been  developed, 
and  the  mortaUty  and  morbidity  of  the  operation  correspondingly 
reduced. 

The  indications  for  the  employment  of  this  very  radical  method 
of  terminating  labor,  have  become  so  broad  and  in  certain  hands  are 
being  so  loosely  applied  to  the  individual  case,  that  a  careful  critique 
of  the  indications  and  limitations  of  the  procedure  would  seem  to  be 
in  order. 

The  classical  indication  for  the  performance  of  hysterotomy  at 
term  (only  purely  elective  section  being  under  discussion),  i.e.,  dys- 
tocia due  to  pelvic  deformity,  still  holds  good  practically  without 
modification,  except  that  it  has  been  broadened  to  include  such 
cases  as  formerly  would  have  been  delivered  by  high  forceps 
operations. 

In  brief,  any  pelvis  whose  conjugata  vera  measures  9  cm.  or  less, 
should  cause  its  bearer  to  be  viewed  with  regard  to  the  possible 
necessity  for  Cesarean  section  in  the  best  interests  of  mother  and 
child. 

In  such  a  pelvis,  fetometry  should  be  carefully  practised,  the  fetal 
head  being  fitted  into  the  pelvic  brim  within  four  weeks  of  term, 
the  examination  being  conducted  under  an  anesthetic  if  necessary, 
to  secure  the  required  information. 

Should  the  head  offer  suflicient  resistance  to  make  one  doubtful 
as  to  its  passage  through  the  brim,  when  increased  in  size  by  four 
weeks'  growth,  the  choice  is  offered  between  the  induction  of  labor 
at  the  thirty-sixth  week  or  thereabouts,  and  elective  Cesarean  section 
at  term,  after  a  brief  test  of  labor.  In  such  a  case,  the  preference  of 
the  writer  is  for  the  induction  of  labor  by  any  of  the  approved 
methods. 

Obviously,  should  the  degree  of  pelvic  contraction  be  such  as  to 
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absolutely  prevent  the  passage  of  a  fetal  head,  no  choice  remains, 
but  Cesarean  section  is  the  only  plan  of  delivery  consonant  with  the 
conservation  of  the  life  of  the  infant. 

The  indications  for  the  performance  of  section  in  contracted  pel- 
vis, then  is  any  degree  of  disproportion  between  the  maternal  bony 
passages  and  the  fetal  presenting  part,  which  is  of  sufficient  degree 
to  seriously  endanger  mother  or  child  in  the  event  of  vaginal  delivery. 

The  limitations  of  the  operation  in  this  connection  are,  that  it 
should  never  be  undertaken  without  painstaking  attempts  to  esti- 
mate the  relation  between  fetus  and  pelvis  by  fetometry,  and  by 
fitting  the  fetal  head  into  the  pelvic  brim.  Furthermore,  whatever 
the  disproportion,  section  should  never  be  performed  in  the  presence 
of  a  monster  of  so  marked  degree  that  antenatal  diagnosis  of  such 
malformation  is  possible.  Here  embryotomy  is  the  procedure  of 
choice. 

The  second  common  reason  for  the  performance  of  abdominal 
hysterotomy,  is  the  development  of  a  malpresentation,  oblique, 
transverse  or  some  other.  Under  these  circumstances,  section  is 
very  rarely  indicated,  version  usually  being  the  most  advantageous 
method  of  terminating  the  pregnancy.  Naturally,  should  the  path- 
ologic presentation  be  associated  with  a  contracted  pelvis,  the  first 
indication  given  becomes  operative,  regardless  of  the  presentation. 

Another  well-recognized  indication  for  Cesarean  section  is  dys- 
tocia, the  result  of  uterine  or  vaginal  neoplasms.  In  such  cases  ab- 
dominal delivery  is  almost  invariably  called  for,  since  even  though 
a  difficult  forceps  operation  may  prove  successful,  still  the  danger  of 
producing  a  necrosis  and  sloughing  of  the  obstructing  tumor  coupled 
with  the  strong  probability  of  an  abdominal  operation  being  neces- 
sary at  some  future  time  for  the  extirpation  of  the  growth,  makes 
Cesarean  section  with  appropriate  treatment  of  the  tumor,  much 
the  preferable  undertaking. 

The  limitations  of  the  operation  in  this  group  of  cases  are,  that 
before  resorting  to  it,  the  obstetrician  must  be  convinced  that  the  - 
tumor  is  a  source  of  true  obstruction.     The  mere  presence  of  a 
uterine  or  ovarian  neoplasm,  provided  it  does  not  lie  within  the  plane 
of  the  birth  canal  does  not  constitute  an  indication. 

Rigidity  or  true  stenosis  of  the  cervix  may  rarely  necessitate  ab- 
dominal delivery,  but  only  when  the  tissues  have  been  shown  to  be 
absolutely  refractory  to  dilatation;  first  by  the  test  of  labor  for  a 
fair  time  and  second  by  the  use  of  very  hot  douches  and  other  meas- 
ures designed  to  facilitate  dilatation.  Should  these  fail,  section  is 
demanded. 
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Placenta  previa  of  the  complete  or  central  variety  as  a  condition 
warranting  the  performance  of  Cesarean  section  is  of  comparatively 
recent  development  and  obstetric  opinion  is  not  as  yet,  entirely  con- 
soHdated  upon  this  point. 

When  all  the  phases  of  the  situation  are  carefully  considered,  it 
would  seem  that  central  placenta  previa  is  an  indication  of  the  very 
first  importance  for  abdominal  hysterotomy;  second  only  to  absolute 
pelvic  contraction,  and  from  the  standpoint  of  the  mother,  even 
more  important  than  that  form  of  pathologic  labor. 

If  the  fetal  and  maternal  mortality  of  any  of  the  other  varieties  of 
treatment  of  central  placenta  previa  be  compared  with  the  results 
of  abdominal  section,  the  balance  will  be  found  vastly  in  favor  of 
the  latter  plan. 

In  dealing  with  this  condition  it  should  be  remembered  that  there 
is  no  expectant  treatment  of  central  placenta  previa,  it  being  impera- 
tive to  terminate  the  pregnancy  upon  the  establishment  of  the 
diagnosis.  Bleeding  is  usually  not  marked  and  definite  diagnosis 
not  reached  until  the  seventh  month  of  pregnancy,  so  that  in  most 
cases  the  child  will  be  viable. 

It  is  the  practice  of  the  writer  to  perform  abdominal  section  im- 
mediately upon  the  determination  of  a  diagnosis  of  central  placenta 
previa,  provided  the  child  be  alive  and  at  a  viable  age. 

The  limitations  of  the  operation  in  this  class  of  cases  are  of  con- 
siderable importance.  If  labor  is  established,  if  the  cervix  be  soft 
and  dilatable  and  the  patient  a  multipara,  either  bipolar  version, 
bringing  the  buttocks  of  the  child  against  the  placenta  as  a  tampon 
or  the  intraovular  use  of  a  collapsable  bag,  offer  the  most  advan- 
tageous solution  of  the  problem. 

The  statement  is  emphasized,  however,  that  central  placenta 
previa  with  a  viable  child  and  no  dilatation  of  the  cervix,  especially 
in  primiparas  and  women  not  in  labor,  is  a  most  definite  indication 
for  abdominal  Cesarean  section  in  the  best  interests  of  both  mother 
and  child.  The  foregoing  views  upon  the  employment  of  abdominal 
hysterotomy  are  practically  an  epitome  of  the  obstetric  thought  of 
the  day.  The  subject  of  the  most  spirited  controversy  along  this 
line  at  the  present  time  is  the  question  of  the  propriety  of  resorting 
to  abdominal  delivery  in  cases  of  eclampsia. 

Before  formulating  any  set  plan  of  treatment  to  meet  this  compli- 
cation of  parturition,  it  is  well  to  consider  just  what  are  the  ends  to  be 
attained  and  why. 

Eclampsia  is  a  condition  of  overwhelming  toxemia,  and  hence  the 
first  object  of  treatment  is  to  secure  prompt  elimination. 
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Further,  it  is  almost  universally  conceded  that  the  toxins  under- 
lying eclamptic  convulsions  are  directly  generated  in  some  still 
undetermined  manner,  by  the  fetus  or  its  annexa — the  placenta  and 
membranes.  If  this  be  granted,  then  the  second  end  to  be  attained 
is  to  relieve  the  patient  of  the  toxic  foci  or  in  other  words  to  secure 
prompt  delivery.  It  has  been  well  shown  that  eclampsia  is  a 
distinctly  asthenic  condition,  a  fact  strongly  emphasized  in  Cragin's 
excellent  paper  of  191 7;  the  eclamptic  woman,  bearing  shock, 
traumatism  and  prolonged  anesthesia  very  badly.  It  is  of  the  great- 
est importance,  therefore,  that  deHvery  shall  be  attended  by  a  mini- 
mum of  tissue  insult. 

To  fulfil  the  above  three  postulates,  the  ideal  treatment  of  eclamp- 
sia maybe  summed  up  as  demanding,  rapid  and  general  elimination  of 
toxins  and  immediate  delivery,  which  delivery  must  be  managed  in  a 
manner  productive  of  the  very  least  possible  traumatism  to  the 
patient. 

The  details  of  treatment  with  regard  to  elimination  are  not  within 
the  province  of  this  paper.  SufiSce  it  to  say  that  catharsis,  diuresis 
and  diaphoresis  are  to  be  stimulated,  lavage  of  the  stomach  and  colon 
performed  and  possibly  phlebotomy,  with  the  replacement  of  the 
withdrawn  blood  by  a  hypertonic  alkaline  solution  is  to  be  practised. 

The  method  of  securing  prompt  delivery  with  the  least  maternal 
disturbance  and  trauma  is  the  factor  of  greatest  in^portance. 

Happily,  most  cases  of  eclampsia  are  terminated  by  spontan- 
eous delivery  after  a  period  of  vigorous  elimination.  With  this 
large  group,  this  paper  has  no  concern.  There  remains,  however,  a 
considerable  minority  of  cases  in  which  eliminative  measures,  either 
fail  to  effect  any  improvement  in  the  condition  of  the  patient,  or  the 
improvement  is  very  slight.  Labor  does  not  come  on,  and  on  vaginal 
examination  there  is  found  a  small,  rigid,  long  and  undilated  cervix 
(these  patients  are  most  frequently  primiparse)  and  there  is  no 
tendency  toward  softening  or  dilatation. 

Such  cases  offer  three  choices  as  to  procedure:  first,  to  make  no 
attempt  at  delivery,  trusting  to  the  efficacy  of  continuous  efforts 
to  reduce  toxemia  by  increasing  elimination;  second,  to  forcibly 
dilate  the  cervix  and  vagina,  either  rapidly  by  means  of  steel  dilators, 
or  more  slowly  by  the  use  of  dilatable  rubber  bags;  third,  the  em- 
ployment of  Cesarean  section. 

Bearing  in  mind  the  relative  amount  of  time  involved,  the  degree 
of  trauma  inflicted,  the  possibility  of  serious  damage  to  the  fetus  and 
subsequent  risk  of  infection  of  the  mother,  the  writer  holds  that  the 
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abdominal  Cesarean  section  is  immeasurably  the  best  and  safest 
procedure. 

The  indications  for  the  operation  in  eclampsia,  may  be  summed  up 
as  consisting  of  the  presence  of  a  toxemia  not  appreciably  improved 
by  vigorous  eliminative  treatment  for  a  reasonably  continued  time, 
say  six  or  eight  hours,  the  absence  of  active  labor,  and  the  presence 
of  a  rigid,  undilated  cervix,  usually  noted  in  primiparae. 

The  limitations  are  these:  eliminative  treatment  should  always  be 
given  a  trial,  active  labor  must  not  have  begun,  or  if  it  have  com- 
menced, the  expulsion  of  the  child  must  be  so  retarded  by  rigid  and 
unyielding  soft  tissues  as  to  make  vaginal  delivery  presumably  more 
traumatic  than  abdominal  section. 

In  a  word,  eclampsia  constitutes  a  most  important  but  strictly 
limited  field  for  Cesarean  section. 

The  remaining  reasons  for  the  deliberate  selection  of  abdominal 
delivery  may  be  dismissed  with  but  brief  mention.  Such  systemic 
disease  as  advanced  pulmonary  tuberculosis,  endocarditis  with  a 
failing  compensation,  etc.,  may  rarely  call  for  section  as  a  means  of 
offering  the  mother  the  best  chance  of  surviving  the  ordeal  of  labor, 
by  ehminating  the  muscular  efforts  and  the  blood-pressure  changes, 
as  well  as  by  shortening  the  time  required  for  parturition.  The 
writer  has  never  performed  hysterotomy  upon  such  indications  but 
the  field  is  a  definite  though  greatly  restricted  one. 

The  foregoing  statements  relate,  as  has  been  said,  entirely  to 
hysterotomy  deliberately  selected  as  the  most  efficacious  plan  of 
terminating  labor  in  the  interests  of  both  mother  and  child. 

The  Cesarean  section  of  necessity,  an  operation  mandatory  to 
secure  delivery  after  labor  has  advanced  and  absolute  obstruction 
has  finally  occurred,  is  unfortunately,  of  much  more  performance, 
and  herein  lie  the  most  instances  of  error  in  judgment  as  to  the 
proper  indications. 

First  among  such  mandatory  conditions  are  those  resulting  from 
intrauterine  traumatism,  developing  during  labor,  as  premature 
separation  of  the  placenta  and  rupture  of  the  uterus.  Both  acci- 
dents constitute  dire  emergencies  and  treatment  must  be  immediate 
if  a  favorable  prognosis  is  to  be  secured.  In  premature  separation 
of  the  placenta,  the  operation  is  undertaken  solely  in  the  interests 
of  the  mother,  the  child  in  most  instances,  having  perished  of  asphyxia 
shortly  after  separation  took  place. 

In  the  matter  of  rupture  of  the  uterus,  section  becomes  imperative 
both  by  reason  of  the  hemorrhage  from  the  torn  uterine  walls  and 
because,  the  fetus  having  usually  escaped  from  the  uterus  into  the 
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abdominal  cavity,  no  other  means  of  its  removal  is  offered.  In 
general,  it  may  be  said  that  there  are  no  limitations  or  contraindi- 
cations for  the  performance  of  hysterotomy  in  this  connection. 

Of  all  classes  of  cases  coming  to  the  obstetrician  for  the  operation 
of  Cesarean  section,  the  largest  is  that  group,  in  which,  either  by 
reason  of  lack  of  medical  attendance  or  as  a  result  of  neglect  or  poor 
judgment  on  the  part  of  the  medical  attendant,  labor  proceeds  in 
women  in  whom  there  is  such  marked  disproportion  between  the 
size  of  fetus  and  pelvis  as  to  make  vaginal  delivery  impossible,  or  a 
pathological  presentation  develops  which  is  not  successfully  corrected 
during  the  early  stages  of  labor. 

Most  of  these  patients  coming  to  hospital  have  been  subjected  to 
few  or  many  attempts  at  vaginal  dehvery,  forceps  or  version,  or 
both,  they  have  been  repeatedly  examined,  asepsis  has  not  been 
maintained  and  as  a  result,  at  the  time  when  progress  is  finally 
absolutely  at  a  standstill,  and  the  presenting  part  firmly  impacted 
in  the  pelvis,  the  uterus  is  almost  certainly  infected  to  a  greater  or 
less  degree  and  the  patient  is  in  a  state  of  exhaustion. 

In  the  hands  of  most  obstetric  surgeons,  section  in  such  cases  is 
followed  by  some  variety  of  hysterectomy  to  protect  the  patient 
against  the  peritonitis  which  may  reasonably  be  expected  to  follow, 
the  leaving  in  situ  the  already  infected  uterus. 

For  more  ready  discussion  these  cases  may  be  divided  into  three 
subgroups: 

First,  the  primipara  with  the  child  still  living; 
Second,  the  multipara  with  the  child  still  living; 
Third,  primiparae  and  multiparae  with  the  child  dead,  fetal  heart 
sounds  no  longer  audible. 

The  writer  upholds  with  the  greatest  reverence,  the  rights  of  the 
unborn  child,  but  it  must  not  be  forgotten  that  the  potential  suc- 
ceeding children  have  also  certain  rights  and  in  a  discussion  of 
this  most  puzzling  problem  there  must  be  considered  in  order,  the 
rights  of  the  child  about  to  be  born,  those  of  the  parents  (not  the 
mother  alone),  and  added  to  these  there  must  be  taken  into  con- 
sideration the  rights  of  the  State  with  respect  to  the  number  and 
condition  of  children  born  to  its  citizens. 

In  the  first  subgroup  mentioned — ^primiparae  with  the  child  still 
Hving,  with  absolute  obstruction  of  labor,  with  infected  uterus  and 
the  patient  in  a  state  of  exhaustion' — if  the  right  of  the  unborn  child 
alone  be  considered,  it  will  be  delivered  by  Cesarean  section,  in  a 
more  or  less  damaged  condition,  owing  to  the  injuries  inflicted  by 
previous  attempts  at  vaginal  delivery.     The  mother  will  be  de- 
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privcd  of  her  reproductive  organs  by  some  form  of  hysterectomy  and 
not  only  will  she  be  denied  the  opportunity  of  bearing  children 
again,  but  the  State  will  lose  an  indefinite  number  of  potential 
members  of  society. 

It  is  the  conviction  of  the  writer  that  medical  and  economic 
principles  are  best  maintained  by  the  deliberate  sacrifice  of  the 
child  in  such  cases  by  embryotomy.  First,  because  it  is  almost 
certainly  injured  to  greater  or  less  degree,  not  demonstrable  in  the 
antenatal  condition,  and  second,  that  such  termination  of  the  path- 
ological labor  leaves  the  mother  with  intact  reproductive  organs  to 
bear  other  children  under  more  auspicious  circumstances. 

To  such  practice  there  are,  of  course,  a  tremendous  number  of 
exceptions.  The  wishes  of  both  parents  must  be  ascertained  and 
the  matter  should  be  made  very  clear  to  them;  religious  objection 
to  the  sacrifice  of  the  child  must  be  scrupulously  observed  and  the 
legal  importance  to  the  family  of  the  birth  of  a  living  child,  must  be 
carefully  considered. 

These  questions  aside,  the  writer  reiterates  his  assertion  that  the 
application  of  the  wise  community  formula  of  "  the  greatest  good  to 
the  greatest  number"  would  sanction  embryotomy  in  these  cases. 

The  foregoing  statement  is  so  radical  and  apparently  reactionary 
that,  in  order  to  make  it  perfectly  clear  what  is  meant,  the  type  of 
case  in  which  such  treatment  is  advised  is  again  described^ — sl  primi- 
para  with  absolute  obstruction  of  labor,  the  child  known  to  have  been 
subjected  to  injurious  attempts  at  delivery  and  the  uterine  cavity 
known  to  have  been  invaded  by  unclean  hands  or  instruments,  in 
other  words  cases  where  conservative  operators  would  certainly 
practise  hysterectomy. 

It  will  be  seen  that  the  whole  question  hinges  upon  the  necessity 
of  removing  the  uterus  and  so  automatically  preventing  future 
attempts  at  reproduction  on  the  part  of  the  mother,  and  it  logically 
follows  that  upon  the  development  of  some  safe  method  of  conserving 
the  uterus  under  these  circumstances,  the  whole  argument  falls  and 
the  necessity  of  sacrificing  the  child  is  no  longer  operative.  Are 
there  at  present  any  satisfactory  procedures  for  accomplishing  this 
desideratum? 

The  extraperitoneal  Cesarean  section  seems  to  offer  the  greatest 
hope  along  the  line  of  isolation  of  the  infected  area  from  the  general 
peritoneal  cavity,  and  the  practice  of  swabbing  out  the  uterine 
cavity  with  some  antiseptic  agent,  iodin  or  alcohol,  as  advocated  by 
Polak  and  others  seems  to  point  the  way  toward  a  possibly  efficient 
cleansing  of  the  infected  endometrium. 
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Such  technic  has  not  yet  been  sufficiently  tested  to  determine  its 
factor  of  safety  but  the  moment  it  is  definitely  sho\\Ti  that  the 
infected  uterus  can  be  retained  in  a  functionating  condition  with  a 
reasonable  hope  of  the  safety  of  the  patient,  that  moment  will 
end  forever  the  practice  of  embryotomy  upon  the  living  child. 

In  the  second  subgroup  mentioned — multiparas  with  the  child 
still  living — the  case  becomes  entirely  different.  Such  women  have 
experienced  motherhood,  are  already  the  possessors  of  one  or  more 
children  and  if  in  the  attempt  to  deliver  them  of  an  additional 
child,  hysterectomy  becomes  necessary,  they  have  not  been  de- 
prived of  their  birthright,  whether  the  baby  lives  or  dies. 

In  these  cases  section  is  unhesitatingly  advocated,  \\dth  removal 
of  the  uterus  if  it  be  presumably  infected. 

The  third  subgroup — obstructed  labor  with  dead  child — admits 
of  no  argument,  there  being  no  indication  whatever  for  abdominal 
dehvery. 

In  conclusion  it  may  be  said  that  there  are  too  many  uteri  sacrificed 
upon  suspicion  of  infection.  The  teaching  in  this  respect  has  been 
ultraconservative  and  in  the  opinion  of  the  writer  the  greatest  hope 
for  the  betterment  of  operative  treatment  in  the  class  of  cases  under 
discussion,  lies  in  the  discovery  of  some  method  of  determining, 
bacteriologically  the  degree  and  nature  of  the  infection  and  the 
employment  of  intrauterine  antiseptics  to  so  limit  the  virulence  of 
the  invading  organism  that  more  uteri  may  safely  be  retained. 

With  such  consummation  these  serious  problems  will  lose  many 
of  their  present  unpleasant  features. 

15  Pelham  Ro.\d. 
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THE  "GRAD  KNOT:" 
A  SURGICAL  SELF-COMPRESSION  KNOT. 

BY 
HERMANN  GRAD,  M.  D.,  F.  A.  C.  S., 

New  York,  N.  Y. 
(With  one  illustration.) 

The  purpose  of  this  contrivance,  which  I  have  called  the  "  Grad 
knot, "  is  to  obtain  a  secure  ligature  at  all  times,  a  ligature  that  will 
not  slip,  one  that  will  hold  the  tissues  in  its  grasp,  with  a  firm  grip. 

When  a  surgeon  places  a  ligature  about  a  bleeding  vessel  or  ves- 
sels, he  wants  it  to  do  two  things.  First  the  ligature  should  not 
yield  in  its  power  of  compression  and  second  it  should  not  slip  off 
the  pedicle.  The  integrity  of  a  ligature  depends  upon  its  knot. 
Analyzing  the  component  parts  of  a  knot  we  find  it  consists  of  two 
turns  of  the  string.  The  integrity  of  the  surgeon's  ligature  wiU 
depend  upon  the  firmness  with  which  the  first  turns  of  the  knot 
compresses  the  tissues  by  its  grasp.  The  second  turn  of  the  knot 
merely  holds  permanently  the  first  turn.  It  is  very  plain  that  if  the 
resistance  in  the  tissues  in  the  grasp  of  the  ligature  is  great,  the  first 
turn  of  the  knot  will  yield,  unless  it  is  prevented  from  doing  this  by 
compression,  until  the  second  turn  of  the  knot  is  carried  home.  It 
is  customary  to  hold  the  first  turn  of  the  knot  with  thumb  forces 
until  the  second  turn  is  completed.  In  this  manner  a  secure  knot  is 
obtained.  With  the  knot  herewith  described  the  first  turn  of  the  knot 
is  prevented  from  slipping  in  an  automatic  way.  The  mechanism 
of  the  knot  is  shown  in  the  accompanying  four  figures,  which  suffi- 
ciently explain  themselves.  Fig.  i  shows  a  loop  which  compressses 
the  first  turn  of  the  knot  automatically.  This  compression  loop 
"A"  is  the  distinctive  feature.  As  the  free  ends  of  the  ligature  are 
pulled  taut,  loop  "A"  falls  into  place  and  hugs  the  first  turn  of  the 
knot.  The  greater  the  tension  on  the  free  ends  of  the  ligature,  the 
firmer  is  the  grasp  of  the  compression  loop  on  the  first  turn  of  the 
knot.  The  second  turn  of  the  knot  is  now  carried  home  at  leisure. 
A  knot  is  thus  obtained  which  cannot  slip  or  give  up  the  desired 
compression  of  tissue  in  the  grasp  of  the  ligature. 

The    knot    depicted    by    these    figures    is    an  original  knot. 
It  is  a  surprise  to  me  that  no  one  has  stumbled  upon  it  before  this. 


380 


grab:  the  grad  knot 


I  have  investigated  the  matter  carefully  and  have  not  been  able  to 
find  this  procedure  previously  published.  Therefore  in  all  modesty 
I  claim  originality  for  the  knot. 

The  knot  was  originated  many  years  ago,  after  witnessing 
fatal  secondary  hemorrhage  after  ovariotomy,  the  hgature  having 
slipped  off  the  ovarian  artery.  The  patient  was  a  young  woman, 
operated  upon  for  the  removal  of  a  dermoid  cyst,  and  was  put  to 
bed  in  good  condition.  An  hour  later  she  was  pulseless  and  was 
hurried  back  to  the  operating  room.  The  abdomen  was  reopened, 
the  bleeding  point  tied,  but  it  was  too  late.     The  knot  that  had 


Showing  manner  of  tying  the  compression  knot. 

slipped  off  the  pedicle  was  found  in  a  clot  and  a  careful  examination 
showed  it  to  be  a  good  substantial  knot.  What  had  happened  in 
this  fatal  case  was  that  the  first  turn  of  the  knot  was  insecure  and 
slipped.  Analyzing  the  steps  of  forming  a  knot,  led  me  to  the  inven- 
tion of  the  knot  proposed.  It  is  impossible  for  it  to  slip,  because 
the  first  turn  of  the  knot  is  secure  and  the  security  of  it  is  maintained 
in  an  automatic  way  by  the  compression  loop,  until  the  second  turn 
of  the  knot  is  carried  home. 

The  "  Grad  knot"  is  applied  very  readily.     All  one  has  to  remem- 
ber is  to  create  a  compression  loop.     This  loop  is  the  essential  fea- 
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ture  of  the  knot.  It  makes  no  difference  in  what  manner  this  com- 
pression loop  is  obtained,  whether  with  a  needle,  ligature  carrier, 
or  otherwise.  Wih  a  ligature  carrier  the  compression  loop  can  be 
created  with  one  sweep  of  the  instrument.  In  places  not  so  accessi- 
ble a  needle  may  be  used  and  a  compression  loop  created  with  two 
stabs  of  the  needle.  Having  created  the  compression  loop,  the  first 
turn  of  the  knot  is  made.  The  next  step  is  to  carry  one  of  the 
free  ends  of  the  ligature  under  the  compression  loop,  and  the  free 
end  of  the  ligature,  which  is  to  pass  under  the  compression  loop,  is 
determined  in  the  following  way:  If  the  first  turn  of  the  knot  is  a 
right-handed  one,  the  free  end  of  the  ligature  on  the  left-hand  side 
is  passed  under  the  compression  loop.  If  the  knot  is  a  left-handed 
one,  the  free  end  of  the  ligature  on  the  right  side  is  passed  under  the 
compression  loop.  The  first  turn  of  the  knot  is  now  tightened,  and 
as  the  hgature  is  made  taut  the  compression  loop  holds  the  knot 
automatically  and  prevents  it  from  relaxing  until  the  second  turn 
of  the  knot  is  carried  home  and  the  knot  is  completed.  It  is  very 
necessary  to  pass  the  proper  free  end  of  the  ligature  under  the  com- 
pression loop,  as  outlined  above.  Unless  this  is  complied  with,  the 
compression  loop  will  fail  to  act  correctly.  If  the  incorrect  free 
end  of  the  ligature  is  passed  under  the  compression  loop,  the  first 
turn  of  the  knot  does  not  become  compressed  and  an  insecure  liga- 
ture is  the  result.  Fig.  4  shows  the  correct  position  of  the  compres- 
sion loop.  It  passes  across  the  first  turn  of  the  knot  and  must 
necessarily  compress  it  firmly,  and  holds  it  until  the  second  turn 
completes  the  knot. 

501  West  Oxt.-huxdred  and  Tenth  Street. 
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Meeting  of  January  14,   19 19. 
The  President,  L.  Grant  Baldwin,  M.  D.,  in  the  Chair. 
Dr.  Geo.  W.  Kosmak  presented  a  report  of  a  case  of 


SLOUGHING   FIBROID   COMPLICATING   THE   PUERPERIUM, 

GENERAL   PERITONITIS,   HYSTERECTOMY, 

RECOVERY. 

Mrs.  Y.  B.,  para-i,  admitted  to  the  Lying-in  Hospital,  October  31, 
19 1 8,  at  term,  with  a  history  of  bleeding  which  began  a  few  days 
previously.  Examination  at  11.45  ^-  M-  showed  a  soft  boggy  cervix, 
two  fingers  dilatation,  membranes  intact,  vertex  presentation  but 
no  engagement.  A  low  implantation  of  the  placenta  was  made  out 
but  the  woman's  general  condition  was  very  good  and  little  bleeding 
present.  On  November  i,  at  4.30  p.  m.,  labor  in  the  meanwhile 
having  progressed  very  slowly,  a  No.  3  Voorhees  bag  was  inserted. 
She  was  delivered  at  10.45  ^-  ^-  November  2,  without  interference. 
A  moderate  hemorrhage  during  the  third  stage  was  present.  An 
episiotomy  done  to  facilitate  delivery  of  the  head,  was  repaired  and 
likewise  a  cervical  tear. 

The  patient  was  very  restless  and  irrational  for  several  days 
following  the  delivery  and  a  mass  the  size  of  a  fetal  head  could  readily 
be  palpated  on  the  anterior  wall  of  the  uterus.  The  patient  seemed 
to  suffer  considerably  from  shock  and  required  stimulation  for  several 
days.  The  perineum  did  not  heal  and  a  slough  resulted.  Involu- 
tion of  the  uterus  proceeded  slowly  and  tenderness  was  always 
present  over  the  lower  abdomen.  The  lochia  was  foul  but  the  drain- 
age apparently  good.  On  the  ninth  day  postpartum  a  blood  count 
showed  a  marked  anemia,  red  cells  about  2,500,000;  hemoglobin 
38  per  cent,  with  19,200  leukocytes  and  82  per  cent,  polynuclears. 
The  foul  discharge  continued  and  on  the  thirteenth  day  the  patient 
complained  of  severe  pain  in  the  left  lumbar  region.  Her  general 
condition  was  not  very  good  and  on  the  sixteenth  day  she  suddenly 
developed  evidences  of  a  general  peritonitis  marked  by  abdominal 
distention,  tenderness,  characteristic  facial  expression  and  vomiting. 
The  lower  portion  of  the  abdomen  including  the  tumor  mass  was 
extremely  tender  and  the  course  of  the  patient's  symptoms  seemed  to 
point  to  a  sloughing  of  the  fibroid  with  a  possible  perforation. 
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Vaginal  examination  showed  the  cervix  partially  closed,  no 
bulging  in  cul-de-sac,  and  a  slight  serous  discharge.  The  patient 
complained  bitterly  of  abdominal  pain  and  was  very  restless.  The 
diagnosis  lay  between  a  sloughing  fibroid,  abdominal  abscess  and  a 
pedunculated  tumor  with  twisted  pedicle.  The  patient's  condition 
at  this  time  was  so  bad  that  it  was  thought  advisable  to  postpone  the 
necessary  operation  until  the  next  day,  relying  upon  sedatives  and 
stimulants  to  bring  about  some  improvement. 

On  November  19,  a  laparotomy  was  done  through  a  median 
incision.  As  the  peritoneal  cavity  was  opened  a  gush  of  seropurulent 
fluid  resulted.  Careful  exploration  showed  the  omentum  plastered 
down  to  the  top  of  the  enlarged  uterus,  in  the  upper  portion  of 
which  was  a  tumor  mass.  Perforation  of  the  uterus  had  occurred 
at  a  number  of  points  through  which  purulent  material  exuded. 
The  intestines  were  lightly  bound  together  in  many  places  and  nu- 
merous flakes  of  lymph  present.  The  peritoneal  cavity  presented 
evidences  of  a  rapidly  progressive  inflammation  and  the  only  opera- 
tion indicated  seemed  to  be  a  subtotal  hysterectomy.  The  upper 
portions  of  the  broad  ligaments  on  either  side  were  tied  off  and  large 
clamps  introduced  so  as  to  catch  the  lower  portions  of  the  correspond- 
ing uterine  segment,  the  points  of  the  clamps  meeting  in  the  mid- 
line. An  amputation  was  rapidly  done  including  both  tubes  and 
ovaries  and  as  the  clamps  were  removed  the  bleeding  points  which 
presented  were  seized  and  tied.  Only  a  very  moderate  degree  of 
hemorrhage  took  place.  The  stump  of  the  cervix  was  then  pulled 
into  the  lower  angle  of  the  abdominal  wound  and  firmly  sutured 
to  the  fascial  and  peritoneal  layers  with  chromic  catgut.  The 
peritoneal  incision  was  closed  except  at  the  lower  angle  where  a 
strip  of  iodoform  gauze  was  passed  down  into  the  cul-de-sac.  The 
fascia  was  sutured  with  interrupted  catgut  and  the  skin  with  silk- 
worm-gut, an  iodoform  gauze  drain  being  packed  over  the  uterine 
stump.  The  patient  was  given  a  stimulating  enema  and  left  the 
operating  table  in  fairly  good  condition. 

On  being  returned  to  bed  a  rectal  tube  was  introduced  and 
a  hypo  of  y^  grain  morphine  given  every  three  hours  for  5  doses. 
The  patient  vomited  very  little  and  within  a  few  days  became  quite 
comfortable;  the  abdominal  distention  becoming  markedly  less. 
The  gauze  drain  was  removed  from  the  abdomen  the  next  day  and 
the  packing  over  the  cervical  stump  cut  off  in  sections  daily  until 
all  was  removed. 

Although  the  patient's  general  condition  continued  to  improve 
she  was  very  diflicult  to  handle,  presenting  the  general  evidences  of  a 
low-grade  sepsis.  She  was  irrational,  refused  food,  developed  in- 
continence of  bladder  and  rectum  and  beginning  bed-sores.  The 
latter  threatened  to  be  quite  serious  and  a  most  remarkable  result 
was  obtained  by  exposing  the  buttocks  daily  to  the  sunlight  for 
several  hours,  a  few  days  sufficing  to  clear  up  this  threatening  com- 
plication. All  of  the  symptoms  noted  gradually  improved  and  the 
abdominal  wound  healed  satisfactorily.  A  profuse  foul  vaginal 
discharge  was  present  for  a  considerable  period.     A  few  weeks  ago 
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the  woman  developed  marked  pain  and  edema  of  the  left  leg,  evi- 
dently due  to  thrombophlebitis,  but  this  gradually  subsided  under 
treatment  and  the  patient  was  discharged  on  January  12  th  in  very 
good  general  condition.  Her  anemia  was  improved,  color  good  and 
her  general  disposition  showed  a  marked  change  for  the  better;  the 
abdominal  wound  was  firmly  healed. 

The  pathological  report  by  Dr.  J.  R.  Losee  is  as  follows : 

Specimen  consists  of  the  body  of  the  uterus,  both  Fallopian  tubes 
and  ovaries.  The  uterus  measures  17  by  9.5  by  9  cm.  and  its  shape 
is  distorted  due  to  the  presence  of  a  tumor  in  the  fundus.  There  is  a 
small  portion  of  the  omentum  adherent  to  the  fundus  and  on  separat- 
ing it  a  perforation  of  the  uterine  wall  is  observed  from  which  a 
purulent  discharge  exudes.  Section  shows  that  the  endometrium 
is  irregular  and  rough.  The  myometrium  in  the  lower  portion  of 
the  uterus  is  hypertrophied.  The  myometrium  of  the  entire  fundus 
has  been  markedly  atrophied  and  is  from  i  to  2  mm.  in  thickness  in 
several  areas.  In  the  fundus  there  is  a  tumor  8.5  cm.  in  diameter 
which  is  easily  separated  from  the  adjacent  myometrium  and  is 
surrounded  by  a  purulent  exudate,  culture  of  which  showed  Bacillus 
coli  communis.  Its  surface  is  gray  and  microscopic  examination 
shows  marked  necrosis. 

Microscopic  examination  of  the  myometrium  adjacent  to  the 
tumor  shows  necrosis  and  an  exudate  of  leukocytes  and  serum 
throughout. 

Both  ovaries  are  normal  in  size  and  section  shows  numerous 
simple  cysts  of  the  Graafian  follicles. 

The  Fallopian  tubes  are  both  normal. 

Culture  of  the  exudate  in  the  abdominal  cavity  was  sterile. 

Diagnosis. — Acute  exudative  metritis.     Fibromyoma  of  the  uterus. 

The  breaking  down  of  uterine  fibroid  tumors  postpartum  is  not 
unusual  but  an  experience  -with  several  cases  has  made  me  very 
guarded  in  giving  a  prognosis.  Involution  in  a  fibroid  uterus  after 
delivery  as  a  general  rule  proceeds  quite  rapidly  but  such  women 
ought  to  be  carefully  watched  for  evidences  of  infection  for  several 
months  after  dehvery.  Persistence  of  lochial  discharges,  local 
tenderness  and  irregular  rises  of  temperature  may  be  accepted  as 
clinical  evidences  of  a  disturbance  in  the  involution  of  these  growths. 
The  further  course  depends  on  their  location,  and  it  seems  that  the 
nearer  the  endometrium  they  are  situated  the  more  likely  infection 
may  take  place.  Whether  to  pursue  a  waiting  poHcy  in  the  pres- 
ence of  degeneration  in  fibroids  complicating  pregnancy  or  whether 
to  operate  radically,  must  be  decided  for  each  individual  case.  From 
a  personal  experience,  based  however  on  a  comparatively  small  num- 
ber of  cases,  I  would  be  inclined  to  the  radical  treatment,  complete 
hysterectomy  done  as  early  as  possible. 

Dr.  John  0.  Polak. — "I  want  to  ask  a  question  of  Dr.  Kosmak 
and  then  I  would  hke  to  report  a  case  bearing  on  this  same  subject. 
Did  you  have  any  postpartum  hemorrhage  in  this  case? 

"The  case  I  would  like  to  report  was  that  of  a  woman  who  had 
a  spontaneous  delivery,   followed  by  postpartum  hemorrhage.     A 
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great  deal  of  active  manipulation  of  the  uterus  was  done  (Crede), 
and  when  my  associate  saw  the  case  in  consultation  the  woman  was 
very  much  exsanguinated.  She  had  a  hemoglobin  of  30  per  cent, 
and  a  pulse  of  i6o.  We  packed  the  vagina  very  very  firmly  and  gave 
her  some  pituitrin  and  morphin  and  she  reacted.  Two  clays  after- 
ward I  was  asked  to  see  the  case  and  the  cerv^ix  was  fully  dilated, 
and  through  it  was  presenting  an  immense  tumor  larger  than  a  fetal 
head,  of  sloughing  character,  such  as  the  tumor  shown  here  to-night. 
She  was  transferred  to  our  service  and  we  immediately  transfused 
her  with  300  c.c.  of  blood.  This  raised  her  hemoglobin  to  38  per 
cent,  and  after  watching  her  for  three  or  four  days  until  the  tem- 
perature came  down  from  103°  to  normal,  we  proceeded  to  operate 
upon  her.  The  ease  with  which  the  tumor  could  be  handled  from 
below  and  the  fact  that  he  did  not  want  to  interfere  with  the  ab- 
dominal cavity  in  such  a  mess,  made  my  associate  make  an  attempt 
to  remove  it  by  the  vagina.  As  he  brought  the  tumor  out,  the  uterus 
inverted  with  it  and  he  saw  a  rent  in  the  uterus  to  the  side  of  the 
tumor.  He  immediately  packed  around  the  tumor  with  gauze 
soaked  with  iodin,  opened  the  abdomen  and  a  very  rapid  hyster- 
ectomy was  done  and  the  stump  was  treated  by  the  extraperitoneal 
method.  The  patient  went  along  for  four  or  five  days  and  then 
showed  a,  very  marked  destruction  of  her  hemogoblin,  which  went 
from  38  down  to  23  per  cent.,  and  she  showed  considerable  changes 
in  her  red  cells.  We  retransfused  her  and  she  fought  out  her  sepsis 
with  her  local  peritonitis  and  made  an  uneventful  recovery. 

"I  simply  speak  of  this  to  show  that  a  tumor  of  that  sort  can 
invert  a  uterus  and  that  too  much  manipulation,  as  in  this  case, 
was  the  cause  because  on  opening  the  abdomen  we  found,  as  Dr. 
Kosmak  said,  that  that  ever-present  protector,  the  omentum,  had 
come  and  tried  to  glue  itself  over  this  wound." 

Dr.  Hermann  Grad. — "I  have  not  come  across  a  case  of  the 
type  reported  by  Dr.  Kosmak  but  I  would  like  to  ask  those  who  have 
had  experience  with  these  cases  why  it  should  be  essential  to  bring 
the  stump  of  the  cervix  up  to  the  abdominal  wall.  It  seems  to  me 
that  the  stump  could  be  taken  care  of  in  the  pelvis  as  well.  I  know 
the  obstetricians  have  repeatedly  called  attention  to  this  technic 
in  doing  a  Porro  operation  in  septic  cases,  and  they  have  reported 
good  results,  but  I  do  not  see  why  it  is  absolutely  essential  to  suture 
the  stump  to  the  abdominal  wall.  I  think  that  drainage  can  be 
carried  on  as  well  in  those  cases  where  the  stump  is  dropped  back  as 
by  having  the  stump  in  the  lower  angle  of  the  abdominal  incision." 

Dr.  John  0.  Polak. — "I  hope  that  Dr.  Grad  understood  that  we 
peritonealized  our  stump  and  dropped  it  back  exactly  as  we  do 
in  hysterectomy." 

Dr.  Hiram  N.  Vineberg. — ''A  few  years  ago  I  reported  before 
this  Society  the  case  of  a  young  woman  who  was  four  months 
pregnant  and  aborted.  Then  she  had  a  very  high  temperature 
going  on  for  six  or  seven  days.  It  was  known  that  she  had  a  fibroid 
which  was  undergoing  sloughing.  She  had  been  seen  by  two  or  three 
of  the  Fellows  of  this  Society  and  they  gave  a  grave  prognosis  and 
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said  if  she  was  operated  upon  she  would  surely  die  and  she  would 
surely  die  if  she  was  not  operated  upon,  and  they  let  her  alone. 
I  was  called  to  see  the  case  at  about  the  ninth  or  tenth  day  when  she 
was  very  toxic,  with  a  temperature  of  105°  and  a  pulse  of  140, 
coated  tongue  and  apathetic.  I  expressed  the  opinion  that,  as 
she  was  a  young  woman,  she  had  a  good  chance  if  a  hysterectomy 
was  done.  She  was  accordingly  removed  to  Mount  Sinai  Hospital 
that  evening  and  I  did  a  total  hysterectomy,  including  the  cervix, 
and  it  was  surprising  the  next  morning  to  find  the  patient  smiling 
and  the  temperature  down  to  102°  from  105°.  She  made  an  un- 
eventful recovery. 

"It  was  a  great  surprise  to  me  that  the  men  who  saw  her  before 
me  were  afraid  to  operate  upon  her.  The  operation  was  not  par- 
ticularly difl&cult  and  there  was  absolutely  no  reason  why  she  could 
not  have  been  operated  upon." 

Dr.  Franklin  A.  Dorman. — "We  not  infrequently  find  these 
cases  reported  where  the  operator  has  temporized  too  long.  With 
a  postpartum  uterus,  a  fibroid  which  is  tender,  and  a  rising  tempera- 
ture, even  though  not  high,  it  is  wise  to  operate  because  it  must 
be  done  sooner  or  later  and  if  delayed,  the  issue  is  met  when  the 
patient  is  in  serious  condition.  I  would  say  that  a  tender  fibroid, 
postpartum,  beginning  to  cause  temperature,  ought  to  be  dealt 
with  promptly." 

Dr.  O.  p.  Humpstone. — "I  recall,  in  connection  with  what  Dr. 
Dorman  just  said,  a  case  where  there  was  a  considerable  fibroid  in 
the  lower  part  of  the  body,  posteriorly,  which  materially  interfered 
with  drainage  after  childbirth  and  caused  a  lochia  metra.  We 
hesitated  for  some  time  about  doing  a  hysterectomy,  because  the 
local  symptoms  were  not  very  marked.  We  thought  we  had  a 
degenerating  fibroid  causing  peritonitis.  We  did  not  operate  on 
her.  By  putting  her  to  bed  and  giving  her  ergot,  causing  the  uterus 
to  contract,  and  placing  an  ice-bag  on  the  pelvis,  we  succeeded  in 
draining  her  out,  and  the  temperature  came  down.  Sometimes  it  is 
a  sloughing  fibroid  that  causes  temperature  after  childbirth.  That 
is  why  I  refer  to  it." 

Dr.  George  W.  Kosmak. — "In  answer  to  Dr.  Polak,  I  would 
say  that  this  woman  had  two  postpartum  hemorrhages,  but  she 
was  not  packed.  There  was  no  manipulation  resorted  to.  As  you 
will  note,  on  inspecting  the  specimen,  this  is  evidently  an  intramural 
growth  which  approached  very  closely  the  serous  surface  of  the 
uterus,  and  it  seems  to  me  that  such  an  inspection  of  the  same  would 
demonstrate  conclusively  the  need  for  radical  operation  in  this  case. 
I  do  not  see  how  she  could  get  well  in  any  other  way,  considering 
the  extensive  peritonitis  present,  although  the  culture  was  negative. 
I  think  the  outcome  would  have  been  more  unfortunate  if  the  uterus 
was  left  in  place,  although,  as  I  say,  we  must  treat  these  cases 
individually.  Yet  from  my  experience  with  a  half  dozen  cases, 
I  feel  like  operating  in  every  instance  where  there  are  present  rise 
of  temperature  and  tenderness,  together  with  other  abdominal 
symptoms  pointing  to  an  inflammatory  process." 
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Dr.  William  H.  Gary  described 


THE    TECHNIC    OF   SALPINGECTOMY    IN    ECTOPIC    GESTATION,    \VITH    A 
REPORT   ON   A  REOPERATED   CASE. 

The  point  I  wish  to  illustrate  to-night  by  reporting  this  case  of 
ectopic  gestation  which  we  reoperated  is  this:  in  certain  cases  of 
ectopic  gestation  the  best  interests  of  the  patient  will  be  subserved 
if  the  ovary  is  sacrificed  with  the  tube. 

Mrs.  S.,  thirty-nine  years  of  age,  entered  the  Brooklyn  Hospital 
one  evening  last  May  in  mild  shock  and  presenting  the  usual  symp- 
toms of  rupturing  ectopic  pregnancy.  She  was  operated  imme- 
diately that  evening  by  me,  and  I  found  that  the  abdomen  contained 
free  blood,  as  usual.  The  left  broad  ligament  was  very  much  swollen, 
edematous  and  friable.  The  tube  was  in  the  same  condition.  The 
fimbriated  end  of  the  tube  was  lying  open  very  much  like  an  ice- 
cream cone.  From  the  fimbriated  end  of  the  tube  the  patient  had 
aborted  and  from  it  a  certain  amount  of  hemorrhage  had  taken 
place  and  was  taking  place  at  the  time  of  the  operation.  I  attempted 
to  save  a  part  of  the  tube  and  removed  the  outer  half  by  what  we 
might  call  two  mass  suture  ligatures,  one  tying  off  the  mesosalpinx 
from  the  outer  end,  and  the  other  tying  off  the  mid-portion  of  the 
tube,  shutting  off  the  circulation  from  the  uterine  artery.  The 
outer  half  of  the  tube  was,  as  I  say,  removed.  The  ovary  was  left. 
The  patient  made  an  uneventful  recovery  and  left  the  hospital  in 
the  usual  time,  and  came  to  see  me  at  my  office  six  weeks  afterward 
for  the  usual  postoperative  examination.  At  this  time  she  com- 
plained of  a  little  ache  in  the  left  side.  Upon  examination  I  found  a 
small,  fixed,  moderately  tender  mass  in  the  left  adnexa  and  I  made 
the  customary  diagnosis  of  postoperative  exudate.  I  would  say 
right  here  that  I  do  not  regard  the  diagnosis  of  postoperative  exudate 
as  any  diagnosis  at  all.  It  covers  a  multitude  of  surgical  errors, 
and  I  think  as  we  watch  our  patients  more  carefully  and  analyze  our 
results,  that  this  diagnosis  will  be  less  frequently  made. 

At  this  time  I  noticed  that  the  patient  had  a  retroverted  pro- 
lapsing uterus  and  had  been  severely  lacerated  by  her  deliveries 
and  had  some  cystocele,  and  advised  her  that  at  some  subsequent 
time  she  should  be  operated.  Accordingly,  she  came  to  the  hospital 
last  September  for  operation.  I  had  hoped  to  do  an  interposition 
operation  on  her,  but  when  examining  her  on  the  table  (this  was 
some  four  months  later),  I  found  that  this  mass,  if  anything,  was  a 
little  larger,  was  well  defined  and  fearing  of  my  inability  to  disen- 
tangle the  uterus  from  this  pathology  through  the  vagina,  I  opened 
the  abdomen  in  this  rather  stout  patient  and  found  this  condition 
of  affairs:  the  sigmoid  and  omentum  were  adherent  in  the  left 
adnexal  region,  the  part  of  the  tube  which  had  been  left  behind  was 
atrophic  and  closed  and  the  ovary  was  replaced  by  a  cyst  a  little 
larger  than  a  golf  ball.  The  cyst  was  removed  and  the  raw  surface 
covered  over  and  the  uterus  fixed  to  the  anterior  abdominal  wall. 
The  patient  made  a  good  recover^'. 
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She  has  since  called  at  my  office  and  there  is  no  exudate  at  present 
in  the  pelvis. 

It  would  be  presumptive  upon  my  part  to  assume  that  any 
member  of  a  society  of  this  kind  is  not  familiar  \\dth  the  circulation 
of  the  female  pelvis,  and  I  believe  that  we  are  all  familiar  with  the 
special  technic  for  removing  the  tube  without  interfering  with  the 
ovarian  circulation.  Dr.  Sampson  has  done  a  great  deal  of  study 
in  working  out  the  pelvic  circulation  and  I  would  just  Uke  to  call 
attention  to  his  pictures,  because  they  demonstrate  the  circulation 
very  well,  the  "stove-pipe"  branching  and  the  danger  to  the  ovary 
of  careless  ligatures  and  will  be  pertinent  to  some  remarks  that  I 
wish  to  make  in  closing. 

The  point  is  this:  in  dealing  with  ectopic  pregnancies  we  are 
often  confronted  with  unusual  conditions.  The  patient  is  frequently 
in  desperate  condition  and  we  must  operate  with  great  rapidity. 
I  think  we  all  feel  the  necessity  not  only  of  operating  rapidly  but 
being  very  sure  of  our  hemostasis;  and  we  are  also  often  working 
with  very  friable  tissues.  Under  such  conditions  it  is  my  custom, 
and  I  think  it  the  general  practice,  to  take  deep  bites  of  the  tissue 
and  tie  the  suture  ligatures  with  great  care  so  as  to  prevent  their 
cutting  into  the  tissues  and  thus  destroying  their  efficiency.  The 
danger  to  the  ovary  is  obvious  and  if  there  is  one  thing  which  I 
have  learned  from  a  long  series  of  ectopic  pregnancies  it  is  this: 
in  this  type  of  case  where  the  broad  Ugament  and  adnexa  are  very 
edematous  and  friable,  if  in  removing  the  tube,  I  cannot  safely 
follow  the  generally  accepted  and  proper  technic  of  salpingectomy, 
I  feel  that  the  ovary  should  be  sacrificed  with  the  tube. 

Dr.  Albert  M.  Judd. — "Shortly  before  coming  over  here,  I 
operated  on  a  case  of  ectopic  which  bears  out  very  well  the  statements 
made  by  Dr.  Cary.  The  patient  was  admitted  to  the  hospital 
this  afternoon  with  a  rather  peculiar  history.  She  was  operated 
on  at  the  German  Hospital  some  fifteen  years  ago  and  one  tube 
and  ovary  were  removed  at  that  time,  for  what  reason  I  do  not  know. 
She  had  had  one  child  since  then,  now  some  twelve  years  of  age. 
Her  last  regular  period  was  on  the  ninth  of  November.  This  lasted 
five  days,  without  pain,  which  was  the  usual  history.  On  the  ninth 
of  December  this  woman  'spotted'  for  two  days  and  during  three 
hours  had  pain  which  necessitated  the  calling  of  a  physician. 
During  the  next  week  thereafter  she  had  several  attacks  of  pain, 
not  sufficiently  severe  to  make  them  call  a  doctor,  but  there  was  no 
further  'spotting.'  On  the  loth  of  this  month  (January)  this  history 
was  repeated,  with  the  exception  that  the  pain  had  continued. 
When  I  saw  her  late  this  afternoon  she  had  a  blood  pressure  of  135 
systolic  and  85  diastolic,  and  was  suffering  pain.  There  was  a  great 
deal  of  peritoneal  irritation,  as  shown  by  the  rigidity  of  the  abdominal 
muscles,  most  pronounced  below  and  diminishing  as  you  approached 
the  diaphragm.  The  pelvic  examination  in  this  case  did  not  show 
very  much.  I  could  only  make  out  a  cervix  and  what  I  thought  was 
a  mass  posteriorly  and  to  the  left,  but  the  rigidity  of  the  abdominal 
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muscles  interfered  with  any  bimanual  at  all.  She  was  a  rather  stout 
patient. 

"On  opening  the  abdomen  I  found  a  lot  of  adhesions  from  the 
previous  operation,  and  it  was  rather  difficult  to  bring  up  the  tube. 
I  found  an  ectopic  of  the  type  which  you  would  rather  expect  to 
find  with  this  type  of  history;  that  is,  a  tube  was  aborting.  It  had 
not  yet  aborted.  The  bleeding  had  been  from  the  free  end  of  the 
tube.  There  was  no  rupture  along  its  length  anywhere,  and  as  I 
pulled  up  the  tube,  the  small  fetus  was  extruded  from  the  end  of 
the  tube.  There  was  some  tearing  of  the  tissues,  and  although  she 
had  lost  her  other  ovary,  with  the  hemorrhage  which  was  existent 
and  the  amount  of  hemorrhage  which  had  taken  place,  I  felt  it  was 
the  wisest  thing  to  do  the  shortest  operation  which  to  me  was  the 
removal  of  the  ovary  and  the  greater  portion  of  the  tube.  Owing  to 
the  adhesions  on  the  right  side,  I  could  not  bring  up  the  uterus  so 
that  I  could  very  well  remove  the  small  end  of  the  tube,  and  I  left 
the  cornual  end.  In  a  case  like  this  I  think  the  best  thing  to  do  is 
to  remove  the  ovary  with  the  tube,  bearing  out  well  the  statements 
of  Dr.  Gary." 

Dr.  Hermann  Grad. — "I  have  observed  the  development  of 
ovarian  cysts  following  ectopic  operations  in  quite  a  number  of 
cases  and  the  thought  has  occurred  to  me  that  perhaps  there  was 
some  relation  between  the  two  conditions  and  not  merely  the  tech- 
nic  of  the  removal  of  the  ectopic  tube  for  the  development  of  the 
cyst. 

My  technic  in  removing  the  tube  in  an  ectopic  is  to  catch 
the  uteroovarian  vessels  and  avoid  the  infundibulopelvic  ligament, 
clamping  each  vessel  as  I  go  along  until  I  get  to  the  uterine  end  of 
the  tube.  I  do  not  use  a  needle  at  all,  the  vessels  are  simply  tied. 
I  can  recall  at  least  three  cases  of  ovarian  cyst  following  the  removal 
of  ectopic  tubes,  and  I  doubt  whether  it  was  really  the  technic 
which  is  always  responsible  for  the  formation  of  ovarian  cysts." 

Dr.  William  H.  Gary. — "I  would  just  like  to  say,  in  answer  to 
Dr.  Grad,  that  that  technic  for  removing  the  tube  is,  no  doubt, 
very  efficacious  and  the  proper  technic,  but  it  would  be  very  diffi- 
cult to  do  that  on  a  swollen,  friable  broad  ligament  (mesosalpinx), 
and  it  is  this  type  of  patient  that  I  think  we  usually  do  sew  up  with 
a  needle  and  are  apt  to  take  rather  free  bites  in  order  to  get  proper 
hemostasis." 

Dr.  Hiram  N.  Vineberg  reported  a  case  of 


CYSTIC    DEGENERATION    OF    THE   OVARY   LEFT   AFTER   SUPRAVAGINAL 
HYSTERECTOMY    FOR    MYOSARCOMA    OF    UTERUS.      TWO    RETRO- 
PERITONEAL   GROWTHS   AT   THE  BASE   OF   THE  BROAD 
LIGAMENTS,     REMOVAL     OF     GROWTHS 
AND   CYSTIC   OVARY. 

Mrs.  J.  S.,  aged  thirty  years,  married  ten  months,  consulted 
me  on  January  6,  1919,  for  pain  in  both  sides  of  the  lower  part 
of  the  abdomen.     She  stated  that  three  and  one-half  years  before 
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she  had  been  operated  upon  at  the  German  Hospital  for  a  fibroid 
tumor  and  that  the  ovaries  had  been  left  behind.  The  pains  in 
the  lower  quadrant  of  the  abdomen  came  on  about  a  year  ago;  they 
were  growing  worse  and  were  particularly  severe  when  she  did  any 
work.  At  times  the  pain  was  constant  even  though  she  kept  quiet. 
She  asserted  that  she  had  hot  flushes  and  perspiration  for  about 
a  year  after  the  operation. 

The  patient  is  very  stout,  has  good  color  and  a  robust  appear- 
ance. 

The  abdomen  shows  a  long  scar  left  of  the  median  line.  On 
bimanual  examination  a  small  cervical  stump  is  felt  in  the  vaginal 
vault.  In  the  left  fornix  a  hard  mass  the  size  of  a  small  closed  fist 
is  felt  next  to  the  pelvic  wall  and  is  quite  fixed.  In  the  right  side 
at  a  corresponding  site  is  felt  a  much  smaller  mass  also  hard  and 
fixed.  In  view  of  the  history,  I  assumed  that  the  masses  were  due 
to  pathological  changes  in  the  ovaries  that  had  been  left  in  situ. 

The  patient  was  admitted  to  my  service  at  Mount  Sinai  Hospital 
on  January  9th.  On  the  following  day  I  performed  a  laparotomy. 
This  revealed  only  the  right  ovary,  which  had  become  converted 
into  a  cyst  double  the  size  of  an  English  walnut.  This  with  the 
attached  tube  lay  perfectly  free  in  the  peritoneal  cavity  devoid  of 
any  adhesions.  The  two  masses  in  the  pelvis  were  found  to  be  re- 
troperitoneal, a  considerable  distance  from  the  cervical  stump  and 
lay  deep  down  in  the  cavity.  The  left  mass  was  first  enucleated  by 
slitting  the  peritoneal  layer  and  by  careful  blunt  dissection.  It 
was  closely  attached  to  the  large  pelvic  vessels  and  its  removal  was 
followed  by  profuse  and  troublesome  venous  hemorrhage.  This 
was  arrested  by  packing  and  finally  by  the  application  of  clamps. 
Just  as  a  hgature  was  being  carried  around  a  vein  held  by  one  of 
the  clamps,  the  assistant  inadvertently  tore  the  clamp  away  from 
the  vessel  with  the  result  that  the  bleeding  was  more  profuse  than 
ever.  It  was  no  easy  task  now  to  get  control  over  this  seeing  that 
the  patient  was  very  stout  and  the  bleeding  coming  from  a  space 
bounded  by  the  large  vessels  lying  deep  in  the  pelvic  cavity.  Success 
finally,  however,  followed  our  efforts  by  the  application  of  three 
clamps  which  were  left  in  situ  sticking  out  through  the  abdominal 
wall.  The  enucleation  of  the  retroperitoneal  mass  on  the  right  side 
was  comparatively  easy.  It  was  attended  with  very  sHght  bleed- 
ing and  the  peritoneal  incision  was  closed  with  sutures. 

The  patient  withstood  the  operation  very  well  and  is  making 
an  uneventful  recovery,  the  clamps  having  been  removed  at  the  end 
of  forty-two  hours. 

Dr.  Arthur  Stein,  who  performed  the  operation  at  the  German 
Hospital  (now  Lenox  Hill)  has  kindly  furnished  me  with  the  details 
of  it;  he  writes:  "The  operation  which  I  performed  at  that  time  con- 
sisted of  supravaginal  amputation  and  left  salpingooophorectomy, 
also  appendectomy.  The  cervical  stump  was  found  to  be  free  from 
any  fibromatous  changes  and  I  am  therefore  sure  that  the  tumor  you 
describe  must  have  developed  since  that  time.  You  will  be  inter- 
ested to  know,  however,  that  upon  microscopical  examination  the 
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removed  myoma  proved  to  be  a  myoma  undergoing  sarcomatous 
changes.     This  tumor  was  fully  as  large  as  a  man's  head." 

The  pathological  report  of  the  masses  removed  by  me  stated  that 
they  consisted  of  myomatous  tissue  showing  sarcomatous  elements. 

The  case  has  some  interesting  features: 

First,  in  demonstrating  the  period  of  time  clasping  in  which  the 
ovary  left  in  situ  became  converted  into  a  cyst.  The  data  on  this 
point  in  the  literature  are  very  meager,  as  I  learned  when  preparing 
my  paper,  "The  Fate  of  the  Ovary  after  Hysterectomy,"  read  before 
the  American  Gynecological  Society,  in  May,  191 5. 

Second,  that  although  an  ovary  was  left  in  situ,  the  patient  was 
not  thereby  freed  from  the  climacteric  syndrome. 

Third,  the  recurrence  of  myosarcomatous  growths  retroperito- 
neally  after  the  removal  of  a  myosarcoma  of  the  uterus,  as  it  is  held 
by  some  that  a  myoma  of  the  uterus  with  sarcomatous  elements  is 
not  truly  a  malignant  growth  and  seldom  or  never  recurs  or  gives 
rise  to  metastatic  growths. 

Fourth,  the  absence  of  any  pathological  changes  in  the  cervical 
stump. 

It  may  also  be  of  interest  to  note  that  I  operated  upon  a  younger 
sister  of  the  patient  about  a  year  ago  for  very  extensive  tuberculous 
disease  of  the  adnexa. 

Dr.  Franklin  A.  Dorman. — "How  long  was  the  interval  be- 
tween the  two  operations?" 

Dr.  Vineberg. — "Three  and  a  half  years." 

Dr.  John  O.  Polak. — "I  think  that  is  only  another  important 
point  in  favor  of  the  removal  of  the  cervix  in  doing  hysterectomy, 
which  I  brought  out  the  last  time." 

Dr.  Howard  C.  Taylor. — -"It  does  not  seem  to  me  that  this 
case  is  any  argument  in  favor  of  removing  the  cervix  in  doing 
myomectomy. 

"There  is  no  question  that  the  case  is  one  of  sarcoma  and  that  the 
original  tumor  was  a  sarcoma. 

"If  I  understood  Dr.  Vineberg's  description,  these  tumors  were 
separated  from  the  cervix." 

Dr.  Vineberg. — "Yes  a  little  distance  from  it." 

Dr.  Tayt^or. — "I  would  say,  therefore,  that  if  the  original  growth 
was  a  sarcoma  that  some  elements  of  sarcoma  remained  beneath  the 
peritoneum  rather  than  in  the  cervix.  If  there  were  any  elements 
left  in  the  cervix  the  recurrence  would  have  started  from  the  cervix 
and  not  become  separated." 

Dr.  Clarence  R.  Hyde. — "I  would  like  to  ask  Dr.  Vineberg  how 
long  after  the  hysterectomy  it  was  that  this  ovarian  cyst  developed." 

Dr.  Vineberg. — "Three  and  a  half  years.  I  do  not  know  how 
long  it  was  present." 

Dr.  Clarence  R.  Hyde. — "I  remember  doing  a  supravaginal 
hysterectomy  and  leaving  both  ovaries,  which  were  normal,  and 
three  weeks  later  I  had  to  re-open  this  patient  for  symptoms  and 
found  the  left  ovary  had  become  cystic,  the  size  of  an  orange,  a 
thin-walled  cyst,  filled  with  clear  and  not  bloody  fluid.     That  inter- 
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ested  me  because  I  had  no  idea  that  an  ovarian  cyst  could  develop 
in  as  short  a  time  as  three  weeks." 
Dr.  Eliot  Bishop  read  a  paper  entitled 

GYNECOLOGIC-OBSTETRIC    PERSONNEL    IN    A    SEMIPRI\ATE   HOSPITAL. 
(For  original  article  see  page  361.) 

DISCUSSION. 

Dr.  Howard  C.  Taylor. — "There  is  rarely  an  opportunity  to 
organize  a  hospital  on  an  ideal  plain  such  as  has  been  outlined  by 
Dr.  Bishop.  Many  hospitals  have  a  gynecological  but  no  obstet- 
rical service;  some  maternity  hospitals  have  no  g^'neco logical  wards. 

"There  is  no  doubt  that  excellent  work  can  be  done  in  obstetrics 
and  in  gynecology  without  a  combined  service,  and  it  has  been  my 
personal  observation  that  usually  in  a  combined  service  one  or  the 
other  branch  of  work  is  neglected  by  the  chief.  Few  men  after  a 
certain  age  elect  to  do  obstetric  work. 

"The  time  has  passed  when  any  man  can  cover  the  entire  range  of 
medicine,  and  he  does  well  who  masters  one  specialty  and  has  in 
addition  a  moderate  training  and  experience  in  associated  specialties. 

"There  is  no  doubt  that  for  an  obstetrician  a  knowledge  of  the 
diseases  of  the  pelvis  is  essential  and  that  experience  in  the  technic 
of  gynecological  operations  is  a  great  help  in  his  work.  This  is 
beyond  question. 

"It  is  not  so  certain  that  a  broad  obstetric  training  and  experi- 
ence is  as  valuable  to  the  gynecologist  as  the  same  amount  of 
experience  and  training  along  some  other  hnes.  For  example,  one 
or  two  years  devoted  to  pathology  or  to  general  surgery  would,  in 
my  opinion,  be  more  valuable  to  a  gynecologist  than  the  same  time 
devoted  to  obstetric  work. 

"The  position  occupied  by  a  "resident"  varies  in  different  institu- 
tions. In  some  places,  he  remains  a  long  time,  does  personally  a 
large  amount  of  work  to  the  exclusion  of  the  assistant  attendings. 
In  other  institutions  he  is  merely  a  "house"  surgeon  who  has  re- 
mained a  longer  period  than  usual.  Here  in  New  York  the  custom 
is  to  have  a  number  of  assistants  on  the  attending  staff.  This  gives 
less  work  to  a  resident.  As  Dr.  Bishop  has  pointed  out,  on  an  ob- 
stetric service  a  resident  competent  to  take  care  of  most  emergen- 
cies is  essential.  He  is  less  important  on  a  gynecological  service 
and  there  are  advantages  in  not  taking  work  from  the  assistant 
attendings." 

Dr.  J.  Milton  Mabbott. — "  From  the  standpoint  of  the  opposite 
view  to  that  taken  by  the  last  speaker,  I  would  like  to  endorse 
very  fully  the  recommendations  of  Dr.  Bishop. 

"Efficiency  was  Uttle  considered  in  colleges  and  hospitals  twenty- 
five  or  thirty  years  ago.  A  group  of  men  formed  a  college  associa- 
tion. They  gave  lectures  and  attracted  students  and  divided 
the  profits  and  became  consultants;  men  of  large  practice  and  great 
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reputation  and  quite  an  exclusive  association.  They  did  not  care 
to  have  assistants  who  would  be  able  to  do  everything  as  well  as 
they  did.  It  seems  to  me  they  simply  wanted  certain  work  done 
for  them  in  their  own  way.  All  that  is  different  in  these  days. 
We  now  believe  that  a  resident  physician  who  served  a  good  many 
months  or  several  years,  was  better  than  one  who  served  from  three 
to  six  months  as  assistant  and  house  surgeon  and  then  went  out  into 
practice. 

"I  am  glad  to  have  it  brought  before  us  that  hospital  efficiency 
must  be  improved  upon  and  that  we  must  have  some  routine, 
some  classical  schedule  like  this  which  can  be  brought  into  the  hands 
of  the  chief  surgeon  and  physician  and  by  him  to  the  hands  of  his 
resident  and  right  down  to  the  intern,  who  should  not  make  useless 
examinations  of  patients  who,  for  example,  are  bleeding  from  placenta 
previa.  There  is  one  point  which  I  would  like  to  force  home,  namely, 
that  unnecessary  examinations  should  not  be  done  by  any  one  unless 
he  is  the  one  who  is  to  apply  the  remedy." 

Dr.  Frank  R.  Oastler. — "I  would  like  to  call  attention  to  two 
things  which  occurred  to  me.  The  doctor's  very  efficient  method 
of  dividing  the  service,  I  think,  appeals  to  us  all;  but  there  are  two 
things  in  my  practical  experience  in  hospital  work  that  are  becoming 
more  and  more  evident  as  I  get  older  and  as  the  times  change, 
and  those  two  things  are  at  the  extreme  ends  of  the  service.  They 
are  the  director  and  the  man  who  works  in  the  dispensary.  In 
New  York  City,  where  the  demands  for  a  good  man  are  so  great,  it 
means  that  the  director  becomes  more  efficient  and  more  prominent 
and  when  this  comes  to  pass,  less  of  his  time  is  going  to  be  devoted 
to  the  hospital  and  more  of  his  time  is  going  to  be  devoted  to  private 
work  and  then  the  hospital  service  suffers.  It  seems  to  me  that  the 
day  will  come  when  the  director  of  the  hospital  is  to  be  a  man  who 
devotes  his  entire  time  to  the  hospital,  and  a  man  must  leave  his 
practice  if  he  is  going  to  take  charge  of  a  hospital  service.  In  smaller 
towns,  where  the  demands  upon  a  man's  time  are  not  as  great,  he 
can  devote  more  of  his  time  to  the  hospital  than  in  New  York  City. 

''The  other  end  of  the  rope  is  the  man  who  is  working  in  the 
dispensary.  When  he  enters  the  dispensary,  he  does  so  for  the 
purpose  of  acquiring  knowledge.  After  he  is  there  a  year  or  two, 
he  is  a  sort  of  middle-man  between  the  dispensary  and  the  hospital. 
Unless  there  is  something  to  keep  up  his  interest  in  the  work,  he 
gets  tired,  becomes  neglectful  of  the  service  and  hangs  on  to  his 
appointment  simply  because  he  wants  a  handle  to  his  name,  or 
because  somebody  may  come  along  some  day  and  give  him  a  position 
upstairs;  or  he  leaves  the  hospital  entirely. 

"The  services  suffer  because  we  cannot  get  men  to  work  in  the 
dispensaries.  The  time  is  coming  when  there  must  be  some  in- 
centive, either  in  money  or  in  promotion,  and  it  is  to  be  understood 
that  he  is  to  be  promoted  in  order  to  keep  the  clinics  going.  Un- 
fortunately, promotion  to  the  hospital  does  not  work.  As  soon  as 
he  is  made  an  assistant  in  the  hospital  and  is  given  work  in  the 
dispensary,  he  neglects  his  dispensary  work  and  pays  all  his  at- 
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tention  to  the  work  upstairs.  I  believe  it  is  the  tedious  work 
at  the  lower  end  of  the  ladder  which  must  eventually  be  paid  for." 

Dr.  Franklin  A.  Dorman. — "It  should  be  recognized  that 
practically  all  of  us  have  a  bias  and  are  not  equally  proficient  in 
the  practice  of  gynecology  and  the  practice  of  obstetrics.  When 
a  man  is  developing  skill  in  gynecology  the  obstetric  part  of  his 
career  is  apt  to  be  neglected.  To  put  it  conversely,  a  man  who 
is  developing  prominence  in  obstetrics,  is  apt  to  center  more  and 
more  on  that  until  he  gets  tired  of  gynecology  and  it  becomes  a  lesser 
part  of  his  career.  To  my  mind,  that  is  possibly  one  weak  spot 
in  Dr.  Bishop's  program.  He  gives  a  hospital  program  wherein 
he  names  associates  and  these  associates  are  men  advanced  and 
experienced  and  gives  them  on  perfectly  equal  terms  experience  in 
both  sides  of  the  hospital.  The  question  is  whether  if  you  have  a 
rotating  service  in  obstetrics  and  gynecology  you  are  going  to  have 
quite  the  grade  of  training,  quite  the  grade  of  obstetric  service  that 
you  would  have  if  you  had  one  chief  responsible. 

"Some  exception,  I  think,  might  be  taken  to  the  very  little 
active  work  that  the  doctor  delegates  to  the  chief  of  the  hospital 
service,  the  man  who,  perhaps,  gives  one  clinic  a  week.  If  we  can 
understand,  perhaps,  such  a  man  being  overburdened  by  his  extensive 
practice  we  can  see  that  this  is  all  the  hospital  operating  that  he 
might  have  time  for. 

"  The  other  point  which  I  think  must  be  emphasized  is  the  necessity 
of  having  an  experienced  resident.  No  matter  how  carefully  the 
attending  watches  the  maternity  service,  unless  he  can  stay  awake 
night  and  day,  he  is  at  the  mercy  of  his  resident.  I  do  not  refer  to 
a  resident  of  six  months  for  I  do  not  call  that  a  resident  position. 
I  mean  a  man  who  is  there  for  years,  a  man  who  is  familiar  with  the 
work,  a  capable  man.  Such  a  man  is  of  as  much  importance  as  the 
attendings  or  associate  attendings.  I  mean  a  man  who  is  just  living 
and  absorbing  obstetrics  all  the  time.  That  is  the  kind  of  man  the 
attending  must  depend  upon.  He  must  meet  the  great  emergencies.  I 
have  always  made  it  a  point  to  instruct  the  resident  to  be  prepared  to 
act  in  any  emergency  where  life  is  at  stake,  according  to  the  necessities 
of  the  moment.  He  should  report  to  the  attending,  -but  should  not 
delay.  We  must  have  a  man  who  is  competent  to  do  that  sort  of 
thing." 

Dr.  Eliot  Bishop  (closing). — "In  answer  to  Dr.  Taylor's  criti- 
cism that  gynecological  surgery  cannot  be  well  combined  with 
obstetrics,  I  would  like  to  remind  the  Society  that  this  principle 
has  been  brought  out  by  gynecologists  in  the  past.  Cullen  I  know 
has  referred  to  it  before  the  American  Gynecological  Society.  I 
hope  my  rebuttal  will  not  be  too  presumptions,  when  I  say  that  the 
obstetrician  who  cannot  practise  gynecology  has  organized  neither 
himself  nor  his  service  properly.  He  also  refers  to  the  large  amount 
of  responsibility  given  in  my  scheme  to  the  associates,  and  again 
I  feel  that  the  routine  work,  even  though  major  in  character,  should 
more  and  more  be  given  to  the  younger  men  for  their  more  rapid 
development.     I  feel  that  the  Resident  has  come  to  stay  and  I 
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prophesy  that,  within  the  next  ten  years,  our  present  type  of  in- 
ternes will  have  disappeared  and  will  be  replaced  by  residents  and 
assistant  residents  and  fifth  year  medical  students.  As  to  the 
nursing,  I  agree  with  Dr.  Taylor  that  the  one  grade  we  have  at 
present  is  not  for  the  best  efficiency,  and  that  it  will  break  up  into 
two  or  more  grades  of  training  and  nursing.  Dr.  Oastler  has  re- 
ferred slightly  to  what  I  also  have  touched  upon — the  economic 
aspect;  whether  we  will  be  led  in  development  along  radically 
different  lines,  I  do  not  know,  but  Boards  of  Trustees  are  giving 
serious  consideration  to  the  subject,  and  I  feel,  again,  that  the  next 
decade  will  show  marked  changes  in  this  aspect.  Dr.  Oastler  has 
referred  to  the  men  neglecting  dispensary  work,  when  they  get 
'up-stairs.'  In  one  institution,  this  is  met  by  the  automatic 
resignation  of  the  assistant  from  the  visiting  staff  when  he  neglects 
his  dispensary.  This  again  has  an  economic  aspect  in  that  it  makes 
men  neglect  either  private  practice  or  institutional  work.  Dr. 
Mabbott  well  exemplified  the  need  of  a  well- trained  resident,  which 
I  am  glad  to  say  Dr.  Dorman  agrees  with.  The  well-trained  resident 
must  be  fully  competent  to  be  the  highest  authority  on  the  spot  when 
the  emergency  occurs." 

Dr.  EDW.A.RD  T.  Hull  read  a  paper  entitled 


CONTRAINDICATIONS    TO    THE    USE    OF    THE   HYDROSTATIC   BAG 
IN   OBSTETRICS. 

(For  original  article  see  page  356.) 


DISCUSSION. 

Dr.  Wilbur  Ward. — "The  subject  of  the  use  of  the  hydrostatic 
bag  has  been  very  well  worked  out  in  past  years,  and  I  think  we  are 
pretty  well  agreed  that  it  has  a  marked  field  of  usefulness  and  that 
we  would  hesitate  to  practice  obstetrics  without  having  the  bags 
at  hand. 

"Dr.  Hull  has  brought  up  two  points  of  interest,  the  first  being 
the  question  of  the  induction  of  premature  labor  for  contracted 
pelvis.  It  seems  to  me  that  most  of  us  are  agreed  that  the  end-re- 
sults are  better  when  the  woman  is  allowed  to  stand  the  test  of  labor. 
The  induction  of  premature  labor  for  contracted  pelvis  at  eight  and 
a  quarter  or  eight  and  a  half  months  is  almost  completely  done  away 
with.  I  know  that  it  is  a  fact  that  in  hospital  as  well  as  in  private 
work  we  far  less  frequently  than  formerly  receive  a  patient  with  a 
note  from  her  physician  saying  that  labor  should  be  induced  at 
eight  or  eight  and  a  half  months  because  of  previous  difficulties. 
Dr.  Hull's  statistics  explain  why  most  of  us  have  assumed  this 
stand. 

"The  other  point  which  Dr.  Hull  brought  up  and  of  greater  in- 
terest at  the  present  time  is  the  practice  of  inducing  labor  approxi- 
mately at  term  for  no  reason  other  than  the  natural  impatience  of 
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the  patient  or  to  suit  the  convenience  of  the  obstetrician.  Early 
in  pregnancy  we  may  have  set  an  approximate  date  for  confinement 
and  when  that  date  approaches  many  patients  are  exceedingly 
impatient,  and  importune  us  daily  to  do  something  to  terminate  the 
pregnancy.  We  all  know  how  annoying  this  feature  is,  and  yet 
unless  there  is  some  well-defined  obstetrical  reason,  an  induction  of 
labor  should  not  be  considered.  Neither  should  the  convenience  of 
the  obstetrician  be  a  reason  for  inducing  labor.  It  is  being  done  a 
great  deal  and  I  think  some  of  you  would  be  surprised  at  the  number 
of  bags  introduced  Saturday  night,  Sunday  being  a  free  day  as 
regards  office  hours  and  routine  hospital  work.  There  is  no  reason, 
in  my  opinion,  for  this  so-called  ''delivery  by  appointment"  at 
full  term.  It  has  many  objections  and  a  great  many  dangers.  Dr. 
Hull  has  referred  to  the  difficulty  in  determining  what  constitutes 
full  term.  We  all  know  of  cases  where  a  labor  has  been  induced  for 
supposed  overgrowth  of  the  fetus  and  the  result  has  been  a  pre- 
mature, weak  infant  with  all  its  possibihties.  It  was  only  this 
afternoon  that  one  of  my  patients  told  me  about  her  sister.  One  of 
the  most  eminent  obstetricians  in  this  City  tried  to  induce  labor  at 
supposed  term  with  a  complete  failure  as  regards  uterine  contractions. 
After  twenty-four  hours  the  bag  was  removed  and  nothing  further 
done.  Two  weeks  later  she  had  a  spontaneous  normal  labor  with  the 
birth  of  a  child  weighing  6  pounds  and  4  ounces.  Of  course, 
that  woman  was  not  due  when  the  attempt  was  made  to  induce 
labor.  The  danger  as  far  as  the  actual  labor  is  concerned  is  mainly 
that  of  uterine  inertia.  If  a  woman  is,  obstetrically  speaking, 
ready,  and  the  uterus  is  irritable,  good  results  are  almost  uniform, 
as  is  so  often  a  simple  stretching  of  the  cervLx  with  the  finger  tips 
and  the  administration  of  castor  oil  and  quinine.  In  these  cases 
the  bag  will  promptly  set  up  contractions  and  labor  follows,  although 
one  never  knows  but  that  the  introduction  of  the  bag  will  be  followed, 
as  it  frequently  is,  by  uterine  inertia.  The  bag  may  be  pulled 
through  but  in  the  absence  of  contractions  the  cervix  is  not  retracted, 
the  case  very  often  with  ruptured  membranes  remaining  in  statu  quo, 
necessitating  a  difficult  operative  procedure  with  a  great  deal  of 
danger  to  both  the  mother  and  child.  In  my  opinion  the  induction 
of  labor  at  supposed  full  term  based  solely  upon  the  natural  impa- 
tience of  the  mother  or  to  suit  the  convenience  of  the  obstetrician 
cannot  be  too  strongly  condemned." 

Dr.  Austin  Flint. — "I  think  this  Society  should  not  go  on  record 
as  countenancing  any  indication  regarding  the  use  of  the  bag  for 
convenience  or  for  the  induction  of  labor  "by  appointment."  The 
question  has  been  brought  up  time  and  time  again.  People  have 
spoken  of  it  in  a  haphazard  sort  of  way,  saying  it  was  not  a  very 
nice  thing  to  do.  There  are  dangers  to  the  mother  as  far  as  lacera- 
tions are  concerned  and  dangers  to  the  child  as  far  as  mortality  is 
concerned.  To  do  an  operation  of  this  sort,  to  deliver  a  woman  for 
convenience  is,  in  my  opinion,  next  door  to  criminal.  I  think  a 
man  who  does  that  thing  nowadays  should  not  only  be  disciplined 
and  his  action  frowned  upon  by  the  profession  but  he  almost  renders 


NEW   YORK    OBSTETRICAL   SOCIETY  397 

himself  liable  by  such  a  practice  to  something  approaching  a  crimi- 
nal procedure.  He  is  doing  something  which  is  not  recognized 
by  the  profession  as  being  for  the  best  interests  of  the  patient,  and 
should  be  frowned  upon.  On  the  other  hand,  the  use  of  bags  is 
life  saving  under  proper  conditions.  I  am  willing  to  go  on  record 
and  define  my  position  on  this  question  by  saying  that  I  believe 
there  are  a  large  number  of  cases  of  contracted  pelves,  a  little  more 
contracted  perhaps  than  the  border-line  cases,  where  aided  by  a 
previous  history  of  labor,  the  use  of  a  bag  may  save  the  life  of  the 
child  by  inducing  labor  before  the  child  reaches  the  size  it  would  be 
if  allowed  to  go  to  full  term.  This,  however,  should  not  be  done  too 
early. 

"The  use  of  bags  is  a  big  subject  which  may  be  looked  at  from  a 
dozen  different  standpoints,  and  a  subject  that  I  should  like  to  say 
more  about,  but  the  hour  is  late.  I  do  think,  however,  that  the 
medical  profession,  as  represented  by  this  Society,  who  are  doing 
gynecology  and  obstetrics  and  who  know  the  dangers  of  inducing 
labor  by  the  use  of  the  bag  should  frown  upon  a  practice  that  jeop- 
ardizes the  life  and  health  of  the  patient,  and  that  it  should  not  be 
resorted  to  simply  because  it  may  be  a  matter  of  convenience.  A 
better  practice  would  be  to  instruct  your  patients  and  explain  to 
them  the  fact  that  they  can  give  birth  to  a  child  safely  only  by  the 
slow  process  of  nature  and  that  if  hastened  by  artificial  means  there 
must  be  injury.  By  the  avoidance  of  such  injuries  there  is  a  con- 
servation of  health." 

Dr.  Harold  Bailey. — "I  think  there  are  some  points  in  this 
paper  which  are  deserving  of  fuller  discussion.  To  lay  aside  the 
use  of  the  bag  in  contracted  pelves  is  not  correct.  In  the  type  of 
pelvis  which  we  know  as  first  degree  contraction,  the  generally 
contracted  and  simple  flat  pelvis,  where  the  contraction  rests  between 
7  and  8  cm.  as  the  low  limit  in  one  and  7.5  to  8.5  cm.  in  the  other, 
we  all  agree  that  Cesarean  section  should  be  done  at  term  rather 
than  to  indulge  in  any  temporizing,  but  there  is  a  class  of  cases 
which  Dr.  FHnt  has  mentioned  and  that  is  the  class  of  the  second 
degree  contraction,  where  at  the  inlet  there  is,  say,  8  cm.  as  the  low 
limit  in  one  and  8.5  cm.  in  the  other.  It  seems  to  me  that  cutting 
off  two  weeks,  with  control  of  the  size  of  the  fetus,  at  the  end  of 
pregnancy  gives  these  women  a  smooth  labor  without  any  instru- 
mentation other  than  the  bag.  The  same  applies  to  the  relative 
contractions  of  the  outlet,  where  the  transverse  diameter  is  between 
7  and  8  cm.  Then  there  is  the  class  having  labor  at  term.  I  think 
labor  should  be  induced  at  term  if  we  determine  that  the  fetus  is 
full  or  normal  size,  that  is,  7,  y}^^,  or  7^^  pounds,  and  in  this  way 
I  think  we  would  lose  a  great  many  of  our  gynecological  injuries 
and  the  need  of  forceps  in  many  cases.  We  do  not  wish  on  our 
hospital  service  to  deliver  9-  and  lo-pound  babies,  and  the  induction 
of  labor  at  term,  where  the  child  is  full  sized,  is  entirely  justified. 

"Speaking  from  the  standpoint  of  the  contraindication;  laying 
aside  entirely  the  aspect  that  the  doctor  spoke  of,  labor  of  con- 
venience, which,  of  course,  we  would  not  consider,  I  think  there  is 
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just  the  point  that  a  great  many  cases  where  the  lower  uterine 
segment  is  long  and  rigid,  no  matter  what  the  other  indications  are 
for  the  induction  of  labor,  should  not  have  a  bag  inserted.  Those 
cases  do  not  do  well  with  a  bag  and  the  history  runs  along  somewhat 
the  way  that  Dr.  Ward  spoke  of.  There  is  one  difficulty  which 
occasionally  arises  following  the  bag,  and  that  is  the  failure  of  the 
patient  to  go  into  labor.  It  is  a  formidable  difficulty  and  cannot 
be  taken  into  account  before  the  bag  is  introduced." 

Dr.  Hiram  N.  Vineberg. — "I  would  like  to  ask  the  doctor  if  I 
understood  him  to  say  it  is  very  very  rarely  that  a  woman  goes 
beyond  actual  term.  Are  not  there  cases  where  you  feel  the  patient 
has  actually  gone  two  or  three  weeks  over  full  term?  I  understood 
you  to  say  there  were  not  any." 

Dr.  Edward  T.  Hull. — "There  is  no  question  but  that  pregnancy 
does  occasionally  go  overtime.  The  fetal  head  becomes  larger  and 
will  mould  less  readily;  and  if  we  accept  the  fact  that  a  baby  of  a 
weight  under  lo  pounds  will  not  cause  dystocia  from  its  size  alone 
it  is  apparent  that  simple  overgrowth  will  very  rarely  cause  serious 
obstruction.  In  these  cases  if  you  wait  until  labor  starts  sponta- 
neously, the  cervix  will  be  thinned  out,  the  lower  segment  formed 
and  obstruction  from  the  soft  parts  will  be  largely  overcome.  I 
would  prefer  to  have  a  patient  with  a  thick  rigid  lower  segment  go 
over  term  than  to  induce  at  term.  The  advantages  of  having  a 
smaller,  softer  head  to  deliver  are  more  than  offset  by  the  rigidity 
of  those  parts.  If  the  baby's  head  is  getting  too  large  for  the  pelvis 
you  have  the  problem  of  border-line  contraction.  It  is  a  question  of 
the  relative  size  of  the  head  as  compared  to  the  size  of  the  pelvis. 
Better  results  are  obtained  in  these  cases  by  allowing  the  patient  to 
go  on  with  a  trial  labor.  The  only  exception  I  would  make,  is  in 
the  multipara  who  has  had  successive  babies.  She  has  her  first 
baby  normally.  Her  next  is  a  Httle  larger,  with  a  difficult  labor. 
She  has  her  next  baby  with  a  high  forceps  operation,  she  has  another 
baby  which  is  stillborn.  Her  babies  are  getting  larger  with  each 
successive  pregnancy.  She  has  a  number  of  children  living,  she  does 
not  wish  to  subject  herself  to  Cesarean  section,  and  it  does  not  seem 
necessary  that  she  should.  Why  not  induce  labor  in  such  a  case 
earlier,  even  though  there  is  an  added  risk  to  the  baby  with  the 
probabihty  of  getting  a  spontaneous  delivery? 

"The  most  important  question  in  the  matter  of  the  use  of  the  bag, 
it  seems  to  me,  relates  particularly  to  the  danger  to  the  baby.  The 
bag  can  be  introduced  without  great  danger  to  the  mother.  There 
is  a  sHght  danger,  such  as  we  have  referred  to,  but  the  great  danger 
is  to  the  child.  If  there  is  a  considerable  mortality  connected  with 
the  induction  of  labor  as  far  as  the  baby  is  concerned,  are  we  justi- 
fied in  ignoring  it?  The  mother's  interest  comes  first,  but  that  does 
not  mean  that  the  baby's  interest  should  be  neglected,  and  with  the 
high  mortaUty  and  the  large  percentage  of  babies  that  do  badly 
up  to  the  first  year,  it  does  not  seem  justifiable  in  the  majority  of 
cases. 

"Dr.  Flint  spoke  of  the  question  of  the  induction  of  premature 
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labor  for  contracted  pelvis.  Given  a  woman  who  has  lost  one  or 
two  babies  from  a  moderate  degree  of  contraction,  he  says  induce 
labor  and  get  a  baby  a  little  smaller  with  the  probability  of  spon- 
taneous labor,  or  one  that  can  be  terminated  fairly  easily  with  in- 
struments, or  operative  delivery.  I  look  at  it  from  the  other  side, 
from  the  interests  of  the  baby.  The  mother  had  already  had  a  diffi- 
cult labor,  she  has  lost  her  baby,  and  may  be  a  second  one.  Is  not 
that  an  added  reason  why  you  should  not  take  any  chance  with  the 
succeeding  baby?  The  best  chance  for  the  baby  in  that  case  is 
Cesarean  section.  True,  there  is  a  slight  element  of  risk  to  the 
mother,  but  what  mother  would  not  be  willing  to  subject  herself 
to  that  slight  risk  with  the  promise  of  having  a  full-term,  normal, 
healthy  baby?  A  woman  who  has  lost  one  or  two  babies  does  not 
want  to  take  the  risk,  in  my  opinion,  of  having  another  dead  or 
premature  child  that  may  be  sickly,  poorly  nourished,  develop  attacks 
of  cyanosis,  and  perhaps  lose  it  anyway  in  a  few  days,  or  maybe 
have  to  be  kept  in  an  incubator  vnth.  cfifficulties  in  feeding  only  to 
lose  it  later.  I  do  not  say  that  it  is  the  rule  in  all  cases  but  I  do  not 
see  that  we  are  justified  in  taking  the  added  risk  as  far  as  the  baby 
is  concerned. 

"Dr.  Bailey  spoke  of  induction  of  labor  at  term  to  prevent  over- 
growth. On  the  assumption  that  you  have  a  baby  at  full-term, 
with  every  reason  to  believe  it  is  well  fitted  for  taking  up  its  extra- 
uterine life,  and  if  allowed  to  go  over,  there  will  be  a  high  percentage 
of  instrumental  deliveries,  forceps,  lacerations  and  gynecological 
work  to  be  done  later;  my  answer  is  that  after  the  induction  of  labor 
the  percentage  of  forceps  deliveries  and  versions  is  higher  than  by 
allowing  the  patient  to  go  along  until  there  is  spontaneous  labor. 
It  seems  to  me  there  will  be  fewer  lacerations  and  less  damage  done 
by  allowing  the  woman  to  go  into  natural  labor  rather  than  to  induce 
labor  before  the  soft  parts  are  prepared,  with  the  consequent  danger 
that  goes  with  it." 


The  special  committee  appointed  for  this  purpose  presented  the 
following  resolutions  relative  to  a  former  distinguished  fellow  of  the 
New  York  Obstetrical  Society,  Dr.  Edwin  B.  Cragin. 


Dr.  ED\^^N  Bradford  Cragin,  a  member  of  the  New  York  Ob- 
stetrical Society  since  1892,  was  born  in  Colchester,  Connecticut, 
October  23,  1859,  and  was  a  direct  descendant  of  Governor  William 
Bradford. 

His  early  education  was  at  Bacon  Academy  in  Colchester.  He 
was  graduated  from  Yale  College  in  1882,  and  from  the  College  of 
Physicians  and  Surgeons  in  1886.  He  then  served  eighteen  months 
on  the  staff  of  the  Roosevelt  Hospital. 

Dr.  Cragin  was  an  assistant  gynecologist  to  the  Roosevelt  Hos- 
pital from  1889  to  1899.     He  was  appointed  professor  of  obstetrics 
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at  the  College  of  Physicians  and  Surgeons  in  1899  and  professor  of 
gynecology  in  1904,  and  he  held  both  of  these  chairs  in  that  insti- 
tution until  the  time  of  his  death. 

Dr.  Cragin  had  the  entire  charge  of  the  Sloane  Hospital  for 
Women  since  1898  and  was  instrumental  in  the  founding  of  the  gyne- 
cological department  in  that  institution. 

Dr.  Cragin  was  consulting  obstetrician  or  gynecologist  to  the  New 
York  Infant  Asylum,  Italian,  Lincoln,  Presbyterian  and  Roosevelt 
Hospitals,  and  in  addition  to  the  New  York  Obstetrical  was  a  member 
of  American  Gynecological  Society,  the  American  Medical  Associa- 
tion, the  New  York  State  and  County  Societies,  the  New  York 
Medical  and  Surgical  Society,  and  the  New  York  Academy  of  Medi- 
cine. He  was  vice-president  of  the  Academy  of  Medicine  at  the 
time  of  his  death. 

Dr.  Cragin's  professional  duties  were  so  exacting  that  he  had  but 
little  time  to  devote  to  other  pursuits.  Even  his  vacations  were 
broken  into  by  calls  of  a  professional  nature  and  but  few  had  the 
privilege  of  knowing  any  but  the  professional  side  of  his  life.  Few 
of  us  knew  that  he  had  founded  a  library  and  erected  a  handsome 
building  for  it  in  his  home  town  of  Colchester,  and  few  of  us  the  ex- 
tent to  which  he  gave  his  financial  support  to  the  medical  mission- 
ary work  of  China. 

With  his  learning  and  extensive  clinical  experience  Dr.  Cragin 
was  a  master  of  his  specialty  and  a  teacher  of  unusual  force  and 
magnetism. 

Dr.  Cragin  was  not  only  a  fellow  of  the  New  York  Obstetrical 
Society  but  a  constant  attendant  and  an  active  participant  in  its 
activities. 

Dr.  Cragin  confined  his  professional  activities  entirely  to  the 
specialties  of  gynecology  and  obstetrics.  As  a  gynecologist  he 
was  easily  one  of  the  best  in  the  city.  A  shrewd  diagnostician,  a 
rapid  operator,  conservative,  of  sound  judgment,  he  not  only  gave 
his  patients  honest  advice,  but  obtained  remarkably  good  results. 
It  is  not  as  a  gynecologist,  however,  that  he  will  be  remembered, 
but  as  an  obstetrician.  For  nearly  twenty  years  in  charge  of  the 
active  obstetrical  service  at  the  Sloane  Hospital  with  its  average 
of  1500  deHveries  a  year,  maintaining  meanwhile  an  extensive  pri- 
vate and  a  large  consulting  practice,  he  had  almost  unequalled 
opportunities  for  acquiring  a  wide  knowledge  of  obstetrics.  And 
with  his  quick  perception,  his  remarkable  memory,  and  his  un- 
bounded energy,  he  made  good  use  of  these  opportunities.  It  is 
doubtful  if  anywhere  in  this  country,  among  all  the  justly  celebrated 
obstetricians,  there  is  one  who  was  his  equal  in  judgment,  diagnos- 
tic skill,  or  operative  ability. 

Holding  such  a  position  in  the  medical  world,  he  necessarily  made 
enemies.  But  for  one  enemy,  he  made  many  friends.  He  undoubt- 
edly made  mistakes.  He  has  been  criticized  bitterly  for  turning 
out  so  little  scientific  work  during  all  these  years.  In  his  later  years 
especially,  his  energies  were  directed  more  particularly  toward  opera- 
tive gynecology,  rather  than  to  the  problems  of  obstetrics.     His 
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writings  and  teachings  are  almost  exclusively  on  clinical  subjects. 
His  fame  was  won  and  maintained  as  a  clinician,  and  on  that  alone 
will  he  be  given  his  place  in  medical  history.  For  it  is  undoubtedly 
true  that  for  years,  his  was  the  last  word  in  obstetrical  consultations. 
In  time  of  doubt,  his  was  the  advice  sought,  by  friend  and  foe  alike. 
As  an  obstetrical  consultant  he  was  on  a  pinnacle  by  himself. 

The  Society  has  lost  an  illustrious  Fellow;  the  medical  profession 
has  lost  an  invaluable  consultant;  and  the  community  at  large  a 
friend  tried  and  trusted  in  the  hour  of  need.  With  his  honesty, 
his  courage,  his  energy,  his  cheerful  optimism,  his  wide  experience, 
it  will  be  difficult,  indeed,  to  fill  the  place  left  vacant  by  the  death 
of  Dr.  Edwin  Bradford  Cragin. 

Howard  C.  Taylor, 
Wilbur  Ward, 
Geo.  H.  Ryder. 
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TRANSACTIONS  OF  THE  OBSTETRICAL  SOCIETY 
OF  PHILADELPHIA. 


Stated  Meeting,  Thursday,  December  5,  1918. 

The  President,  Dr.  Barton  Cooke  Hirst,  in  the  Chair. 
Dr.  E.  E.  Montgomery  read  a  paper  entitled 

THE   importance  OF  DIAGNOSIS  IN  PELVIC  AND  ABDOMINAL  SURGERY. 
(For  original  article  see  page  321.) 

DISCUSSION. 

Dr.  Stephen  E.  Tracy. — When  I  see  a  patient  with  hemorrhoids, 
there  is  always  the  query — are  they  simple  hemorrhoids  or  a  venous 
congestion  from  carcinoma  higher  up  in  the  bowel  or  from  a  tumor 
wedged  in  the  pelvis.  The  appendix  is  the  most  frequent  offender 
in  acute  inflammation  of  the  abdomen  and  the  diagnosis  is  usually 
easy.  In  some  cases  it  is  extremely  difficult.  In  a  patient  who  com- 
plains of  pain  in  the  right  lower  quadrant  of  the  abdomen,  with 
some  tenderness,  little  or  no  rigidity  of  the  muscles  and  a  tubal 
mass  in  the  pelvis,  it  is  not  always  easy  or  possible  to  determine 
if  the  symptoms  are  due  to  the  appendix  or  to  the  uterine  appendage. 
Such  patients  I  usually  leave  alone,  keep  in  bed  with  an  ice-bag  over 
the  painful  area,  and  give  bicarbonate  of  sodium  or  if  necessary, 
bicarbonate  of  sodium  and  glucose  by  the  bowel  after  the  method 
of  Murphy.  After  the  acute  symptoms  have  subsided,  the  leuko- 
cyte count  has  become  normal  and  there  is  no  elevation  of  tem- 
perature for  several  days,  we  then  operate  and  do  whatever  may  be 
necessary  to  remove  the  disease. 

A  few  days  ago  a  patient  was  sent  to  the  hospital  complaining 
of  pain  in  the  right  lower  quadrant  of  the  abdomen,  in  whom  a 
diagnosis  of  acute  appendicitis  had  been  made.  The  temperature 
was  normal,  leukocyte  count  slightly  increased,  some  tenderness 
in  the  abdomen  but  no  rigidity.  Vaginal  examination  revealed  a 
tender  mass  on  either  side  of  the  uterus.  Ordinarily  the  patient 
would  have  been  put  on  expectant  treatment  until  all  acute  symp- 
toms had  subsided,  but  the  family  physician  felt  immediate  opera- 
tion was  indicated  and  had  so  advised  the  family.  As  she  was  a 
border-Hne  patient  and  would  dp  well  by  either  line  of  treatment, 
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she  was  operated  upon  as  soon  as  prepared.  There  were  a  few  old 
adhesions  about  the  appendix  and  a  bilateral  pyosalpinx  with  acute 
pelvic  peritonitis.  The  symptoms  were  evidently  due  to  the  pelvic 
condition. 

Some  time  ago  I  saw  a  patient  in  consultation  who  was  taken 
with  sudden  pain  followed  by  vaginal  bleeding  and  who  gave  a 
history  of  delayed  menstruation.  Ectopic  gestation  was  suspected. 
An  examination  did  not  reveal  any  evidence  of  an  abdominal  or 
pelvic  lesion.  It  was  advised  that  she  be  kept  under  close  observa- 
tion. A  few  weeks  later  she  was  taken  with  a  similar  attack  and  as 
I  was  out  of  the  city  a  general  surgeon  was  called  in  consultation. 
He  made  a  diagnosis  of  ruptured  ectopic  gestation,  and  recommended 
immediate  operation.  She  was  removed  to  the  hospital  and  oper- 
ated upon  at  once,  and  it  was  found  that  the  symptoms  were  due 
to  an  inflamed  appendix  adherent  high  up  in  the  left  side  of  the 
pelvis.  There  are  no  doubt,  many  cases  operated  upon  with  a 
diagnosis  of  appendicitis  in  whom  the  symptoms  are  due  to  a  cal- 
culus in  the  ureter.  This  error  can  be  avoided  by  a  proper  inves- 
tigation of  the  urinary  tract  in  all  cases  in  which  the  symptoms 
of  appendicitis  are  not  clear  cut. 

Two  days  ago  a  patient  was  referred  to  my  service  with  a 
diagnosis  of  acute  appendicitis.  There  was  a  slight  tenderness  in 
the  right  iliac  fossa,  no  rigidity,  normal  temperature,  leukocyte 
count  10,000,  pelvic  organs  normal.  Investigation  showed  a 
retention  of  32  mils  of  fluid  in  the  pelvis  of  the  kidney,  which 
consisted  of  urine,  degenerated  blood  and  pus. 

Recently  a  patient  was  referred  to  me  with  a  history  of  two  or 
three  mild  attacks  of  appendicitis.  At  time  of  admission  he  com- 
plained of  digestive  disturbance  and  there  was  a  slight  tenderness 
in  the  right  iliac  fossa.  At  operation  a  slightly  thickened  appendix 
was  removed;  further  exploration  showed  a  carcinoma  of  the  pan- 
creas. The  Resident  thought  the  conditions  of  the  pancreas  was  a 
tertiary  lesion,  but  subsequent  Wassermann  was  negative.  The 
patient  is  faihng  rapidly. 

Only  too  often  does  the  general  practitioner  neglect  the  necessary 
investigation  of  the  pelvic  organs  that  would  enable  him  to  make  an 
early  correct  diagnosis  in  doubtful  or  perplexing  cases.  In  recent 
years  I  have  operated  upon  a  number  of  women  who  had  infected 
ovarian  cysts,  which  presented  clinical  phenomena  so  closely  re- 
sembling typhoid  fever  that  they  were  regarded  as  such  by  the 
attending  physicians.  One  of  the  patients  had  been  ill  for  several 
weeks  with  symptoms  of  a  typhoid-like  character,  headache,  malaise, 
pyrexia,  rose  spots,  etc.  At  the  end  of  that  time  she  complained  of 
pains  in  the  left  iliac  region.  As  abdominal  pains  accompany 
^^ Typhus  Abdommalis,"  they  elicited  no  special  attention  until  their 
very  persistency  led  to  a  vaginal  examination,  which  revealed  an 
infected  cyst  of  the  left  ovary.  In  another  case,  in  which  there  was 
a  torsion  of  the  pedicle  of  the  cyst,  the  clinical  history  was  of  a  more 
interesting  character.  The  woman  lived  in  a  community  in  which 
there  was  an  epidemic  of  typhoid  fever.     Several  members  of  her 
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own  household  had  had  it.  The  course  of  the  infection  faith- 
fully mimmicked  the  disease.  At  the  end  of  the  second  week  she 
was  seized  with  a  sharp  pain  in  the  region  of  McBurney's  point, 
an  accompanying  drop  of  the  temperature  to  below  normal  with  a 
subsequent  rise  to  a  higher  level,  caused  her  physician  to  suspect  a 
typhoid  perforation. 

In  both  of  these  cases  culture  of  the  cyst  contents  demonstrated 
the  presence  of  the  Bacillus  coli  communis. 

This  is  quite  in  accord  with  the  work  of  Coleman  and  Hastings 
who  state  that  some  of  the  strains  of  the  latter  give  rise  to  a  cUnical 
course  identical  with  typhoid  fever. 

It  is  not  often  that  these  cases  are  mistaken  for  typhoid  fever; 
as  a  rule,  the  acute  pain  incident  to  the  rotation  of  the  pedicle  of  an 
ovarian  cyst,  directs  both  the  patient's  and  the  physician's  attention 
to  the  lower  half  of  the  abdomen,  and  when  error  in  diagnosis  occurs, 
the  condition  is  usually  mistaken  for  appendicitis  or  stone  in  the 
ureter. 

Ascites  may  also  be  a  source  of  confusion  in  the  diagnosis  of 
intraabdominal  maladies.  Not  uncommonly  we  see  women  with 
immensely  distended  abdomens  which  are  not  due  to  hepatic,  or 
cardiorenal  effusion,  or  even  the  more  ordinary  types  of  ovarian 
cysts.  In  these  cases  the  diagnosis  usually  narrows  down  to  one  ofj 
three  conditions;  carcinoma  of  the  peritoneum,  papillary  cystoma  of 
the  ovary,  or  tuberculosis  of  the  peritoneum.  As  the  pelvic  findings 
differ  materially  in  these  diseases  a  vaginal  or  rectal  examination 
will  frequently  enable  the  initiated  to  make  a  correct  diagnosis. 
Some  years  ago  on  looking  over  Schmidt's  book  on  the  "Diag- 
nosis of  Abdominal  Tumors,"  I  was  impressed  with  the  statement 
that  the  diazo  test  was  of  value  in  making  a  diagnosis  of  tuberculo- 
sis of  the  peritoneum.  S.  Schmidt  found  that  in  this  disease  he 
invariably  obtained  a  maximal  positive  diazo  reaction.  In  the 
limited  number  of  cases  in  which  I  have  appHed  this  test  I  have 
found  it  to  be  of  service  in  determining  the  presence  or  absence  of 
tuberculosis. 

Dr.  Isidor  p.  Strittmatter. — I  feel  that  the  previous  history 
instead  of  always  helping  us  in  diagnosis,  sometimes  leads  us  astray. 
I  recall  a  case  seen  in  19 15  in  which  the  woman  had  a  mass  in  the 
right  iliac  fossa  the  size  of  an  orange.  The  cervix  was  well  dilated 
and  after  seeing  the  patient  for  a  few  times  I  subjected  her  to  purga- 
tion with  Epsom  salts.  I  did  not  see  her  again  until  July  of  this 
year  when  she  was  suffering  with  intense  pain  in  the  right  side. 
This  was  not  confined  to  the  region  of  the  tumor  but  extended  up 
to  the  liver  so  that  it  was  impossible  to  say  whether  the  inflammatory 
condition  on  the  right  side  originated  in  the  appendix,  Fallopian 
tube  or  gall-bladder.  She  was  kept  under  observation  and  improved, 
although  when  she  attempted  to  move  about  she  complained  of  pain. 
The  pulse  was  rapid  and  there  was  subnormal  temperature.  I  de- 
cided to  open  the  abdomen  and,  to  my  surprise,  found  a  four 
months'  fetus  free  in  the  abdominal  cavity  on  the  side  where  the 
woman  had  had  the  pus  tube.     The  previous  history  here  certainly 
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led  me  astray.  In  view  of  the  past  history  the  natural  supposition 
was  that  the  uterine  end  of  the  Fallopian  tube  had  become  obstructed, 
that  the  mass  had  ruptured  and  set  up  a  peritonitis.  Instead  of  this 
there  was  an  extrauterine  pregnancy  which  had  ruptured  and  the 
fetus  was  free  in  the  abdominal  cavity. 

Dr.  Montgomery  (closing). — ^The  case  which  Dr.  Strittmatter 
presents  emphasizes  the  fact  that  inflammatory  troubles  do  quite  well 
when  left  alone  and  treated  in  a  palliative  way.  The  fact  that  this 
woman  when  she  came  under  his  observation  had  a  mass  of  an  inflam- 
matory character  and  then  years  later  showed  the  condition  which  he 
found  emphasizes  that  fact.  The  case  also  emphasizes  what  I  said, 
that  a  man  making  the  diagnosis  must  keep  his  mind  free  from  any 
obsession  the  result  of  a  previous  history  and  must  make  no  decision 
until  the  evidence  is  all  in.  I  operated  yesterday  in  my  clinic,  on  a 
girl  of  fifteen  who  had  had  an  attempted  criminal  abortion.  This 
resulted  in  infection  of  her  pelvis  and  a  considerable  mass  on  either 
side  of  the  uterus,  the  structures  were  bound  down  and  the  uterus  in 
retroversion.  Contrary  to  my  usual  custom,  I  for  some  reason  oper- 
ated on  this  patient,  opening  the  abdomen  and  finding  the  tubes  and 
ovaries  bound  down.  I  lifted  up  first  the  left  tube;  there  was  some 
pus  which  I  pressed  out.  I  then  lifted  up  the  right  tube  and  found 
a  nodule  which  on  examination  aroused  my  suspicion  of  an  ectopic 
gestation.  This  suspicion  was  confirmed  upon  further  examina- 
tion and  removal.  The  symptoms  of  pregnancy  having  been  recog- 
nized a  criminal  abortion  had  been  attempted  and  the  infection 
which  led  to  the  operation  was  fortunate  for  the  patient  in  that 
it  saved  her  from  rupture  of  an  ectopic  gestation. 

Dr.  John  C.  Hirst  presented  a 

report   on   THE    FINAL   RESULTS   IN   ONE    HUNDRED   AND   TEN   CASES 
OF   NAUSEA    OF    GESTATION    TREATED    \^^TH    CORPUS    LUTEUM. 

(For  original  article  see  page  327.)  i 


DISCUSSION. 

Dr.  William  E.  Parke. — Since  Dr.|  Hirst's  preliminary  papers 
on  this  subject  I  have  had  several  opportunities  of  trying  out  this 
remedy  and  I  confess  that  it  has  given  me  very  great  satisfaction. 
I  cannot  at  this  time  give  the  number  of  cases  in  which  I  have  used 
the  corpus  luteum,  but  there  have  been  a  considerable  number. 
Two  recent  cases  impressed  me  very  strongly.  In  one  of  pernicious 
vomiting  the  matter  of  inducing  abortion  was  seriously  considered. 
Under  the  treatment  mentioned  by  Dr.  Hirst  the  patient  recovered 
entirely  within  two  weeks.  *1  have  had  two  such  cases  this  au- 
tumn and  feel  much  indebted  to  Dr.  Hirst  for  bringing  forward  so 
valuable  a  method  in  the  treatment  of  a  condition  which  hereto- 
fore has  been  a  great  problem. 

Dr.  Hirst  (closing). — I  have  found  it  essential  to  give  corpus 
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luteum  by  deep  intramuscular  injections,  and  not  subcutaneously 
or  by  mouth.  By  the  subcutaneous  method  there  has  been  little 
eflfect;  by  the  mouth,  none  whatever.  I  have  received  after  every 
paper  I  have  published  a  number  of  letters  asking  for  details. 
One  of  these  letters  tells  its  own  story  and  is  somewhat  typical  of 
others  regarding  the  careless  application  of  the  method.  When  the 
first  preliminary  report  appeared  I  received  a  long  night  letter  from 
the  Middle  West  saying  that  this  physician  had  a  very  bad  case 
of  nausea  and  vomiting  which  he  could  not  control  and  he  wanted 
to  know  where  he  could  get  the  extract.  Since  it  was  not  then  on 
the  market  I  forwarded  some  to  him.  I  heard  from  him  some  time 
afterward  thanking  me  but  saying  that  he  could  not  give  me  any 
data  as  the  man  had  died  before  he  had  a  chance  to  use  it. 
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Section  on  Obstetrics  and  Gynecology. 
Stated  Meeting,  January  28,  1919. 
Dr.  Solomon  Wiener  in  the  Chair. 
Dr.  Edwin  G.  Langrock  reported  a  case  of 

CEREBRAL   HEMORRHAGE   COMPLICATING   PREGNANCY. 

^The  patient,  para-i,  twenty-three  years  of  age,  felt  perfectly  well 
until  7  P.  M.  on  May  26,  1918,  when  she  had  a  convulsion  and  fell" 
to  the  floor.  She  became  unconscious  immediately  and  never 
regained  consciousness. 

She  was  brought  to  the  Harlem  Hospital  in  an  ambulance  at 
midnight  and  admitted  to  Dr.  Brodhead's  service  with  the  diagnosis 
of  eclampsia. 

I  saw  the  patient  at  12.30  a.  m.  and  found  her  condition  as  follows: 
The  systolic  blood  pressure  was  180,  the  diastolic  blood  pressure 
120,  the  pulse  rate  54.  She  had  Cheyne-Stokes  breathing  and  the 
respirations  were  very  poor.  By  catheter  only  a  few  drops  of  highly 
colored  urine  were  obtained.  There  was  slight  edema  of  the  legs 
and  more  marked  edema  of  the  ankles.  The  whole  right  side 
of  the  body  showed  extreme  spasticity  as  did  also  the  left  lower 
extremity.  The  neck  was  slightly  rigid.  The  left  pupil  was  widely 
dilated,  the  right  pin-point,  and  neither  reacted  to  Hght;  there  was 
no  corneal  reflex.  Babinski's  sigh  was  present  on  both  sides  as 
well  as  exaggerated  knee  jerks.  The  lungs  showed  moist  rales 
throughout,  and  the  heart  sounds  were  feeble  and  very  irregular^ 

Abdominal  examination  showed  an  81-^  months  uterus  with  a . 
floating  head.  The  fetal  heart  of  excellent  quality  was  heard  in  the 
left  lower  quadrant,  its  rate  was  148. 

Vaginal  examination  showed  the  cervix  two  fingers  dilated,  soft 
and  thin.     The  membranes  were  intact. 

Lumbar  puncture  was  extremely  difl&cult.  Three  men  attempted 
to  tap  and  only  a  few  cubic  centimeters  of  bloody  fluid  were 
obtained. 

The  diagnoses  considered  at  this  time  were  eclampsia  and  intra- 
cranial pressure;  the  latter  was  evidenced  by  unequal  pupils,  which 
did  not  react,  slow  pulse,  Cheyne-Stokes  breathing,  spasticity,, 
and  the  Babinski  reflex.  The  intracranial  pressure  we  thought 
was  due  to  either;  (i)  Cerebral  hemorrhage  from  eclampsia;  (2) 
intracranial  injury  due  to  her  fall  to  the  floor  following  the  convul- 
sion (which  might  have  been  eclamptic  in  origin),  or  (3)  to  a  cere- 
bral hemorrhage  from  the  rupture  of  a  blood-vessel,  the  seat  of 
syphilitic  endarteritis. 
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The  patient's  condition  was  growing  worse  steadily,  and  she 
showed  clearly  that  she  had  a  very  rapidly  progressing  cerebral 
condition  which  promised  to  be  fatal  in  a  short  time. 

At  3  P.M.  she  ceased  to  breathe;  her  pulse  continued  for  some  little 
time,  at  first  rather  strongly;  she  then  gradually  became  more 
cyanotic  and  her  heart  soon  stopped  beating. 

Everything  having  been  made  ready,  a  postmortem  abdominal 
Cesarean  section  was  done  in  the  usual  manner.  The  baby  was 
resuscitated  without  much  difficulty  and  weighed  6  pounds  14  ounces; 
it  left  the  hospital  in  three  weeks  in  good  condition. 

The  perplexing  questions  were  these: 

1.  Was  the  convulsion  due  to  eclampsia  or  to  cerebral  hemorrhage? 

2.  Was  the  cerebral  hemorrhage  traumatic,  from  her  fall  on  the 
floor  following  her  convulsion? 

3.  If  the  patient  was  not  eclamptic  and  if  the  condition  was  not 
traumatic,  what  would  produce  a  cerebral  hemorrhage  in  a  woman 
twenty-three  years  of  age  showing  no  signs  of  syphilis? 

Postmortem  examination  was  made  by  Dr.  Cassasa  of  the  Medical 
Examiner's  staff.  The  brain  was  the  seat  of  a  most  extensive  hem- 
orrhage, the  ventricles  all  being  filled  with  blood.  The  vessels  at 
the  base  were  hypoplastic.  The  heart  was  small  and  the  aorta 
not  of  normal  caliber.  The  abdominal  aorta  was  about  as  large  as 
the  little  finger,  the  whole  cardiovascular  system  showing  distinct 
hypoplasia.  On  this  finding  and  several  other  features  the  diagnosis 
of  status  lymphaticus  was  made.  It  is  well  known  that  we  have  in 
this  class  of  cases  many  sudden  deaths  due  to  cerebral  hemorrhages 
similar  to  the  one  here  described.  The  liver  and  kidneys  showed 
no    evidence    macroscopically    or    microscopically    of    eclampsia. 

The  unusual  features  of  this  case  which  merit  its  being  reported 
before  this  section  are: 

I.  A  case  of  status  lymphaticus  compUcating  hemorrhage;  and 
pregnancy  with  sudden  death  due  to  cerebral  hemorrhage. 
•     2.  Postmortem  Cesarean  section. 

3.  Intricacies    of    diagnosis    involving    possibility    of    eclampsia. 

Dr.  Arthur  Stein  reported  a  case  of  an 

UNUSUAL   complication     FOLLOWING     NORMAL     DELIVERY     (OSTEO- 
MYELITIS). 

In  presenting  the  following  case  I  have  a  two-fold  object:  first 
to  report  a  rare  and  interesting  case,  and,  second,  to  perhaps  secure 
enlightenment  in  regard  to  the  diagnosis.  The  history  of  the  case 
is  as  follows: 

The  patient  was  thirty-one  years  of  age,  a  para-ii,  whose  former 
history  was  absolutely  negative.  Even  after  careful  questioning 
the  patient  was  unable  to  recall  any  previous  illness  and  especially 
no  bone  or  tuberculous  disease. 

The  first  child  was  born  five  years  previously  and  had  apparently 
had  blenorrhea  as  it  had  received  treatment  for  eye  trouble  for 
quite  some  time.  The  husband  had  had  gonorrhea  several  years 
prior  to  her  first  confinement  but  was  perfectly  well  at  this  time. 


NEW   YORK    ACADEMY   OF    MEDICINE  409 

I  saw  the  patient  for  the  first  time  four  months  before  her  second 
deHvery,  observed  her  through  the  remainder  of  her  pregnancy  and 
regarded  her  as  a  very  healthy  woman  in  every  respect.  Her  heart, 
lungs,  blood  pressure  and  urine  were  all  normal.  Several  smears 
taken  from  the  vagina  were  also  negative  for  gonorrhea. 

She  went  into  labor  on  June  ii,  1918,  at  2.30  a.  m.  without  having 
been  examined  by  anyone,  and  gave  birth  to  a  child  at  7.30  a.  m. 
The  complete  placenta  followed  in  due  time  and  the  whole  confine- 
ment w^as  regarded  as  a  most  normal  one. 

Immediately  after  bringing  the  patient  back  to  bed,  however, 
she  complained  of  excruciating  pains  in  the  right  sacroiliac  region, 
and  these  pains  promptly  reached  such  a  state  of  intensity  that  the 
slightest  touch  at  remote  parts  of  the  region  would  cause  the  patient 
to  scream  with  agony.  Concurrent  with  these  pains  there  was  an 
immediate  rise  in  temperature,  starting  at  101.6°  and  the  following 
day  reaching  104.°  The  pulse  was  140.  The  course  of  the  tempera- 
ture and  pulse  in  this  case  may  be  best  followed  by  a  study  of  the 
temperature  charts.  The  patient  kept  up  this  temperature  and 
pulse,  with  remissions,  for  nearly  two  months.  At  the  end  of  July, 
however,  her  temperature  was  practically  normal,  but  her  pulse  was 
still  up  around  130.  You  will  note  that  at  the  beginning  of  August 
there  was  again  a  slight  rise  in  temperature  which  continued  with 
marked  remissions  until  September. 

But  to  return  to  the  onset  of  the  above  described  excruciating  pain 
in  the  sacroiliac  region,  I  would  like  to  say  that  after  making  a 
thorough  pelvic  examination,  with  negative  findings  it  was  decided 
upon  to  ask  the  advice  of  an  orthopedic  surgeon,  and  Dr.  Halstead 
Myers  was  called  in  to  see  the  case.  Dr.  Myers,  upon  careful  exami- 
nation, failed  to  find  any  lesion  of  the  bones,  but  on  the  supposition 
that  there  was  some  slight  dislocation  of  the  sacroiliac  ligament, 
strapped  the  patient  tightly  with  adhesive  plaster  which  afforded 
her  temporary  relief  although  she  required  three  or  four  attendants 
to  move  her. 

Examination  of  the  patient's  blood  at  the  beginning  of  her  disease 
showed  streptococcus  pyogenes  and  you  will  note  by  the  chart, 
she  received  antistreptococci  injections  for  three  weeks,  as  much 
as  20  to  30  c.c.  a  day. 

On  the  tenth  day  following  delivery  a  new  complication  developed 
in  the  form  of  a  marked  swelling  of  the  left  knee,  which  on  puncture 
was  found  to  contain  purulent  material  in  which  streptococcus 
pyogenes  were  also  present.  The  knee  gradually  healed  up  without 
any  further  interference. 

At  the  end  of  July  the  patient  was  still  unable  to  walk  on  account 
of  the  marked  pain  on  the  sacroiliac  joints  but  she  was  permitted 
to  leave  the  hospital  on  crutches.  I  might  say  here  that  while 
she  was  still  in  bed  several  ;v-ray  pictures  were  taken  which  showed 
no  abscesses  of  any  kind  and  no  destruction  of  any  sacroiliac 
ligament. 

After  the  patient  returned  home  she  was  seen  by  Dr.  Charles 
Jaeger,  who  made  for  her  a  very  strong  brace,  with  the  aid  of  which 
she  was  able  to  walk  on  crutches. 
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It  is,  of  course,  understood  that  throughout  the  course  of  the 
patient's  illness  numerous  vaginal  examinations  were  made  all  prov- 
ing negative  and  cultures  from  the  uterine  secretions  also  found  to 
contain  no  signs  of  any  virulent  infection. 

At  the  end  of  August  I  made  a  final  examination  of  the  patient 
before  leaving  on  my  vacation  and  at  that  time  nothing  abnormal 
was  to  be  found.  Two  weeks  after  I  left,  however,  I  was  informed 
that  the  patient  again  had  a  high  temperature  and  pulse  and  Dr. 
Jaeger,  who  was  taking  care  of  her  from  the  orthopedic  standpoint 
ordered  her  to  bed  again  and  observed  a  large  mass  gradually  develop 
in  the  right  groin.  He  advised  her  to  wait  until  my  return  and  when 
I  saw  the  patient  again  in  the  middle  of  September  (three  months 
after  deUvery)  the  following  conditions  were  found. 

In  the  right  groin  above  Poupart's  ligament,  there  was  a  large 
bulging  mass.  The  right  thigh  was  swollen  and  edematous  on  its 
anterior  aspect  up  to  the  middle.  Internal  examination  revealed 
the  presence  of  a  large  abscess  originating  apparently  in  the  right 
sacroihac  region  and  working  its  way  down  and  outward  toward 
Poupart's  ligament.     The  abscess  was  apparently  extraperitoneal. 

After  consultation  with  Dr.  Irving  Haynes  and  Dr.  Herman 
Fischer  an  operation  was  decided  upon.  Before  operating,  however. 
Dr.  Hirsch  made  several  more  a;-ray  pictures  which  confirmed  the 
presence  of  an  abscess  in  the  right  pelvic  region,  but  showed  the 
ligaments  of  the  sacroiliac  joint  to  be  apparently  perfectly  normal. 
The  patient  was  then  submitted  to  an  operation  with  the  result 
that  after  another  six  weeks  of  hospital  care  she  was  restored  to 
perfect  health.  (At  the  time  of  operation  Dr.  Fischer  who  performed 
the  same,  explored  the  hip-joint  with  an  aspirating  needle  without 
obtaining  any  pus.)  He  made  a  local  incision  parallel  to  Poupart's 
ligament  and  a  large  amount  of  pus  was  obtained  which  contained 
bacteriologically  streptococcus  pyogenes  and  also  staphylococcus 
pyogenes  albus.  The  abscess  was  traced  to  the  right  sacroiliac 
joint. 

The  patient  is  now  perfectly  normal  in  every  way  and  in  the  best 
of  health. 

To  recapitulate:  A  perfectly  normal  delivery,  para-ii,  im- 
mediately afterward  rise  in  temperature  to  104°  and  pulse  to  140, 
accompanied  with  excruciating  pain  in  right  sacroiliac  region.  These 
conditions  persisted  for  several  months  with  no  definite  signs 
until  the  third  month  after  dehvery  when  a  large  abscess  gradually 
developed  in  the  right  sacroihac  fossa  or  joint.  Incision  and  drain- 
age of  abscess,  with  the  result  that  after  five  and  one-half  to  six 
months  of  suffering  the  patient  finally  made  a  perfect  recovery. 

I  have  reported  this  case  rather  in  detail  because  I  myself  am 
uncertain  whether  this  process  was  due  to  an  old  osteomyeUtic 
focus  in  one  of  the  pelvic  bones  or  whether  the  whole  process  was 
due  to  some  other  cause.  The  surgeons  with  whom  I  consulted 
were  of  the  former  opinion,  there  being  no  signs  of  any  other  infection 
and  tuberculosis  being  practically  out-ruled. 
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Dr.  Arthur  Stein  also  reported 

THREE   CASES   OF   UNUSUAL   INTESTINAL   OBSTRUCTION. 

The  first  case,  a  woman  twenty-four  years  of  age,  married,  and 
having  three  children,  gave  an  absolutely  negative  previous  history. 
Menstruation  was  always  regular,  and  bowel  movements  especially 
had  been  regular. 

Six  days  before  she  was  admitted  to  the  hospital  she  was  suddenly 
seized  with  cramp-like  pains  in  the  whole  lower  abdomen  and  back. 
These  pains  lasted  for  a  day  or  two  and  then  gradually  disappeared. 
The  evening  before  her  admission  to  the  hospital,  however,  she 
was  again  seized  with  severe  abdominal  pain,  started  to  vomit  and 
developed  a  high  fever. 

At  the  time  of  her  admission  to  the  hospital,  when  I  first  saw  the 
patient,  she  presented  the  following  picture:  Her  face  was  flushed 
and  showed  typical  facies  Hippocratica;  her  temperature  was  104° 
and  pulse  130.  She  was  suffering  from  severe  abdominal  pain, 
extreme  but  uniform  distention  over  the  entire  abdomen,  marked 
tenderness  on  the  slightest  pressure,  the  pain,  however,  being  more 
localized  in  the  right  hypogastrium,  more  especially  over  McBurney's 
point.  There  was  marked  tympanitis.  Owing  to  the  great  ab- 
dominal distention  the  vaginal  examination  revealed  nothing 
definite.  It  seemed,  however,  that  the  right  adnexa  were  enlarged 
and  that  there  was  a  mass  which  might  originate  in  them  and  have 
some  connection  also  with  the  appendix. 

A  tentative  diagnosis  was  therefore  made  of  either  an  appendiceal 
abscess  or  a  ruptured  right  pyosalpinx.  At  any  rate  as  may  be 
gathered  from  the  foregoing  remarks  we  had  to  deal  with  a  surgical 
abdomen,  and  I  decided,  therefore,  to  subject  the  patient  to  an 
immediate  laparotomy. 

Upon  opening  the  abdomen  through  a  median  incision,  to  our 
astonishment  the  uterus  and  adnexa  as  well  as  the  appendix  were 
found  to  be  in  a  perfectly  normal  condition.  Our  surprise  was  great 
also  to  note  the  following  condition.  The  colon  ascendens  was  seen 
to  be  extremely  distended  and  a  few  fresh  fibrinous  bands  were 
found  gluing  the  small  intestines  together.  The  colon  ascendens 
and  transverse  colon  were  then  brought  into  view  and  three  very 
small  omental  adhesions  which  held  the  ascending  colon  down  were 
cut  and  ligated.  The  distention  of  the  colon  did  not  subside,  how- 
ever, after  these  bands  were  cut  and  it  was  therefore  deemed  advisable 
to  inspect  the  colon  down  to  the  rectum.  The  entire  colon  was 
therefore  brought  out  of  the  abdomen  for  further  careful  examina- 
tion, but  no  further  adhesions  were  found.  There  were  no  signs  of 
any  old  inflammation  or  tuberculosis.  The  abdomen  was  then 
closed  and  the  patient  returned  to  bed.  Her  convalescence  proved 
rather  stormy.  For  thirty-six  hours  following  she  ran  a  temperature 
as  high  as  104°  and  pulse  as  high  as  140,  and  vomited  constantly 
a  brownish  feculent  matter.  Several  stomach  lavages  were  ad- 
ministered which  somewhat  relieved  this  condition.  The  patient 
received  stimulants,  Murphy  drip  and  colon  irrigations,  and  also 
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at  eight-hour  intervals  for  forty-eight  hours  one  ampule  of  surgical 
pituitrin. 

After  about  four  days  of  constant  effort  on  our  part  I  am  glad 
to  say  that  the  patient  began  to  feel  better  and  the  reversed  peri- 
stalsis stopped.  She  was  discharged  shortly  afterward  in  perfect 
condition. 

I  report  this  case,  not  because  cases  of  intestinal  obstruction  are 
new  to  us,  but  because  in  this  instance  the  origin  was  a  rare  one  and 
the  patient's  history  gave  no  clue  to  the  conditions  that  led  up  to 
the  obstruction.  She  had  never  been  previously  operated  upon, 
nor  were  any  evidences  of  old  abdominal  inflammation  found,  it 
being  an  instance  in  which  three  little  omental  bands  were  un- 
doubtedly responsible  for  the  serious  conditions. 

The  second  case  was  that  of  a  woman,  twenty-eight  years  of  age, 
married,  who  was  admitted  to  the  Harlem  Hospital,  January  26, 
1 91 8,  in  an  extremely  serious  condition.  Her  former  history  was  of 
no  importance  except  for  the  fact  that  she  had  undergone  a  lapar- 
otomy for  uterine  fibroid  one  year  prior  to  her  admission  to  the  hospi- 
tal. Since  that  operation  she  had  never  menstruated.  Twelve 
hours  previous  to  admission  she  was  seized  with  severe  abdominal 
pains  which  increased  constantly  in  intensity.  The  patient  vomited 
frequently,  her  bowels  moved  and  her  appearance  was  that  of  acute 
illness.  The  temperature  was  103°  and  pulse  130.  The  lungs  and 
heart  were  negative.  The  abdomen  was  markedly  distended  and 
extremely  tender  to  the  touch.  No  free  fluid  was  to  be  found  on 
percussion  and  no  palpable  masses  could  be  felt.  The  urine  was 
normal.  Blood  examination  showed  14,400  white  cells,  89  per  cent, 
polynuclears,  and  1 1  per  cent,  lymphocytes. 

A  diagnosis  of  acute  intestinal  obstruction  was  made,  following 
which  the  patient  was  operated  on  immediately. 

Upon  opening  the  abdomen  some  free  fluid  escaped.  A  loop  of 
small  gut  was  found  firmly  adherent  to  the  pelvis  and  all  the  intesti- 
nal loops  below  this  were  greatly  distended.  Upon  inspection  it 
was  found  that  this  adherent  piece  of  small  gut  produced  a  volvulus 
in  such  a  way  that  a  fold  of  the  mesentery  tightly  compressed 
the  cecum.  The  cecum  and  appendix  were  found  lying  together 
underneath  a  fold  of  the  mesentery  to  the  left  side  of  the  abdomen. 
The  appendix  was  quickly  removed,  and  on  freeing  the  adherent 
loop  of  intestine  a  small  amount  of  fluid  escaped  from  a  pin-hole 
opening  which  was  closed  with  three  linen  purse-string  sutures. 
The  volvulus  was  then  untwisted  and  the  whole  bowel  carefully 
inspected  but  no  gangrenous  areas  were  found.  The  bowel  was 
returned  and  the  abdomen  closed  in  four  layers  after  a  cigarette 
drain  had  been  inserted  in  the  lower  angle  of  the  wound.  The 
patient  received  a  stomach  lavage  of  water  followed  by  sodium 
bicarbonate  while  on  the  operating  table,  and  castor  oil  (i  ounce) 
was  administered  through  a  tube. 

The  patient's  condition  during  the  two  days  following  operation 
was  practically  unchanged.  She  vomited  and  was  in  great  distress 
although  all  known  remedies  to  induce  bowel  movement  were  used. 
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Upon  the  third  day  (the  fourth  day  following  operation)  the 
patient's  condition  again  became  so  alarming  that  we  were  forced 
to  perform  a  colostomy.  This  was  done  through  a  McBurney's 
incision.  A  loop  of  the  distended  bowel  was  brought  outside  of  the 
abdomen,  a  purse-string  suture  placed  around  its  base,  and  a  small 
incision  made,  which  was  followed  by  the  introduction  of  a  Paul's 
tube.     In  spite  of  all  effort,  however,  the  patient  died. 

The  postmortem  findings  were  caseous  pneumonia  in  right  upper 
lobe  with  abscess  formation  in  center,  acute  localized  peritonitis 
and  necrotic  ileum  and  partial  obstruction  of  the  large  bowel.  There 
was  also  a  specific  aortitis. 

The  third  case  was  that  of  a  married  woman  twenty-eight  years 
of  age.  Two  years  previously  she  had  been  operated  upon ;  according 
to  her  statement  it  was  a  gynecological  operation,  but  its  nature 
was  unknown  to  her. 

The  patient  was  admitted  to  the  Harlem  Hospital  in  February, 
1918,  in  a  very  precarious  condition.  She  vomited  for  several 
days  with  increasing  frequency.  Her  abdomen  was  distended. 
She  had  had  no  movement  of  the  bowels  for  two  days. 

When  I  saw  the  patient  the  abdomen  was  markedly  distended 
and  rigid.  The  temperature  was  102°  and  pulse  130.  Upon  vaginal 
examination  nothing  definite  was  to  be  made  out.  I  decided,  how- 
ever, that  we  had  to  deal  with  an  acute  surgical  condition  and 
operated  upon  the  patient  at  once,  with  the  following  extremely 
surprising  and  interesting  findings. 

Although  nothing  had  indicated  a  hernia,  we  found  upon  trying 
to  excise  the  old  laparotomy  scar  a  small  loop  of  intestine  about  15 
inches  in  length  lying  directly  underneath  the  skin.  The  hernial 
ring  through  which  this  intestinal  loop  must  have  escaped  at  the  time 
of  her  previous  operation  was  at  the  upper  end  of  the  old  incision. 

A  whole  loop  of  intestine,  about  15  inches  in  length,  had  escaped 
through  this  hernia  ring  directly  underneath  the  skin  and  apparently 
constriction  of  the  ring  had  become  acute,  producing  symptoms  of 
intestinal  obstruction. 

It  took  exactly  three-quarters  of  an  hour  to  loosen  this  loop  of 
intestine  from  the  skin  and  I  was  then  able  to  incise  the  ring  and 
replace  the  intestinal  loop  wdiich  was  not  so  black  as  to  indicate 
resection.  The  excision  of  the  hernial  ring  and  the  closure  of  the 
abdomen   followed.     The   patient   made   an   uneventful   recovery. 

It  is  of  interest  to  note  in  this  case  that  the  hernia  and  prolapse 
of  the  intestines  must  have  been  of  long  standing  as  the  intestines 
were  firmly  adherent  to  the  skin.  It  seems  that  shortly  after 
her  laparotomy  part  of  the  sutures  gave  away  in  such  a  manner  as 
to  lay  the  foundation  of  a  hernial  ring  with  prolapse  of  an  intestinal 
loop. 

Dr.  Stein  finally  reported  a  case  of 

LARGE    CAULIFLOWER    CARCINOMA    OF    THE    CERVIX    IN    A    WOMAN 
TWENTY   YEARS   OF   AGE. 

This  woman  was  seen  by  me  for  the  first  time  in  September,  1918. 
She  gave  the  following  history.     She  had  had  two  children  and  one 
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miscarriage.  Menstruation  in  former  years  had  been  normal,  but 
of  late  she  had  been  bleeding  profusely  and  constantly.  About  six 
months  previously  she  had  first  noticed  a  slight  irregularity  in'  her 
menstruation  but  had  paid  no  attention  to  it.  After  about  five  or 
six  weeks  she  went  to  a  physician  who  gave  her  some  internal  medicine 
but  did  not  examine  her. 

About  four  weeks  before  I  saw  the  patient,  she  consulted  another 
physician  who  curetted  her  and  diagnosed  her  case  as  one  of  uterine 
polyp,  with  which  diagnosis  she  was  referred  to  me.  When  I 
saw  her  she  seemed  to  be  very  sick  and  anemic. 

Upon  the  introduction  of  a  speculum  into  the  vagina  a  large  irregu- 
lar, cauliflower-shaped  mass  originating  in  cervical  tissue  was  found. 
This  mass  was  extremely  soft  and  bled  upon  the  slightest  touch.  No 
further  examination  was  made  as  a  diagnosis  of  cauliflower  carcinoma 
of  the  cervix  was  easily  established.  The  patient  was  sent  at  once 
to  the  private  building  of  the  Lenox  Hill  Hospital  for  immediate 
operation  without  waiting  for  the  microscopical  report. 

In  regard  to  the  operation  there  is  little  to  be  said,  for  due  to  the 
poor  condition  of  the  patient  it  was  not  considered  advisable  to  per- 
form the  radical  (Wertheim)  operation,  but  merely  a  total  extirpa- 
tion of  the  uterus  and  adnexa.  Even  this  operation  was  technically 
rather  difiicult  on  account  of  the  deep  seat  of  the  cancer  which  made 
it  necessary  to  amputate  also  the  upper  part  of  the  vagina.  Some 
glands  around  the  common  iliac  artery  on  both  sides  were  felt  to  be 
enlarged,  but  they  were  left  behind  as  their  removal  would  have 
prolonged  the  operation  considerably. 

Examination  of  the  specimen,  cut  off  through  the  anterior  wall, 
shows  the  following  picture.  The  carcinomatous  growth  is  about 
the  size  of  a  small  child's  fist  and  is  seen  to  originate  in  the  anterior 
cervical  canal.  It  has  destroyed  practically  the  whole  anterior  lip, 
the  posterior  lip  being  apparently  free. 

The  microscopical  report  is  as  follows :  Examination  shows  the  frag- 
ment to  consist  of  a  papillary  zone  of  acini  of  polyhedral  epithelial 
cells  which  are  invading  the  surrounding  tissue  in  all  directions.  In 
these  cells  mitotic  figures  are  common,  as  are  areas  of  necrosis 
and  hemorrhage.  This  new-growth  has  not  invaded  the  deeply 
lying  uterine  muscle  but  had  destroyed  the  mucosa  in  greater  part. 
Blood-vessel  tumor  emboli  are  demonstrable.  The  diagnosis  was 
carcinoma. 

This  case  is  reported  for  two  reasons:  First,  because  of  the  extreme 
rarity  of  carcinoma  of  the  cervix  in  a  woman  of  that  age.  It  is  well 
known  that  such  growths  appear  rarely  before  the  age  of  forty,  and 
this  case  I  believe  is  among  the  earliest  on  record.  The  malignancy 
of  this  type  of  carcinoma  is  also  well  known  to  you  and  the  patient 
in  this  case  as  I  mentioned  above  is  now  dying  of  general  carcinoma- 
tosis. My  other  reason  for  reporting  this  case  is  to  emphasize  the 
extreme  importance  of  examining  every  woman  who  comes  to  your 
office  giving  a  history  of  irregular  bleeding,  without  regard  to  her 
age.  In  this  case  valuable  time  was  lost  through  the  fact  that  the 
first  physician  consulted  did  not  take  the  trouble  to  do  so. 
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DISCUSSION. 

Dr.  John  0.  Polak  said :  "  During  this  last  winter  I  saw  three  cases 
of  infection  of  the  sacroiUac  joint  following  labor,  and  the  interesting 
feature  in  these  cases  was  that  all  three  women  were  delivered 
spontaneously,  two  being  rapid  labors.  How  the  infection  gets 
to  the  sacroiliac  joint  it  is  difficult  to  say.  An  interesting  point 
brought  out  in  connection  with  Dr.  Stein's  cases  was  that  the  tem- 
perature charts  were  very  similar  to  the  temperatures  in  thrombo- 
phlebitis. Another  point  that  may  be  mentioned  in  connection 
with  infection  of  the  sacroiliac  joint  is  that  in  the  presence  of  this 
condition  there  is  pain  on  motion  of  the  uterosacral  ligament.  We 
had  one  case  in  which  the  infection  worked  through  the  joint  and 
an  abscess  formed  on  the  posterior  face  of  the  joint.  These  cases 
are  very  trying  because  of  the  extreme  difl&culty  in  making  a 
diagnosis.  In  none  of  the  three  cases  which  I  have  mentioned  did 
the  condition  come  on  so  quickly  as  in  the  case  of  which  Dr.  Stein 
spoke;  in  these  three  cases  the  trouble  came  on  in  five,  six  and  eight 
days,  respectively,  although  the  patients  had  been  running  a  tem- 
perature since  confinement. 

"In  reference  to  the  carcinoma  of  the  cervix  in  a  women  of  twenty 
years,  we  had  a  case  'in  a  woman  twenty-three  years  of  age,  who 
had  an  immense  cauliflower  growth.  The  uterus  was  removed  and 
the  patient  subjected  to  radium  treatment,  yet  within  two  weeks 
after  the  operation  there  was  a  recurrence  and  the  woman  died  in 
six  weeks.  The  entire  pelvis  was  filled  with  the  tumor,  showing  the 
extreme  rapidity  of  growth  of  this  type  of  carcinoma  in  a  woman  of 
this  age." 

Dr.  George  L.  Brodhead  reported  a  case  of 

EXTRAPERITONEAL   CESAREAN   SECTION   FOR   CONTRACTED   PEL\^S. 

This  patient,  a  primipara,  was  admitted  to  the  Harlem  Hospital 
on  November  20,  191 8.  She  was  a  stout  woman  of  average  height 
at  full  term  with  a  large  child.  There  was  a  marked  toxemia  present, 
as  evidenced  by  albumen  and  casts,  edema  of  legs  and  lower  abdomen, 
raised  blood  pressure  (150)  but  no  headache,  visual  disturbances  and 
epigastric  pain.  The  pelvis  was  slightly  justaminor  and  the  head 
in  R.  O.  A.  position  was  just  dipping  in  the  brim  of  the  pelvis.  The 
fetal  heart  was  strong  and  regular,  the  membrane  had  ruptured 
two  days  before  admission,  but  the  liquor  amnii  was  clear  and  had  no 
odor.     The  temperature  on  admission  was  102. 5°F.,  the  pulse  128. 

The  patient  was  carefully  watched  and  had  a  twenty-four  hour 
test  of  labor.  The  pulse  was  rapid  from  time  of  admission  and  the 
temperature  ranged  about  101°  F.  At  10  p.  m.  the  patient  was 
tired  out  and  there  had  been  no  progress  since  10  A.  m.  except  that 
the  cervix  had  dilated  from  three  to  four  fingers  to  full  dilation. 

We  decided  to  perform  extraperitoneal  Cesarean  section.  A 
median  incision  was  made  from  the  navel  to  the  pubis,  but  the 
bladder  fold  was  much  higher  than  usual,  and  the  incision  had  to 
be  carried  up  to  about  i  inch  above  the  navel.     The  peritoneum 
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was  incised  and  the  parietal  peritoneum  sutured  to  the  uterine 
peritoneum  for  about  6  inches  in  the  form  of  an  elHpse.  As  the 
uterus  was  incised,  a  foul-smelling,  green,  amniotic  fluid  escaped. 
The  child,  extracted  by  the  breech,  was  in  good  condition.  On 
account  of  moderate  bleeding  the  uterus  was  packed  with  iodoform 
gauze. 

The  uterus  was  closed  with  interrupted  chromic  gut  sutures  and  the 
peritoneum,  and  the  unusual  closure  of  the  abdominal  incision  was 
made. 

The  patient's  pulse  was  i6o,  but  the  general  condition  was  fair. 
The  baby,  a  male,  weighed  9V2  pounds,  the  head  was  of  good  size, 
well  ossified,  the  anterior  fontanelle  small  and  the  biparietal  diameter 
measured  9.75  cm. 

For  four  days  the  temperature  reached  102°  F.  to  103°  F.,  but  on  the 
fifth  day  came  to  normal  and  remained  so.  There  was  moderate 
infection  of  the  skin  wound,  but  the  patient  left  the  hospital  with  her 
baby,  both  being  in  good  condition. 

Dr.  Brodhead  also  reported  an  interesting  case  of 

UTERINE   INERTIA. 

This  patient  was  admitted  to  the  Harlem  Hospital  on  November 
18,  1918.  The  woman  was  a  multipara,  with  a  normal  pelvis, 
who  had  had  very  short  easy  labors,  the  last  two  one  hour  each. 
The  patient  stated  that  the  membranes  had  ruptured  spontaneously 
five  days  before  admission  and  last  night  she  had  bled  a  moderate 
amount.  Pains  had  been  present  since  yesterday  but  the  patient 
has  been  comfortable  all  day  to-day.  No  life  was  felt  on  this  day, 
though  the  fetal  heart  was  apparently  heard  at  9  a.  m.  in  the  right 
upper  quadrant.  The  cervix  was  long  and  soft  and  admitted  two 
fingers.  The  presenting  part  could  barely  be  reached  by  vaginal 
examination  and  no  diagnosis  of  presentation  could  be  made,  though 
we  believed  the  presentation  was  not  a  vertex.  Meconium  stained, 
slightly  foul-smelling  fluid  was  draining  away.  The  uterus  was 
tense,  not  tender,  and  no  position  could  be  made  out.  The  patient's 
general  condition  seemed  to  indicate  no  intrauterine  hemorrhage 
and  the  diagnosis  was  inertia  with  dead  fetus. 

The  best  treatment  seemed  to  be  the  introduction  of  a  large  No. 
5  de  Ribes  bag,  and  after  full  dilation  the  further  method  of  pro- 
cedure could  then  be  determined  upon. 

The  bag  was  inserted  at  4.30  p.  m.  At  10  p.  m.  the  bag  came  out. 
The  cervix  was  about  four  inches  dilated  and  loose  cranial  bones 
were  felt. 

There  were  no  pains  during  the  next  eighteen  hours  and  the  patient 
was  in  good  condition.  At  4  p.  m.,  November  19th,  the  cervix  was 
four  fingers  dilated.  The  head  was  in  an  R.  O.  P.  position  above 
the  brim,  and  there  was  a  foul  discharge  from  the  vagina.  Three 
doses  of  piturin  were  given  without  result. 

As  there  had  been  no  progress  it  was  decided  to  perform  craniotomy. 
The  blades  of  the  cephalo tribe  were  appHed,  but  at  once  slipped  off; 
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SO  the  right  foot  was  seized  and  easily  brought  out.  Traction  on 
the  macerated  foot  failed  to  cause  advance  and  the  cervix  was  found 
thick  and  contracted  about  the  thigh  of  the  fetus.  The  patient 
vomited,  had  a  chill,  and  a  temperature  of  102°  F.  (rectal).  The 
pulse  was  rapid  and  the  woman  complained  of  backache  and  was 
very  restless.  A  hypodermic  of  morphine  sulphate  (gr.  34)  was 
given  and  the  patient  put  to  bed  where  she  soon  felt  as  well  as  before 
the  operation.  It  was  thought  that  with  rest  and  slight  intermittent 
traction  the  cervix  would  undoubtedly  dilate  and  delivery  occur. 

At  8.30  Pi  M.  the  woman  had  two  hard  pains  and  in  five  minutes 
the  child  was  born.  The  fetus  was  not  large,  there  was  no  hemor- 
rhage and  the  patient  was  in  good  condition.  There  was  a  mild 
febrile  puerperium  for  seven  days,  after  which  recovery  was 
uneventful. 

DISCUSSION. 

Dr.  a.  J.  RoNGY  said:  "  I  want  to  take  exception  to  the  terming  of 
the  operation  described  by  Dr.  Brodhead  as  extraperitoneal.  It 
was  really  a  transperitoneal  operation.  In  an  extraperitoneal 
operation  the  uterus  is  entered  below  the  peritoneal  surface. 

"  Some  time  ago  I  had  to  perform  a  second  Cesarean  section  on  a 
woman  whose  scar  from  the  first  Cesarean  section  was  situated  below 
the  umbilicus.  I  made  the  usual  high  incision  and  to  my  surprise 
found  that  the  entire  lower  portion  of  the  anterior  wall  of  the  uterus 
was  adherent  to  the  lower  abdominal  wall  corresponding  to  the  old 
scar.  I  had  to  separate  the  uterus  from  many  adhesions  and  also 
from  the  abdominal  wall.  I  encountered  quite  a  good  deal  of  bleeding. 
The  point  I  wish  to  make  is  that  if  one  does  a  Cesarean  section  on  a 
patient  who  had  a  previous  Cesarean  section  and  the  scar  is  situated 
below  the  umbilicus  he  should  always  bear  in  mind  the  possibility 
of  the  first  operation  having  been  of  the  transperitoneal  variety 
and  should  not  make  a  new  incision  but  should  go  through  the  old 
one." 

Dr.  Samuel  W.  Bandler  said:  "  I  would  like  Dr.  Brodhead  to  tell 
the  point  at  which  he  entered  the  uterus,  and  what  was  done  with  the 
bladder." 

Dr.  Brodhead. — "The  incision  was  made  from  the  pubis  to  the 
bladder,  but  the  bladder  fold  being  higher  than  usual  the  incision 
had  to  be  carried  i  inch  higher." 

Dr.  Bandler. — "  Where  did  you  make  the  incision  in  the  uterus?" 

Dr.  Brodhead. — "  The  incision  in  the  uterus  was  about  5 3^  inches 
long  and  above  the  bladder." 

Dr.  Polak  said:  ''That  point  was  well  brought  out  by  Dr.  Green 
of  Boston,  who  has  reported  the  largest  number  of  Cesarean  sections 
on  one  patient,  through  the  same  scar,  namely  six.  He  used  Hirst's 
modification  of  the  extraperitoneal,  and  probably  the  operation  in  the 
case  referred  to  by  Dr.  Rongy  was  one  of  these.  One  objection  to 
this  operation  is  that  a  number  of  these  cases  became  retroflexed. 
The  lower  part  of  the  uterus  and  the  cervix  is  well  up,  being  held  by 
the  abdominal  fixation  while  the  body  of  the  uterus  lies  over  and  we 
get  a  high  retroflexion.     In  this  operation  one  is  more  likely  to  have 


418  TRANSACTIONS    OF    THE 

leakage  and  hence  we  have  abandoned  it.  I  would  consider  that 
as  Dr,  Brodhead  has  described  the  operation  it  was  transperitoneal 
rather  than  extraperitoneal." 

Dr.  Alfred  C.  Beck  read  a  paper  entitled 

OBSERVATIONS  ON  A  SERIES  OF  CASES    OF  CESAREAN     SECTIONS  DONE 

AT  THE  LONG  ISLAND  COLLEGE  HOSPITAL  DURING  THE  PAST 

SIX    YEARS. 

(For  original  paper  see  February  number,  page  197.) 

DISCUSSION. 

Dr.  Samuel  W.  Bandler  said:  "This  paper  shows  us  a  distinct 
addition  to  the  types  of  Cesarean  section,  but  there  is  one  objection 
that  must  be  raised,  namely,  that  it  is  too  difficult  for  the  clean  and 
safe  cases  and  possibly  not  sufficient  protection  for  the  unclean  cases 
as  compared  with  extraperitoneal  Cesarean  section.  I  doubt  if 
it  is  as  safe  from  the  standpoint  of  infection  as  the  extraperitoneal 
method,  but  in  doubtful  cases  it  is  certainly  easier  and  more  readily 
done.  The  ordinary  transperitoneal  operation  with  the  higher 
incision  above  the  umbilicus  and  the  much  easier  extraction  of  the 
fetus  and  placenta  is,  it  would  seem,  the  better  method  for  clean 
cases.  If  we  could  only  teach  the  general  practitioner  to  be  aseptic 
in  his  examinations,  then,  even  if  a  case  had  been  in  labor  for  hours 
and  if  the  membranes  had  ruptured,  the  higher  operation  would 
be  generally  a  safe  one.  Of  course  if  the  practitioner  is  not  careful, 
if  version  has  been  attempted  or  application  of  forceps  has  been  tried, 
it  is  for  us  to  decide  whether  we  consider  the  case  a  safe  one  for  the 
upper  and  higher  incision. 

"  While  I  do  not  wish  to  criticize,  there  is  one  very  important  surgi- 
cal feature  that  has  been  omitted  in  connection  with  the  description 
of  this  operation,  and  I  think  this  criticism  holds  with  practically 
all  the  methods  in  use.  This  is  a  point  of  which  I  wished  to  speak 
in  connection  with  one  of  Dr.  Stein's  cases,  in  which  an  intestinal  ob- 
struction occurred  some  time  after  an  abdominal  operation  by  another 
surgeon.  Dr.  Stein  found  the  coil  of  intestine  immediately  beneath 
the  skin  of  the  abdomen.  That  means  that  the  peritoneal  suture 
broke  after  the  operation  which  opened  the  peritoneum,  and  also  the 
muscle  and  fascia,  and  the  intestine  came  up  against  the  skin.  If 
it  had  not  been  for  the  sutures  in  the  skin  and  the  union  thereafter, 
the  intestine  would  have  come  right  out  ^through  the  wound.  Every 
surgeon  has  had  the  experience  that  some  wounds  do  not  heal; 
they  open  right  out  and  intestine  appears.  Why,  in  doing  a  Cesarean 
section,  do  we  not  unite  the  endometrium  by  a  separate  suture  just 
as  in  doing  a  gastroenterostomy  or  lateral  anastomosis  we  must 
unite  the  mucous  membrane?  I  cannot  understand  why  we  have 
been  so  slow  about  this  feature  of  the  operation,  for  it  is  both  surgical 
and  safe,  and  makes  the  rest  of  the  Cesarean  section  simple  and  easy. 
After  the  baby  has  been  extracted,  we  place  a  tenaculum  on  the 
mucous  membrane  or  endometrium  at  the  upper  and  lower  edges 
of  the  incision  and  pass  a  long  number  two  iodized  catgut  suture 
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through  the  uterus  just  below  the  end  of  the  incision,  tie  a  knot, 
and  put  an  artery  forceps  on  the  shorter  end.  We  then  pass  the 
needle  through  the  thickness  of  the  uterine  wall  so  that  it  comes  out 
just  at  the  endometrial  edge  of  the  lower  end  of  the  incision.  We 
next  unite  the  mucous  membrane  edges  together  by  this  continuous 
double  No.  2  suture  all  the  way  up  to  the  upper  end  of  the  incision. 
Then  the  needle  enters  the  muscle  wall  just  above  the  upper  end  of  the 
incision  through  the  mucosa,  goes  through  the  thickness  of  the  uterine 
wall,  coaling  out  about  an  inch  above  the  upper  end  of  the  incision. 
One  of  the  strands  is  cut  about  2  inches  away  from  the  needle  and 
a  single  strand  is  passed  transversely  through  the  uterine  wall, 
taking  a  good  bite.  The  other  strand  is  threaded  into  the  needle 
and  a  good  transverse  bite  is  taken  in  the  uterine  wall,  passing  in 
the  opposite  direction.  A  double  knot  is  then  tied,  and  an  artery 
forceps  is  applied  to  this  end  of  the  cutaneous  suture.  The  uterus 
is  thus  held  by  two  sutures,  one  at  the  lower  end  and  the  other  at  the 
upper  end.  The  cavity  of  the  uterus  is  walled  off  entirely  from  the 
subsequent  field  of  operation,  and  the  now  exposed  raw  surfaces 
made  by  the  uterine  incision  scarcely  bleed  a  teaspoonful,  especially 
if  pituitrin  is  administered  by  hypo  at  the  beginning  of  the  operation. 

"  A  series  of  No.  2  double  iodized  catgut  sutures  are  now  passed 
through  peritoneum,  and  muscle  of  one  side,  taking  in  the  thickness 
of  the  uterine  wall  but  not  going  into  the  endometrium,  passing  out 
in  the  same  way  on  the  other  side.  These  sutures  have  all  been 
prepared  before  the  operation  is  begun,  and  five  to  ten  minutes  are 
saved,  the  whole  procedure  from  the  beginning  until  the  patient  is 
in  bed  taking  scarcely  thirty-five  minutes.  These  are  then  tied 
tightly;  and  between  'each  of  these  main  sutures  is  passed  either 
a  single  or  double  No.  2  suture,  going  only  halfway  through  the 
thickness  of  the  uterine%all.  Now  comes  the  only  chromic  catgut 
suture  used  in  the  entire  operation.  I  do  not  cover  the  knots  by 
uniting  the  peritoneum  on  the  two  sides.  It  puts  too  great  a  strain 
on  ,the  peritoneum  and  is  too  likely  to  tear  out.  We  pass  a  No.  i 
or  No.  2  chromic  suture  in  Connell  fashion,  to  the  right  and  to  the 
left,  between  every  suture  previously  placed  in  the  wound.  In 
my  first  Cesareans  the  suture  uniting  the  mucous  membrane  did  not 
pass  through  it  but  was  passed  through  the  muscle  wall  just  above 
and  parallel  to  it  from  side  to  side,  like  a  subcuticular  skin  suture. 
I  think  if  either  of  those  methods  is  followed  out,  the  results  are  bound 
to  be  better.  If  infection  takes  place  through  the  stitch  punctures,  we 
do  not  have  simply  a  peritonitis ;  we  have  a  metritis  merely  covering 
such  an  infection  with  peritoneum,  as  is  done  by  Dr.  Beck's  method, 
is  not  a  sufiicient  guard  against  the  spreading  of  an  infection.  His 
method,  being  done  in  the  lower  segment  of  the  uterus,  nearer  to  the 
cervix,  is  nearer  to  the  area  of  infection  if  bacteria  have  entered  the 
uterine  cavity. 

"As  to  a  choice  between  Dr.  Beck's  method  and  the  extraperitoneal 
route,  I  am  seriously  in  doubt  whether  in  the  cases  that  are  not  aseptic 
it  is  safe  to  follow  his  method  without  some  form  of  drainage.     If 
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I  were  to  follow  his  method  in  a   doubtful  case,  I  should  prefer 
drainage." 

Dr.  Wiener. — "  I  would  like  it  if  the  remainder  of  those  who  dis- 
cuss Dr.  Beck's  paper  would  also  include  Dr.  Bandler's  remarks  as  a 
part  of  the  subject  under  discussion.  It  would  appear  that  Dr. 
Bandler's  suggestions  are  a  return  to  an  older  method  which  we 
have  largely  abandoned  because  it  has  been  considered  a  bad  practice 
to  have  the  sutures  enter  the  uterine  cavity,  just  as  in  the  repair 
of  a  complete  laceration  of  the  perineum  it  is  not  advisable  to  have 
the  sutures  enter  the  lumen  of  the  rectum." 

Dr.  Brodhead  said:  "I  should  like  to  ask  in  performing  this 
kind  of  a  Cesarean  section  with  the  low  incision  into  the  uterus,  if 
one  must  convert  a  vertex  into  a  face  presentation  or  if  it  is  necessary 
to  use  the  forceps,  whether  it  would  not  be  safer  to  wait  befoie 
giving  the  pituitrin  until  after  the  extraction  of  the  child,  for  we  some- 
times have  difi&culty  in  getting  the  child  out  after  we  have  given 
pituitrin  before  the  usual  incision. 

"  I  should  also  like  to  ask  Dr.  Bandler  why  the  suture  of  the  mucous 
membrane  stops  the  hemorrhage.  It  would  seem  more  reasonable 
to  suture  the  muscular  layer. 

"  I  agree  with  Dr.  Bandler  that  in  cases  in  which  frequent  examina- 
tions have  been  made  I  would  rather  do  one  of  the  extraperitoneal 
operations,  feeling  that  it  was  safer,  and  I  question  whether  in  any 
clean  case  this  operation  has  advantages  sufi&cient  to  make  up  for 
the  increased  time  it  takes  to  do  the  operation  in  that  particular 
way." 

Dr.  Bandler  replied:  "We  do  not  suture  the  endometrium 
because  it  stops  bleeding  from  the  uterine  wound;  it  does  keep  the 
blood  which  is  being  poured  out  into  the  uterine  cavity  from  going 
up  into  the  wound  and  makes  the  remainder  of  the  operation  exceed- 
ingly simple.  When  I  first  developed  this  technic  for  Cesarean 
section  I  passed  a  continuous  suture  close  to  the  endometrium  all  the 
way  through  the  length  of  the  wound;  the  remaining  sutures  were 
passed  as  described  above.  I  think  the  separate  union  of  the  mucous 
membrane,  an  important  step  in  the  operation.  I  believe  the  secre- 
tion from  the  uterine  lining,  if  it  passes  up  between  the  muscle 
layers,  may  interfere  with  the  union  of  the  muscularis  and  may  digest 
the  stitches,  which  is  another  reason  for  uniting  the  endometrium  as 
the  first  step  of  the  repair  after  incision  and  delivery." 

Dr.  Polak  said:  "I  cannot  see  what  happens  to  the  endo- 
metrium after  Dr.  Bandler's  way  of  suturing,  how  he  takes  it  in 
the  suture.  He  must  go  in  through  the  decidua  and  pass  through 
the  endometrium,  and  it  seems  to  me  that  he  would  thus  make  an 
avenue  of  infection  instead  of  preventing  it. 

"The  reason  I  gave  up  the  other  method  was  that  the  uterus 
became  fixed  high  up  and  on  reopening  the  abdomen  we  invariably 
found  adhesions  to  the  uterine  scar  and  abdominal  wall  in  cases 
operated  on  by  the  other  method." 

Dr.  I.  C.  Rubin  said:  "I  would  like  to  suggest  that  the  reason 
the  method  of  suture  of  the  mucous  membrane  described  by  Dr. 
Bandler  was  abandoned  was  that  today  the  surgeon  operated  in  an 
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aseptic  field,  whereas  in  former  days  this  was  not  so  likely  to  be  the 
case  and  any  laparotomy  was  a  serious  danger.  He  felt  that  the 
method  of  suturing  described  by  Dr.  Bandler  was  less  likely  to  be 
followed  by  infection  than  the  method  more  generally  employed 
and  that  the  hemostasis  which  it  afforded  also  conduced  to  good 
results,  and  for  these  reasons  it  would  recommend  itself  rather 
highly." 

Dr.  a.  J.  RoxGY  said:  "There  is  no  question  but  that  Dr.  Beck 
has  brought  us  something  tonight.  However,  a  few  points  must 
be  considered  in  conjunction  with  this  operation  in  its  relation  to 
future  pregnancies. 

"The  lower  segment  of  the  uterus  is  very  thin  during  labor  and 
it  is  a  question  whether  a  scar  in  that  portion  of  the  uterus  will 
withstand  uterine  contraction  as  well  as  a  scar  in  the  upper  segment 
of  the  uterus.  In  other  words  is  there  not  a  likelihood  of  more 
frequent  spontaneous  rupture  of  the  scar  when  it  is  situated  in  the 
lower  portion  of  the  uterus. 

"  The  abdominal  incision  below  the  umbilicus  has  its  disadvantages 
because  postoperative  herniae  takes  place  more  readily  in  the  lower 
portion  of  the  abdominal  wall  than  in  the  upper  portion. 

"As  to  the  suggestion  of  bringing  the  catgut  through  the  mucous 
surface  in  order  to  control  hemorrhage  from  the  uterine  cavity  I  feel 
that  the  danger  of  creating  a  source  of  infection  from  the  uterus  is  too 
great  and  at  all  times  suturing  material  should  be  kept  out  from  the 
uterine  cavity  during  the  performance  of  a  Cesarean  section." 

Dr.  Polak  said:  "I  have  had  about  15  Kroenig  operations  and  I 
have  been  able  to  close  the  uterine  wound  completely  in  all  but  one. 

"  I  have  felt  that  we  do  not  get  infections  from  the  spill  of  amniotic 
fluid  but  we  get  them  from  the  inside  of  the  uterus.  We  have  had 
altogether  seven  autopsies  after  Cesarean  section  and  every  one  has 
presented  the  same  picture,  that  is  the  uterine  wound  has  been  more 
or  less  open  and  the  suture  has  cut  through  and  the  infection  has 
followed  the  suture  tracts  from  the  inside  of  the  uterus  outward. 
That  bears  out  what  Dr.  Beck  has  said,  namely,  that  we  all  know  that 
perimetritis  and  parametritis  present  two  different  problems.  The 
patients  with  parametritis  get  well,  but  with  peritonitis  they  fre- 
quently do  not.  It  seems  to  me  nothing  more  than  an  improvement 
on  the  Kroenig  technic.  This  operation  has  not  the  disadvantages 
of  the  extraperitoneal  operation  which  is  a  much  more  difficult 
operation  technically  to  do.  One  point  of  importance  is  that  we  get 
the  incision  low,  and  there  is  a  little  trick  that  assists  in  accomplish- 
ing this.  After  we  throw  the  bladder  back  against  the  pubes,  we 
take  a  gauze  pad  and  place  it  under  presenting  parts  and  throw 
the  uterine  segment  up  and  then  in  conjunction  with  the  Trendelen- 
burg position  enables  you  to  make  the  incision  in  the  lower  uterine 
segment.  Convalescence  after  this  operation  has  been  very  smooth 
there  being  less  intestinal  and  less  abdominal  disturbance  than  after 
the  usual  Cesarean  operation." 

Dr.  Beck,  in  closing,  said:  "In  connection  with  Dr.  Bandler's 
remark  that  this  procedure  is  too  difi&cult  for  simple  cases  and  not 
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safe  enough  for  questionable  cases,  I  wish  to  relate  a  part  of  my 
Cesarean  experience.  I  think  that  I  have  done  at  least  thirty-five 
operations  according  to  the  technic  described  by  Dr.  Bandler, 
with  this  exception  that  the  endometrium  was  carefully  avoided 
in  the  suturing  of  the  wound.  We  felt  that  closure  of  the  endo- 
metrium was  accomplished  by  the  deep  sutures  which  pass  through 
the  entire  thickness  of  the  muscle  down  to  but  avoiding  the  endo- 
metrium. As  most  of  these  patients  came  from  the  prenatal  clinic, 
the  usual  factors  which  render  Cesarean  dangers  were  absent;  that 
is,  the  operation  was  performed  as  an  elective  procedure  or  when  a 
test  of  labor  was  given  vaginal  examinations  were  not  made.  After 
reviewing  my  results  from  the  standpoint  of  morbidity,  I  concluded 
that  even  in  elective  cases  there  is  danger  of  peritonitis  and  every 
effort  should  be  made  to  prevent  this  complication.  The  result 
of  this  morbidity  study  will  appear  shortly  in  'The  American 
Journal  of  Obstetrics.'  As  is  shown  in  this  report  of  105  cases 
from  13  to  70  per  cent,  had  a  definite  marked  morbidity.  While  our 
mortality  was  relatively  low,  this  marked  morbidity  certainly 
carried  with  it  possibiUties  of  mortality, 

"A  suturing  of  the  endometrium  as  suggested  by  Dr.  Bandler, 
it  seems  to  me  would  favor  the  extension  of  infection  to  the  uterine 
wound,  as  the  suture  passes  into  the  uterine  cavity. 

"After  Cesarean  performed  according  to  the  old  technic  fre- 
quently there  are  numerous  adhesions,  these  possibly  many  times  are 
sequellae  of  infection.  From  the  results,  as  shown  on  examination  of 
the  few  patients  upon  whom  the  operation  which  I  have  just  de- 
scribed has  been  performed,  it  would  seem  that  there  actually  is  a 
complete  peritonealization  of  the  uterine  wound.  As  in  each  in- 
stance the  uterus  was  in  good  position  and  no  evidence  of  adhesion 
was  noted. 

"  We  do  not  claim  that  this  procedure  will  prevent  every  case  of 
peritonitis  following  Cesarean  section,  but  we  do  feel  that  a  complete 
peritonealization  of  the  wound,  according  to  this  method,  will  place 
another  barrier  in  the  path  of  an  infection  extending  from  the 
uterine  cavity  through  the  wound  to  the  peritoneum. 

"  Concerning  what  Dr.  Brodhead  has  said,  it  was  formerly  our 
custom  to  give  pituitrin  just  before  we  started  the  abdominal  incision. 
We  now  give  the  injection  just  before  we  make  the  uterine  incision. 
As  a  result,  the  incision  is  completed  and  the  child  extracted  usually 
before  the  drug  has  taken  effect.  By  giving  it  in  this  way,  we  feel 
that  it  does  not  interfere  in  the  way  suggested  by  him  and  at  the  same 
time  greatly  aids  in  the  control  of  hemorrhage  immediately  following 
the  operation. 

"  As  to  Dr.  Rongy's  remarks,  we  very  seldom  hear  of  a  ruptured 
vaginal  Cesarean  section  scar.  The  incision  in  the  operation  which  I 
have  described  passes  through  practically  the  same  tissues  as  does 
that  in  a  vaginal  Cesarean  section.  We  might,  therefore,  expect 
results  with  regard  to  rupture  the  same  as  in  vaginal  Cesarean 
section. 
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AMERICAN  ASSOCIATION  FOR  STUDY  AND 
PREVENTION  OF  INFANT  MORTALITY. 


Ninth  Annual  Meeting,  Chicago ,  December  5-7,  igi8. 

SYMPOSIUM   ON   NURSING   AND   SOCIAL   WORK. 

Miss  E.  L.  Wheeler,  R.  N.,  Washington,  D.  C,  presiding. 

Miss  P.  V.  Besom,  Chief  Child  Welfare  Supervisor,  Massachu 
setts  Department  of  Health,  read  a  paper  entitled 

how  TO  conduct  a  survey  in  the  interest  of  child  welfare 

WORK. 

On  May  26,  191 7,  Dr.  Allan  J.  McLaughlin,  the  Commissioner  of 
Health  of  Massachusetts,  appointed  from  the  State  Department 
of  Health  a  Committee  on  Child  Conservation,  consisting  of  three 
members.  He  appointed  also  at  the  same  time  an  advisory  com- 
mittee. The  distinction  between  the  committee  itself  and  its 
advisory  members  was  never  closely  drawn  and  the  actions  of  the 
joint  body  have  been  final. 

The  composition  of  this  committee  is  significant  as  representing 
the  various  factors  of  child  conservation  and  the  different  methods 
by  which  a  program  could  be  put  into  operation.  There  are  two 
pediatricians,  one  obstetrician,  one  public  health  nurse,  two  phy- 
sicians especially  interested  in  problems  of  delinquency  and  feeble- 
mindedness, the  Director  of  the  CiviHan  Relief  of  the  New  England 
Division  of  the  Red  Cross,  and  a  member  of  the  Woman's  Depart- 
ment of  the  Council  of  National  Defense. 

The  Committee  planned  to  make  a  survey  of  every  city  and  town, 
of  every  village  and  hamlet  in  the  State.  This  survey  would  include 
an  exhaustive  study  of  the  mortality  and  morbidity  statistics  of 
children  under  the  age  of  five  years.  Having  thus  disclosed  unques- 
tionably the  conditions,  they  planned  a  series  of  public  meetings 
where  they  proposed  to  name  the  remedy. 

The  most  important  factors  in  child  conservation  are  prenatal 
care,  obstetrical  care  and  infant  feeding.  The  committee  felt  that 
this  survey  would  disclose  the  fact  that  deaths  in  early  life  are  due 
to  the  failure  of  people  to  secure  proper  care  in  these  fields  of  medical 
work.  It  was  assumed  that  the  well-to-do  would  always  be  in  a 
position  to  secure  competent,  continuous  medical  care.  So  pro- 
vision must  be  made  for  the  rest  of  society  to  conserve  life  and  thus 
increase  our  man  power. 
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For  many  years  there  have  been  many  excellent  agencies  engaged 
in  baby  welfare  work,  but  these  agencies  have  for  the  most  part  been 
located  in  the  larger  cities  and  towns.  It  was  planned  to  stimulate 
the  establishment  of  similar  agencies  in  localities  where  little  or  no 
work  was  being  done,  so  that  in  every  square  foot  of  Massachusetts 
every  expectant  mother  would  be  guarded  from  the  beginning  of 
her  pregnancy  till  the  birth  of  her  baby,  the  baby  would  be  super- 
vised during  the  early  period  of  life,  and  as  this  baby  advanced  from 
infancy  to  childhood  opportunities  for  continuous,  competent  med- 
ical care  would  be  provided  throughout  the  State.  This  program 
meant  the  creation  of  prenatal  clinics  where  expectant  mothers  could 
be  super\dsed;  free  hospital  beds  where  pregnant  women  could  have 
competent  obstetrical  care;  milk  stations  where  mothers  could  be 
assisted  in  the  problem  of  infant  feeding;  and  well-baby  clinics 
where  the  growing  child  could  be  supervised  and  trained  into  a 
sturdy  youth. 

Such  was  the  program  for  the  year's  work.  How  to  carry  it  out 
was  the  next  step.  A  public  health  nurse  was  appointed  for  each 
health  district  in  the  State,  and  an  additional  nurse  for  Boston. 
These  nurses  were  selected  with  the  greatest  care,  and  all  of  them 
had  not  only  public  health  training  but  a  considerable  amount 
of  experience  in  actual  public  health  field  work  for  children. 

In  making  the  surveys  the  nurses  have  visited  the  representatives 
of  the  boards  of  health,  the  child  welfare  agencies,  the  visiting  nurs- 
ing associations  and  other  private  or  church  organizations  which 
were  doing  child  welfare  work.  They  have  received  also  informa- 
tion by  personal  investigation  concerning  the  actual  work  being 
done  by  these  organizations.  From  these  facts  the  nurses  have 
made  to  the  committee  certain  suggestions  for  development  of  the 
work  which  seemed  to  them  desirable  in  that  particular  community. 
The  survey  made  by  the  nurse,  together  with  the  recommendations, 
has  been  sent  also  to  the  District  Health  Officer,  who  has  made 
whatever  comments  he  saw  fit  and  then  forwarded  it  to  the  Com- 
missioner of  Health.  A  copy  of  the  District  Health  OflScer's  letter 
has  been  sent  also  to  the  committee.  At  the  meeting  of  the  com- 
mittee at  which  the  nurse  who  has  made  the  survey  has  been  pres- 
ent, and  frequently  also  the  Health  Officer  of  the  District,  the  sur- 
vey of  the  town,  with  the  recommendations  or  whatever  personal 
report  the  nurse  or  Health  Officer  might  give,  has  been  considered, 
and  a  specific  program  for  that  particular  city  or  town  has  been 
outlined.  A  letter  written  by  the  committee  has  been  sent  to  the 
community,  stating  the  program  and  urging  its  adoption.  The 
Commissioner  of  Health  at  the  same  time  has  written  a  letter  to 
the  local  board  of  health  in  that  town  or  city,  urging  its  cooperation 
in  putting  the  plan  into  operation. 

The  recommendations  of  the  committee  and  the  Commissioner 
have  called  sometimes  for  an  extension  of  the  work  already  being 
done  by  the  local  boards  of  health,  or  the  undertaking  of  new  work 
by  this  Department.  Sometimes  they  have  called  for  the  addition 
of  more  nurses  by  the  Visiting  Nursing  Association  or  the  reorgani- 
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zation  of  that  body-  Sometimes  they  have  called  for  the  providing 
of  free  obstetrical  beds  in  hospitals,  and  sometimes  for  the  extension 
of  prenatal  care,  or  the  undertaking  of  such  care  where  none  had 
been  given.  The  committee  has  invariably  urged  the  supervision 
of  well  children  from  birth  up  to  five  years  of  age.  Not  infrequently 
it  has  recommended  the  establishment  of  prenatal  and  well-baby 
clinics.  It  has  sometimes  urged  that  hospitals  provide  out-patient 
departments  to  which  sick  children  could  be  brought  for  treatment. 

The  committee  has  insisted  in  every  instance  on  the  necessity  of 
special  training  for  nurses  who  do  public  health  work,  and  has  urged 
the  Department  of  Health  and  the  Visiting  Nurse  Associations  to 
make  every  effort  to  secure  well-trained  public  health  nurses  to  do 
this  kind  of  work. 

The  committee  has  tried  to  stimulate  local  publicity  both  for 
the  raising  of  funds  to  carry  on  the  work  and  for  the  awakening 
of  interest  in  the  importance  of  child  conservation.  This  has  been 
done  by  letters  and  by  distribution  of  literature;  also  many  public 
meetings  have  been  arranged  where  talks  have  been  given  by  several 
members  of  the  committee. 

At  the  beginning  of  the  work  the  committee  planned  to  include  all 
parts  of  the  child  conservation  work,  i.e.,  infant  care,  school  hygiene, 
juvenile  delinquency,  child  labor,  day  nurseries,  etc.  It  was  im- 
possible to  cover  this  entire  field  adequately,  and  so  it  was  decided 
for  the  first  year  to  consider  only  the  care  of  the  child  up  to  school 
age.  The  usual  procedure  has  been  departed  from  in  many  instances 
where  the  other  problems  were  closely  linked  up  with  this  portion 
of  the  work. 

An  important  feature  of  the  work  has  been  the  organization  of 
local  child  welfare  committees  under  the  Woman's  Department  of 
the  Council  of  National  Defense.  This  department  was  organized 
in  the  summer  of  191 7  to  cooperate  with  the  Child  Conservation 
Committee  of  the  State  Department  of  Health  in  carrying  out  its 
program.  A  child  welfare  committee  under  the  local  unit  of  the 
Council  of  National  Defense  was,  therefore,  formed  in  every  town 
to  work  with  the  child  conservation  supervisors  and  to  carry  out, 
in  cooperation  with  the  local  boards  of  health,  the  recommendations 
of  the  State  Committee.  The  value  of  these  local  committees  has 
been  inestimable  and  much  of  the  success  of  the  year's  work  has 
been  due  to  their  efforts. 

In  February,  191 8,  the  Child  Welfare  Department  of  the  Federal 
Council  of  National  Defense  and  the  Federal  Children's  Bureau 
issued  a  program  for  children's  year,  designed  to  be  carried  out  by 
the  State  Child  Welfare  Departments.  The  first  part  of  this  com- 
prehensive plan  for  child  conservation  dealt  with  problems  of  infant 
mortality  and  child  hygiene,  and  the  program  presented  was  almost 
identical  with  that  already  being  carried  out  in  Massachusetts. 
The  national  plan,  however,  urged  that  as  a  basis  for  permanent 
child  welfare  work,  a  physical  census  of  all  children  under  five  years 
old  be  taken  by  a  national  weighing  and  measuring  test. 

The  work  has  been  hard  and  it  sometimes  appeared  to  be  an  up- 
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hill  job,  but,  as  one  of  the  supervisors  stated  in  her  report,  "there 
is  a  feehng  of  infinite  satisfaction  in  having  participated  in  this 
pioneer  child  saving  campaign  in  Massachusetts."  And  there 
is  still  a  greater  satisfaction  in  seeing  the  results,  which  have  so  far 
exceeded  our  expectations. 

The  recording  of  results  accomplished  is  difficult  because  a  large 
portion  of  the  return  comes  in  an  intangible  form.  Positions  have 
been  created  for  46  nurses  as  a  result  of  the  movement,  while  thirty 
child  welfare  stations  and  eight  prenatal  cUnics  have  come  into 
existence.  The  amount  of  money  raised  by  private  organizations 
and  municipalities  is  $53,930,  with  $11,500  fairly  sure  to  be  appro- 
priated within  the  next  few  months.  This  sum  does  not  include 
expenditures  for  the  support  of  child  welfare  stations  and  sick  and 
well  baby  clinics,  nor  can  the  additional  work  which  many  of  the 
e:xisting  agencies  have  assumed  without  increasing  their  forces  be 
reckoned  in  dollars  and  cents.  Furthermore,  the  success  of  the 
campaign  cannot  be  estimated  alone  by  the  amount  of  money  raised 
and  the  number  of  nurses  placed.  The  conferences  with  the  local 
committees,  boards  of  health,  social  agencies,  etc.,  the  talks  given 
before  women's  clubs,  mothers'  clubs,  Red  Cross  societies,  district 
nursing  associations,  and  the  like,  all  tended  to  educate  the  public 
and  to  stimulate  a  general  interest  in  child  welfare,  the  results  of 
which  cannot  be  measured. 

The  public  health  nurses  throughout  the  State  have  shown  a 
splendid  spirit  of  cooperation,  and  have  been  at  all  times  ready  to 
accept  any  new  program  which  the  supervisors  laid  before  them,  and 
eager  to  assume  any  new  duties  which  the  study  of  conditions 
showed  to  be  necessary  for  the  saving  of  child  life. 

The  local  boards  of  health  have  been  most  courteous  and  helpful. 
The  child  welfare  committees  of  the  Women's  Council  of  National 
Defense  have  cooperated  and  paved  the  way  for  the  supervisors  in 
almost  every  community. 

The  weighing  and  measuring  program  issued  by  the  Children's 
Bureau  was  approved  by  the  State  Committee  and  was  carried 
out  by  the  local  child  welfare  committees  wath  the  active  assistance 
of  the  child  welfare  supervisors.  Record  cards  and  printed  in- 
structions were  supplied  by  the  Children's  Bureau,  and  each  com- 
mittee was  instructed  that  the  value  of  the  test  lay  in  the  thorough- 
ness with  which  plans  for  permanent  follow-up  work  were  carried 
out.  Of  the  354  cities  and  towns  in  the  State,  140  have  carried  out 
the  test.  This  number  includes  all  the  larger  cities  and  covers 
89  per  cent,  of  the  population. 

The  child  Conservation  Committee  has  cooperated  with  the  State 
Departments  of  Education  and  Health  and  the  Child  Welfare  De- 
partment of  the  Women's  Council  of  National  Defense  in  urging 
that  short  courses  on  child  welfare  be  introduced  into  vocational 
schools  and  that  in  places  where  such  schools  do  not  already  exist 
they  be  estabHshed.  Letters  were  sent  simultaneously  from  these 
departments  to  their  local  representatives,  asking  them  to  cooper- 
ate in  this  eflfort.     An  outHne  for  a  course  of  twelve  lessons  on  child 
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welfare,  with  suggestions  for  exhibits  and  demonstrations,  has  been 
prepared  by  these  joint  departments. 

It  is  the  usual  community  which  needs  more  than  to  have  proved 
to  it  that  it  is  really  failing  to  care  for  its  children.  Most  cities 
believe  they  are  doing  all  that  can  be  done  or  all  that  can  be  financed. 
A  striking  example  of  such  belief  has  been  shown  by  one  of  the  super- 
visors in  her  report.     She  says: 

"For  ten  years  in  one  of  the  cities  with  a  population  of  about 
125,000,  special  consideration  had  been  given  the  problem  of  child 
life.  As  a  result  of  this  intensive  work  the  infant  mortality  rate 
had  steadily  decreased,  and  the  rate  recorded  against  1916  was  167. 
The  figures  for  191 7  showed  an  infant  mortality  rate  of  179,  or  a 
rise  of  12  points  at  the  end  of  eight  months  of  war.  Could  there  be 
any  more  spectacular  effect  of  war  upon  the  child  Hfe  of  the  city? 
The  usual  number  of  agencies  was  at  work  doing  the  usual  kind 
and  amount  of  work.  The  unusual  factor  was  the  war.  The  men 
had  been  drawn  by  the  draft,  and  for  two  reasons  many  of  the  women 
had  been  returned  to  the  looms.  One  group  had  done  so  because 
the  support  of  the  family  had  fallen  on  them,  and  the  other  group 
had  gone  from  choice  because  wages  were  unusually  high,  and  they 
liked  to  get  back  "where  there  was  something  doing.  Then  there 
was  the  mother  of  nine  children  who  went  back  to  get  rested  leaving 
her  brood  in  a  day  nursery." 

"The  first  local  reaction  to  the  State's  request  to  meet  this  tragic 
situation  brought  forth  the  assertion  that  there  was  no  money  in 
sight  to  extend  the  work.  Later  on  a  full  realization  of  the  destruc- 
tive effect  of  the  war  upon  the  children  of  the  city  was  considered. 
As  a  result  the  local  committee  started  a  campaign  to  raise  money, 
and  notwithstanding  the  many  demands  for  funds  previously  made 
upon  the  public,  $6000  has  already  been  banked,  three  additional 
nurses  have  been  floated  to  specialize  with  the  child,  and  the  com- 
mittee is  still  at  work. 

"Other  cities  have  responded  in  like  manner.  In  one  instance 
the  city  council  voted  to  assume  all  responsibility  for  child  welfare 
work,  and  the  board  of  health  was  authorized  to  spend  a  sum  suffi- 
cient to  cover  the  expenses  of  a  supervising  nui;se  and  three  assistants. 

"  Three  large  towns  some  distance  out  on  Cape  Cod  have  as  a  result 
of  the  State's  program,  united  their  efforts  to  form  a  rural  visiting 
nursing  association.  Each  village  in  each  township  is  to  have  a 
small  local  committee,  the  chairman  of  which  committee  is  to  be  a 
member  of  a  central  board  of  directors,  which  will  also  embody  in 
its  composition  other  representative  people  of  the  towns.  The  plan 
calls  for  a  budget  of  S6000  for  the  first  year.  Intensive  work  with 
the  child  will  begin  in  the  prenatal  stage  and  be  continued  during 
school  life.  The  plan  also  includes  a  health  center  with  a  small 
surgical  clinic,  and  the  development  of  any  other  health  work  that 
the  territory  may  need.  The  money  to  support  this  work  is  being 
raised  fromx  private  funds." 

These  are  only  a  few  examples  of  the  way  in  which  communities 
have  responded  to  the  State's  appeal.     This  method  of  carrying 


428  AMERICAN    ASSOCIATION    FOR    STUDY    AND 

on  child  conservation  work  has  demonstrated  a  workable  method 
of  cooperation  between  public  ofi&cials,  private  organizations  and 
individuals,  and  has  proved  definitely  that  everywhere  people  are 
easily  aroused  to  the  importance  of  conserving  the  child  life  of 
the  nation.  It  is  certain  that  never  before  in  Massachusetts  has 
there  been  such  widespread  interest  in  child  welfare  work. 

SECTION   ON  OBSTETRICS. 

Chairman,  Dr.  Edward  P.  Da\t;s,  Philadelphia,  who  read  a  paper 
entitled 

THE    springs   OF    A  NATION'S  LIFE. 
(For  original  article  see   February  issue,  page  177.) 

At  the  General  Session,  the  Presidential  Address  was  delivered  by 
Mrs.  William  Lowell  Putnam,  of  Boston.  She  spoke  in  part  as 
follows: 

The  problem  of  Americanization  is  probably  the  most  important 
thing  before  the  country  to-day,  and  we  of  this  Association  have  a 
great  duty  to  perform  toward  its  solution,  for  every  woman  can  be 
reached  through  her  love  for  her  children  and  her  desire  for  their  good. 
In  East  Boston,  the  Associated  Charities  worker,  among  her  own 
people  has  found  that  the  prenatal  care  which  the  women  have 
received  through  the  Clinic,  has  been  a  great  Americanizing  influence. 
And  it  is  not  only  the  mothers  who  can  be  reached  through  their  love 
for  their  children  but  the  fathers  as  well.  One  of  the  very  serious 
mistakes  we  make,  which  would  be  humorous  were  it  not  so  pathetic, 
is  that  of  assuming  that  fathers  care  little  or  nothing  for  their  children. 
The  love  of  a  father  has  been  the  symbol  in  all  literature  for  that 
which  is  most  divine,  most  full  of  tender  compassion  and  loving  kind- 
ness. Let  lis  take  as  one  thing  to  be  striven  for  during  the  coming  year — 
the  resurrection  of  fatherhood.  Our  foreign-born  will  help  us  there 
for  with  them  the  man  is  looked  upon  as  indeed  the  head  of  the  house 
and  what  he  says  is  done.  These  fathers  need,  perhaps,  less  urging 
to  do  their  duty  than*  many  of  our  American-born  men,  but  both 
need  teaching — with  the  mothers — of  what  their  babies  need. 

The  question  of  Americanization  involves  that  of  immigration. 
We  must  not  forget  in  the  possible  good  of  the  individual  the  danger 
to  the  community  of  taking  into  the  country  more  immigrants  than 
can  be  assimilated  and  Americanized.  Indeed,  we  have  no  right  to 
jeopardize  the  nation  even  for  the  good  of  the  few- — a  good  which, 
moreover,  is  quite  questionable.  Here  two  forces  are  at  work,  both 
of  which  are  highly  dangerous.  One  is  the  capitalist  who  desires 
new  immigrants  in  quantity  because  they  will  work  for  lower 
wages  than  will  the  native-born — who  desires  them  therefore  that  he 
may  exploit  their  labor — and  the  other  and  far  more  insidious  is  the 
kind  of  social  worker  who  sees  life  only  from  one  angle,  and  therefore 
encourages  unrestricted  immigration  because  he  thinks  that  the 
individual  immigrant  is  better  off  in  this  country  than  in  the  one 
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from  which  he  comes.  This  kind  of  social  worker  .  .  .  looks  at  the 
whole  of  life  from  the  terms  of  the  bottom  until  he  forgets  that  the 
bottom  is  after  all  from  the  truly  social  point  of  view  only  a  place 
to  rise  from,  not  one  to  be  kept  full  at  all  costs.  The  bird's-eye  view 
of  life  may  be  oblivious  of  details,  perhaps,  but  it  is  better  than  the 
worm-eyed  view  which  sees  nothing  at  all  but  the  dregs.  This  brings 
us  to  the  observation  often  ignored,  that  the  social  worker  can  be 
nothing  but  a  slum  worker  unless  he  or  she  gets  away  often  enough 
and  completely  enough  to  have  a  point  of  view  truly  social. 

''The  gods  help  them  that  help  themselves!"  Let  us  take  for 
another  special  object  for  the  year  ahead  of  us  the  effort  to  help  the 
gods  in  so  doing.  The  great  class  of  those  who  help  themselves  is 
surely  most  worthy  to  be  helped,  and  yet  they  are  the  ones  usually 
neglected  because  those  who  cannot  help  themselves  have  absorbed  so 
much  of  our  attention.  .  .  .  One  of  the  most  frequent  causes  of  the 
fall  of  the  self-respecting  into  the  ranks  of  the  incapables  is  sickness. 
These  people  have  been  unwilling  to  accept  charitable  medical  care — 
nor  should  they  accept  it — and  yet  how  few  dispensaries  and  hospi- 
tals offer  them  the  best  care  at  a  price  within  their  means — in  these 
it  is  apt  to  be  either  charity,  or  accommodations  which  only  the  rich 
can  afford.  But  it  is  in  nursing  rather  than  in  medical  care  that  the 
people  of  moderate  means  suffer  most.  The  expense  of  a  trained 
nurse  rapidly  uses  up  carefully  accumulated  savings,  and  if  it  be  the 
bread  winner  who  is  ill  there  is  nothing  to  replenish  the  diminishing 
stock.  In  case  the  patient  is  the  mother  of  the  family  there  is  no  one 
to  do  the  housework  and  more  expense  is  involved  in  getting  in 
somebody  for  that  purpose,  for  the  trained  nurse  is  not  expected 
to  do  any  work  beyond  the  actual  nursing  care  of  her  patient,  and 
only  in  case  of  necessity  does  she  even  prepare  the  patient's  food. 
It  requires  but  little  thought  to  see  how  impossible  it  is  for  a  family 
whose  earnings  are  not  far  above  their  normal  expenses  to  keep  from 
being  submerged  when  sickness  comes  to  them,  and  yet  these  people 
make  up  the  bulk  of  the  community — ^they  are  not  to  be  treated 
by  charity,  but  they  must  be  helped  in  order  to  be  able  to  help 
themselves.  The  present  situation  is  largely  due  to  the  complexity 
of  modern  life,  especially  in  cities,  which  has  killed  out  the  old  neigh- 
borly spirit. 

POSSIBILITIES    OF   HELP    THROUGH    TRAINED   ATTENDANTS. 

A  plan  to  furnish  the  kind  of  help  needed  in  sickness  by  people 
of  moderate  means  was  devised  by  Mr.  Richards  M.  Bradley  in 
Brattleboro,  \'ermont,  and  was  started  in  Boston  with  his  help  and 
guidance.  The  plan  has  been  so  successful  in  operation  that  I 
believe  it  is  suitable  to  mention  it  here  as  a  means  of  meeting  a  very 
serious  situation  at  present  almost  entirely  unmet,  and  which  showed 
during  the  recent  epidemic  of  influenza  what  a  terrible  menace  it  is 
to  society.     The  plan  is  as  follows  and  is  very  simple. 

Attendants,  trained  when  possible,  take  the  actual  care  of  the 
patients  under  the  supervision  of  a  trained  nurse — the  trained  nurse 
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herself  visiting  the  case  as  often  as  may  be  necessary  to  see  that  the 
attendant  is  satisfactory  in  her  work  and  that  she  is  the  right  person 
in  the  place,  for  in  some  cases,  the  personal  relation  between 
patient  and  attendant  may  make  just  the  difference  in  the  person's 
recovery.  After  an  operation,  or  in  any  case  where  there  may  be  a 
careful  dressing  to  be  made,  the  nurse  does  that  herself — leaving  the 
attendant  to  do  only  the  simpler  kind  of  nursing.  The  attendant 
does  all  of  the  housework  if  the  patient  is  the  mother  herself,  and  in 
any  case  helps  in  the  household  in  every  way  she  can.  These 
attendants  are  furnished  for  from  $15  to  $18  a  week,  including  the 
supervision.  It  is  very  difficult,  however,  to  find  suitable  attendants 
and  it  is  so  desirable  to  have  them  trained  that  the  Boston  Associa- 
tion is  now  carrying  on  a  training  school  for  them  with  the  help  of  the 
Boston  City  Hospital,  the  Huntington  Cancer  Hospital  and  others 
whereby  they  are  given  a  training  of  four  months  intensive  work  in 
the  hospital,  doing  bedside  nursing,  and  at  the  same  time  receiving 
a  certain  amount  of  theoretical  teaching,  followed  by  two  months  in 
the  Association's  house  studying  housework  in  its  different  branches 
and  doing  some  field  work  before  they  receive  their  diploma  at  the 
end  of  the  six  months  course.  This  training  school  has  only  been 
running  a  few  months,  and  it  can  be  developed  indefinitely  to 
graduate  large  numbers  of  pupils.  The  need  is  very  great  as  is 
shown  by  the  fact  that  with  but  little  advertising,  without  having 
trained  attendants  on  whom  to  call  the  volume  of  work  has  increased 
700  per  cent.  These  attendants  although  primarily  intended  to 
meet  the  needs  of  those  of  moderate  means  could  be  equally  satis- 
factorily employed  in  public  health  work  under  the  supervision 
of  trained  nurses,  and  thus  increase  the  usefulness  of  the  nurse 
enormously.  The  need  for  them  was  shown,  as  has  been  said,  during 
the  recent  epidemic,  when  utterly  inexperienced  volunteers  came 
forward  and  did  all  they  could  to  help,  to  their  everlasting  credit 
be  it  said,  because  the  nursing  system  was  inadequate  to  meet  the  calls 
upon  it.  This  is  not  intended  as  disparaging  to  the  nursing  profession 
— far  from  it,  for  I  regard  the  nursing  profession  as  one  of  the  noblest 
in  the  world — indeed  if  enough  nurses  had  existed  to  meet  the 
emergency  adequately  under  the  present  system  it  could  have  been 
only  because  the  profession  was  greatly  overstocked.  The  fact 
that  of  the  employment  of  vast  numbers  of  nurses  with  the  army 
only  served  to  accentuate,  it  did  not  cause  the  emergency — it  is  the 
system  that  is  at  fault.  We  are  trying  to  meet  a  great  and  varied 
need  with  only  the  highest  type  of  workman.  It  is  as  if  lawyers 
insisted  on  doing  all  the  work  of  their  offices  through  members  of  the 
Bar — refusing  to  employ  stenographers  or  office  boys — or  as  if  the 
doctors  would  have  only  other  doctors  to  assist  in  their  offices 
in  lieu  of  trained  nurses.  The  trained  nurse  has  more  difficult 
duties  to  fulfill  than  those  in  which  she  is  now  often  employed. 
Chronic  cases  seldom  require  her  care  though  they  may  often  need 
her  supervision  of  the  care-taker.  The  care  of  childbirth  in  normal 
cases,  after  the  mother  is  delivered  and  the  baby  given  its  first  bath, 
could  equally  well  be  given  by  an  attendant  with  occasional  visits 
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by  the  trained  nurse,  and  even  in  outpatient  work  where  visits  are 
made  with  no  resident  care-taker,  the  attendant  could  soon  be 
trusted  to  make  most  of  them.  This  plan,  with  that  of  doing  most  of 
the  healthy  baby  visiting  by  means  of  somewhat  trained  volunteers, 
would  release  many  trained  nurses  for  places  where  they  are  enor- 
mously needed. 

The  needs  of  rural  communities  have  been  terribly  neglected 
because  it  seemed  so  hopeless  to  try  to  meet  them,  but  we  have 
learned  a  great  many  things  lately,  and  one  is  that  anything  can  be 
done  if  there  is  enough  of  the  right  kind  of  will  to  do  it  .  .  .  We 
know  enough  of  the  needless  loss  of  life  in  the  country  especially  among 
those  whose  welfare  peculiarly  concerns  this  association — the  women 
in  childbirth  and  the  little  children — to  feel  that  we  must  do  our 
utmost  to  provide  the  blessing  of  a  trained  nurse  for  all  rural  com- 
munities. Even  here  the  service  of  one  or  two  trained  attendants  to 
work  under  the  nurse's  direction  would  enable  her  to  accomplish  a 
vast  amount  more  good  than  could  be  the  case  were  she  single-handed, 
and  might  make  possible  the  carrying  on  of  a  small  hospital  which 
without  their  help  would  be  impossible.  During  the  coming  year 
nursing  service  for  rural  communities  should  be  made  possible 
everywhere.  One  great  advantage  to  be  derived  from  the  rural 
trained  nurse  could  be  prenatal  care  for  the  expectant  mother — not, 
alas!  visits  of  the  standard  frequency,  but  still  far  better  than  none. 
We  know  from  the  investigations  of  the  Children's  Bureau  how  much 
higher  is  the  infant  death-rate  in  the  first  month  of  life  in  the  rural 
parts  of  the  country  than  in  the  cities.  Deaths  during  the  first 
month  are  due  in  large  measure  to  prenatal  causes  and  to  accidents 
of  birth,  which  in  their  turn  could  often  be  obviated  if  the  doctor 
had  knowledge  of  the  condition  of  both  mother  and  child  before 
the  onset  of  labor.  The  15,000  annual  deaths  in  the  United  States, 
of  women  in  childbirth,  brought  to  our  attention  by  Dr.  Meigs,  are 
an  even  stronger  argument  for  the  rural  nurse  to  help  and  supplement 
the  rural  doctor.  To  the  doctors  in  the  country  districts  the  greatest 
credit  is  due  that  matters  are  not  far  worse  than  they  are,  for  they 
have  fought  single-handed  a  very  hard  fight. 

.  .  .  Into  few  businesses  in  life  are  people  expected  to  enter  with 
such  a  complete  lack  of  training  as  that  of  motherhood — perhaps  the 
most  complicated  occupation  that  exists.  Men  have  evolved  col- 
leges and  elaborated  them  into  universities  to  give  themselves  the 
training  which  they  need  for  their  various  forms  of  work,  and  women 
in  entering  the  learned  professions  have  very  properly  taken  this 
education  to  fit  themselves  for  their  practice.  Nurses  are  given  a 
very  careful  and  prolonged  training — somewhat  unduly  prolonged 
for  the  benefit  of  the  hospitals,  perhaps,  but  an  excellent  training, 
fitted  for  its  purpose.  But  when  it  comes  to  motherhood  what  train- 
ing have  we — we  on  whom  the  whole  future  depends  of  those  lives 
which  come  into  being  through  us?  Nothing  at  all.  We  do  not 
even  give  our  girls  training  for  the  common  calling  of  home-maker, 
which  happily  falls  to  the  lot  of  most  women — for  really  a  woman 
has  to  make  a  home  wherever  she  is,  and  I  have  an  idea  that  only  a 
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woman  can  make  it  ...  .  I  am  not  advocating  doing  away  with 
the  higher  education  of  women — far  from  it — I  beheve  in  all  the 
education  we  can  get.  I  want  not  less  but  more  of  it,  but  if  we  must 
omit  some  things  to  make  room  for  home-making  I  would  cut  out 
some  of  the  things  that  are  more  remote  from  the  children's  daily 
life.  I  do  not  believe,  however,  that  anything  essential  need  be 
omitted  ....  I  wish  that  during  the  coming  year  we  might 
take  up  and  push  to  a  satisfactory  conclusion  this  matter  of  the 
teaching  of  girls  of  all  grades  the  principles  of  home-making. 

Another  cause  of  much  suffering  and  death,  especially  among 
mothers  and  babies,  is  ignorance  of  the  laws  of  life.  Most  of  us 
were  brought  up  either  ignorant  or  what  is  worse,  we  knew  things 
wrong.  The  manner  of  giving  this  information  rightly  is  a  difficult 
thing  to  decide.  Undoubtedly  the  mother  is  the  ideal  person  to  give 
it,  if  she  is  herself  the  right  kind  of  person,  and  it  had  better  be  a 
matter  wholly  between  her  and  the  individual  child,  not  talked  over 
with  all  the  children  in  the  family  together  ....  Adolescence 
is  a  time  to  which  we  have  not  given  the  thought  which  we  should 
give,  for  on  its  passage  through  this  time  of  peril  and  of  possibility 
may  depend  the  whole  future  not  only  of  the  individual  but  of  those 
others  who  may  hereafter  owe  their  lives  to  him. 

If  the  mother  cannot  give  this  teaching  to  the  child  it  must  be 
given  in  the  next  best  way,  and  what  that  way  is  can  only  be  decided 
by  the  circumstances  which  govern  the  particular  case.  These  are 
so  variable  as  to  prevent  the  laying  down  of  hard  and  fast  rules  with 
few  exceptions,  and  these  exceptions  are  that  all  teaching  of  this  sort 
certainly  in  youth,  should  be  as  individual  as  possible,  and  should  be 
given  to  the  sexes  separately.  This  knowledge  of  life  would  do  an 
immeasurable  amount  toward  the  prevention  not  only  of  infant 
mortality,  but  of  the  lifelong  results  of  hereditary  syphilis  and  of  the 
suffering  of  gonorrhea — certainly  the  implanting  of  this  knowledge  is 
not  far  removed  from  the  duty  of  this  association. 

The  teaching  by  the  mother,  or  by  others  where  she  is  incapable, 
of  the  laws  of  sex  and  of  their  application  would  do  away  with  much 
of  the  interest  in  the  insidious  propaganda  of  license  called  "birth 
control. "  This  consists  of  saying  to  people  "Do  what  you  like  and 
as  much  of  it  as  you  like  and  I'll  show  you  how  to  get  away  with  it. " 
It  is  undermining  to  the  moral  nature  of  men  and  women.  I  do  not 
want  to  be  understood  to  mean  that  there  are  no  conditions  under 
which  the  control  of  conception  in  ways  other  than  by  total  absti- 
nence is  justifiable,  but  that  the  irresponsible  preachment  by  the 
advocates  of  "birth  control"  is  dangerous  to  the  community.  I 
heard  one  of  its  foremost  advocates  in  my  state  seriously  tell  a 
group  of  women  that  by  the  practice  of  methods  advocated  by  her 
cult  marriage  was  a  safe  state  to  be  entered  into  by  those  with  phys- 
ical defects  of  such  nature  that  children  borne  by  them  would  not  be 
healthy.  A  question  put  to  her  by  one  who  knew  a  little  more  than 
the  others  forced  from  her  the  confession  that  all  of  her  methods 
might  sometimes  fail — but  it  did  not,  presumably,  interfere  with 
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her  continuing  to  make  the  statement  to  other  women  because  the 
statement  had  always  been  made  with  a  full  knowledge  of  its  falsity. 

Those  whom  these  advocates  of  "birth  control"  particularly 
desire  to  protect  are  the  poor  women  with  large  families,  but  it  is 
more  than  doubtful  if  these  people  could  be  made  to  understand 
any  such  propaganda,  or  to  practise  it  if  understood — or  that  it 
would  be  desirable  if  they  did  so;  whereas  the  more  intelligent 
among  the  unmarried  as  well  as  the  married  quite  fully  understand 
and  are  led  into  license  which  is  not  so  vastly  less  objectionable 
because  it  wears  the  cloak  of  propriety.  The  self  control  which  has 
been  practised  by  decent  people  since  human  beings  became  human 
has  been  declared  in  an  epoch-making  announcement  by  the  U.  S. 
Pubhc  Health  Service  to  be  entirely  compatible  with  health.  The 
fact  that  it  is  difficult  to  practise  gives  no  more  justification  to  the 
advocates  of  license  than  would  be  given  to  one  who  advised  a  woman 
that  she  was  quite  right  in  shop-lifting  a  pearl  necklace  because  it 
was  so  difficult  for  her  to  get  one  in  any  other  way.    .    .    . 

I  have  suggested  that  for  the  coming  year  we  take  up  the  "Resur- 
rection of  Fatherhood"  and  the  "Training  of  Girls  and  Young 
Women  in  the  Duties  of  Home-Making"  with  all  that  it  means. 
There  are  two  other  things  to  which  I  should  like  to  suggest  that 
great  efforts  be  given.  The  first  is  the  increase  of  prenatal  care 
until  it  becomes  as  usual  as  the  care  at  childbirth.  The  second  is 
that  the  greatest  possible  stress  be  laid  upon  breast-feeding.  The 
former  has  among  its  other  merits,  the  promotion  of  the  latter. 
Every  baby  whose  mother  has  been  cared  for  by  the  Prenatal  and 
Obstetrical  Clinic  of  the  Women's  Municipal  League  of  Boston  dur- 
ing the  past  year  has  been  breast-fed.  There  is  certainly  no  more 
reasonable  place  to  begin  our  care  of  babies  than  at  the  beginning. 
It  often  saves  trying  to  do  things  that  have  been  done  wrong  and 
that,  moreover,  often  cannot  be  undone — which  is  the  saddest  part 
of  all.  Prenatal  care  is  sometimes  spoken  of  as  if  its  object  were  to 
teach  the  mother  how  she  must  prepare  herself  mentally  for  the 
coming  baby,  and  what  she  must  prepare  for  his  bodily  needs.  It 
does  these  truly,  but  medical  care  is  implied  in  it  quite  as  much  as 
maternal  education,  and  the  mother  to  whom  proper  prenatal  care 
has  once  been  given  should  be  much  better  fitted  to  bear  her  second 
baby  than  her  first — for  she  should  herself  know  the  danger  signs 
and  so  call  in  medical  help  in  time.  I  am  sure  that  prenatal  care 
would  greatly  reduce  that  blot  on  civilization — the  enormous  loss  of 
life  both  before  and  at  birth. 

The  milk  of  its  own  mother  should  be  the  birthright  of  every 
child,  unless  indeed  in  exceptional  cases  of  illness,  and  experience 
has  proved  that  it  is  usually  possible  to  procure  it  with  patience — 
even  in  cases  where  through  some  misfortune  the  milk  seems  to 
have  gone.  Dr.  Truby  King,  in  New  Zealand,  has  had  great  success 
in  bringing  back  the  milk  to  mothers  who  thought  it  permanently 
lost. 

A  fifth  thing,  and  the  last,  which  I  could  wish  that  this  Associa- 
tion might  lay  great  stress  upon  this  year  has  been  spoken  of  earlier — ■ 
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it  is  the  provision  of  the  best  medical  and  nursing  care  for  a  price 
within  the  means  of  the  wage  earner  and  the  man  of  small  salary. 
It  can  be  done  if  the  will  to  do  it  is  strong  enough.  In  the  Boston 
clinic  which  I  have  mentioned,  prenatal  and  obstetrical  care  by  the 
most  completely  trained  obstetricians  and  nurses  is  being  provided 
throughout  pregnancy,  the  birth  of  the  child  and  the  puerperium, 
for  the  price  of  $25.00,  and  I  believe  the  clinic  when  it  has  been  a 
little  longer  established,  so  that  it  can  be  functioning  100  per  cent, 
will  be  entirely  self-supporting  for  this  price  per  case.  This  principle 
can  be  carried  out  in  clinics  for  all  sorts  of  disorders  equally  well. 

The  year  before  us  is  the  most  critical  we  have  ever  faced.  The 
world  is  not  the  same  that  it  was  when  we  went  on  our  way  before — 
the  opportunities  are  greater  than  we  have  ever  known  and  we  must 
measure  up  to  the  full  stature  which  should  be  ours.  Great  things 
are  waiting  to  be  done — things  which  will  sway  the  future  not  only 
of  this  land  but  of  all  others.  But  these  five  simple  things  I  see, 
and  no  matter  how  great  are  the  objects  for  which  we  strive  I  believe 
that  these  will  be  as  stepping  things  upon  our  way. 

Dr.  W.  a.  Davis,  of  the  U.  S.  Census  Bureau,  presented  as  Chair- 
man, the  following  report  of  the 
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Since  the  last  annual  meeting  at  Richmond,  the  birth  registration 
area  has  been  enlarged  by  the  admission  of  six  states — Ohio,  Wis- 
consin, North  Carolina,  Washington,  Utah,  and  Kansas — so  that 
the  birth  registration  area  is  now  composed  of  twenty  states  and  the 
District  of  Columbia,  with  an  aggregate  population  of  55,813,338  per- 
sons, or  53  per  cent,  of  the  entire  population  of  the  United  States. 

The  tests  of  birth  registration  in  the  New  England  states  have  been 
completed  and  all  six  of  these  states  found  to  be  registering  90  per 
cent,  of  the  births.  The  outlook  for  rapidly  increasing  the  birth 
registration  area  is  excellent,  but  the  thought  expressed  a  year  ago 
at  Richmond  needs  repetition — that  the  cause  of  birth  registration 
would  be  tremendously  advanced  if  Congress  would  enact  legislation 
making  compulsory  the  registration  of  every  birth. 

The  Committee  has  been  asked  to  make  a  report  at  the  1918 
meeting  upon  a  uniform  definition  of  stillbirths  and  the  steps  to  be 
taken  to  secure  uniform  methods  of  reporting  stillbirths. 

Much  time  and  effort  have  already  been  spent  in  an  endeavor  to 
define  a  stillbirth  satisfactorily,  and  I  believe  we  should  accept  the 
definition  already  adopted  as  a  Rule  of  Statistical  Practice  by  the 
Vital  Statistics  Section  of  the  American  Public  Health  Association, 
namely, 

Rule  No.  17. — For  registration  purposes  stillbirths  should  include 
all  children  born  who  do  not  live  any  time  whatever,  no  matter  how 
brief  after  birth. 

Rule  No.  18. — Birth  (completion  of  birth)  is  the  instant  of  com- 
plete separation  of  the  entire  body  (not  body  in  the  restricted  sense 
of  trunk,  but  the  entire  organism,  including  head,  trunk  and  hmbs) 
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of  the  child  from  the  body  of  the  mother.  The  umbilical  cord  need 
not  be  cut  or  the  placenta  detached  in  order  to  constitute  a  complete 
birth  for  registration  purposes.  A  child  dead  or  dying  a  moment 
before  the  instant  of  birth  is  a  stillbirth,  and  one  dying  a  moment, 
no  matter  how  brief,  after  birth,  was  a  living  child  and  should  not  be 
registered  as  a  stillbirth. 

Rule  No.  ig. — No  child  that  shows  any  evidence  of  life  after  birth 
should  be  registered  as  a  stillbirth. 

The  words  "evidence  of  life"  were  further  defined  in  the  following 
resolution  which  was  adopted  by  the  Section  in  1913: 

Resolved,  That  the  present  Rules  of  Statistical  Practice  relat- 
ing to  stillbirths  and  premature  births  as  adopted  by  the  American 
Public  Health  Association  in  1908  should  be  strictly  followed  by 
American  registration  offices,  it  being  understood,  in  Rule  No.  19 
"  No  child  that  shows  any  evidence  of  life  after  birth  should  be  regis- 
tered as  a  stillbirth,"  that  the  words  any  evidence  of  life  shall  include 
action  of  heart,  breathing,  movement  of  voluntary  muscle. 

The  laws  of  the  various  states  in  regard  to  reporting  stillbirths 
vary  greatly.  The  present  situation  is  concisely  shown  in  the  follow- 
ing table: 

STILLBIRTHS— 1917. 


Uses 

separate 

blank 

Reported 
as 

stillbirths 

Reported 

as  births 

and 

deaths 

Age  at  which 
reported 

All 
stillbirths 
reported 

United  States 

Not  before  s  months 

Yes 
Yes 

Yes 

Yes 

Yes 

If  advanced  to  5th 

month 
If  advanced  to  sth 

month 

California 

Colorado 

Yes 

Connecticut 

Yes 

Yes 

Yes 

Yes 

Yes 

District  of  Columbia. .  .  . 

Yes 

Yes 

Passed  5th  month 
If  advanced  to  sth 

month 
If  advanced  to  sth 

month 

Florida 

Yes 
Yes 
Yes 

Georgia 

Yes 

Illinois 

Yes 

Yes 

If  advanced  to  sth 

month 
Of  7  months 

Indiana 

Yes 

Iowa 



Yes  (?) 

Kansas 

Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 

Yes 

Yes 

Kentucky 

Yes 

Louisiana 

Yes 

Maine 

Yes 

Maryland 

Only  Balto. 

Yes 

Massachusetts 

Yes 

Michigan 

Yes 

Minnesota 

If  advanced  to  5th 
month 

Mississippi 

Yes 
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Uses         Reported 
separate             as 
blank         stillbirths 

1 

Reported 

as  births           Age  at  which 
and                    reported 
deaths 

All 
stillbirths 
reported 

Yes 
Yes 
Yes 
Yes 
Yes 

Yes 

Passed  4th  month 

Yes 

Yes 

Yes 

New  Jersey 

New  Mexico 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 
Yes 
Yes 

Yes 

Yes 
Yes 
Yes 

Yes 

Yes 
Yes 
Yes 
Yes 
Yes 

If  advanced  to  5th 

month 
If  advanced  to  Sth 

month 

Yes 

Ohio 

Yes 

If  advanced  to  5th 

month 
If  advanced  to  sth 

month 

^      1 

Yes 

Yes 

If  advanced  to  sth 
month 

If  advanced  to  5th 

month 
After  7th  month 

South  Dakota 

Texas 

' 

Utah 1 ' 

Yes 

Yes 

Beyond  7th  month. 

(?) 

Yes 

Yes 

Wyoming 

(?) 

Alaska 
Hawaii 
Porto  Rico 

Although  fully  recognizing  the  importance  of  reports  of  still- 
births and  also  of  uniform  reports,  it  seems  to  the  Committee  that 
the  very  first  step  toward  securing  such  uniform  reports  is  to  put 
forth  all  our  energies  toward  securing  reports  of  living  births.  Until 
the  desirability  of  such  reports  is  fully  appreciated  it  is  not  at  all 
likely  that  it  will  be  possible  to  secure  uniform  reports  of  stillbirths. 

For  states  which  now  have  good  registration  of  living  births,  but 
which  do  not  demand  that  all  stillbirths  be  reported,  the  best  method 
in  the  opinion  of  the  Committee  will  be  for  these  states  to  request 
reports  of  all  stillbirths  of  whatever  period  of  uterogestation.  For 
the  present  this  should  be  a  request  and  not  a  demand  and  the  reasons 
why  such  reports  would  be  of  benefit  to  the  state  and  in  what  way 
they  would  contribute  to  the  general  welfare  of  the  Nation  should 
be  clearly  stated  in  the  request. 

Later  on  after  the  physicians  of  the  state  have  shown  their  willing- 
ness to  comply  with  the  requests,  it  will  be  time  enough  to  consider 
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the  advisability  of  enacting  a  uniform  law  calling  for  such  reports. 
Till  that  time  it  will  be  best  to  allow  the  laws  to  stand  as  they  are, 
or  when  new  registration  laws  are  enacted  to  recommend  that  the 
law  follow  the  outlines  of  the  Model  registration  law  which  calls  for 
a  report  of  a  stillbirth  if  the  child  has  advanced  to  the  fifth  month  of 
uterogestation. 

The  Committee  in  reaching  these  conclusions  is  simply  following 
the  lead  of  Dr.  Charles  V.  Chapin,  who,  in  1915,  had  printed  the 
following  circular: 

STILLBIRTHS. 

DEFINITIONS    AND    RULES. 

This  department  has  been  asked  many  times  for  definitions  of 
births  and  stillbirths  and  for  rules  in  regard  to  reporting.  For 
several  years  the  City  Registrar  has  worked  hard  to  obtain  authorita- 
tive definitions.  The  American  Public  Health  Association  has 
approved  a  number  of  definitions  and  rules  of  practice  some  of  which 
have  also  been  adopted  by  the  Federal  Census  Bureau.  Some  of 
these  definitions  have  been  sustained  by  the  courts  of  England  and 
this  country.  It  is  the  intention  of  this  department  hereafter  to 
follow  the  recommendations  of  the  American  Public  Health  Associa- 
tion.    Among  the  definitions  approved  are: 

1.  A  birth  is  completed  only  when  the  whole  of  the  embryo  is 
separated  from  the  mother.  This  does  not  imply  the  severance  of 
the  cord  or  the  expulsion  of  the  placenta  and  membranes.  It  hap- 
pened recently  that  a  child's  body  was  expelled  at  the  residence  of 
the  mother,  but  the  head  was  not  removed  till  after  the  mother  was 
taken  to  the  Lying-in  Hospital.  In  this  case,  according  to  the  defi- 
nition, the  birth  took  place  at  the  Lying-in  Hospital. 

2.  A  living  birth  is  one  where,  after  the  expulsion  of  the  whole 
embryo  there  is 

(a)  Any  respiration,  even  a  single  inspiration. 

(b)  Any  pulsation  of  heart  or  arteries. 

(c)  Any  movement  of  voluntary  muscles. 

Conversely  if  all  of  the  above  signs  of  life  are  lacking  the  birth 
is  a  stillbirth. 

The  above  definitions  determine  what  is  a  birth  and  what  is  a 
stillbirth  and  should  be  followed  exactly.  They  are  not  only  oflScial 
definitions,  but  are  court  decisions  as  well. 

A  question  frequently  asked  is  at  how  early  a  period  of  utero- 
gestation is  the  premature  expulsion  of  the  embryo  to  be  reported 
as  a  stillbirth.  Following  the  recommendations  of  the  American 
Health  Association  this  office  will 

(a)  Ask,  but  not  require,  that  all  stillbirths,  irrespective  of  the 
month  of  uterogestation,  be  reported  as  births  on  the  usual  birth 
blank.  Unless  the  embryo  has  attained  the  age  of  six  completed 
months  of  uterogestation,  the  stillbirth  will  not  be  placed  upon  the 
record  books  and  will  not  appear  in  the  standard  tables  of  stillbirths, 
but  will  be  placed  on  file  for  future  statistical  use.  The  fee  of 
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twenty-five  cents  will  be  paid  for  each  one  of  these  returns  just  as  if 
it  were  the  report  of  a  birth  at  full  term. 

If,  however,  a  child  born  before  the  end  of  the  sixth  month  shows 
any  sign  of  life  it  must  be  reported. 

(6)  Require  that  stillbirths  occurring  after  the  sixth  month  of 
uterogestation  be  reported  not  only  as  births,  but  in  accordance  with 
the  state  law,  must  be  considered  as  deaths.  A  death  certificate 
will  have  to  be  made  out  and  a  permit  obtained  from  this  office 
through  an  undertaker. 

(c)  Require  that  for  all  premature  births  whether  stillbirths  or 
living  births,  the  month  of  uterogestation  be  stated  on  the  birth 
return. 

Office  of  City  Registrar,  Pro\tden-ce,  Dece^nher,  1915. 

It  seems,  therefore,  to  your  Committee  that  we  cannot  do  better 
than  to  follow  Doctor  Chapin's  lead  and  recommend  that  every 
registrar  ask  that  all  be  reported,  but  that  the  Alodel  Law  be  left 
as  it  is,  not  requiring  reports  "for  a  child  that  has  advanced  to  the 
fifth  month  of  uterogestation."  We  do  not  think  that  the  American 
people  are  yet  ready  for  the  public  good  to  report  every  miscarriage 
any  more  than  they  are  ready  to  permit  an  autopsy  upon  every 
decedent.  In  time  the  rights  and  wishes  of  the  individual  may  appear 
less  strong  and  everything  be  done  for  the  public  welfare,  but  to 
attempt  at  this  time  to  enforce  such  advanced  ideas  would  be  a 
mistake.  Let  us  first  insist  upon  birth  registration,  which  to-day  is 
far  from  complete,  and  let  us  insist  upon  the  registration  of  still- 
births which  have  reached  the  fifth  month,  and  ask  for  but  not 
require  the  registration  of  earlier  stillbirths. 

Prof.  Roswell  H.  Johnson,  Lecturer  on  Eugenics,  University 
of  Pittsburgh,  read  a  paper  on 

ADEQUATE   REPRODUCTION. 

For  any  country  at  any  given  stage  of  advancement  of  its  arts,  and 
of  exhaustion  of  its  resources  there  is  an  optimum  number  of  in- 
habitants up  to  which  the  country  can  continue  its  population 
without  producing  an  undue  pressure  upon  subsistence.  Above 
this  optimum  the  number  is  such  as  to  lead  to  injurious  poverty 
regardless  of  faults  of  distribution. 

A  well-ordered  community  will  strive  to  reach  this  adjustment.  It 
may  do  so  by  encouraging  or  discouraging  immigration,  encouraging 
or  discouraging  emigration,  or  by  raising  or  lowering  the  birth-rate. 
General  welfare  demands  a  minimum  death-rate  and  a  marriage 
rate  limited  only  by  considerations  of  the  unfitness  of  the  parents, 
so  that  neither  should  be  modified  for  population  considerations. 
Only  the  birth  and  migration  rates  may  be  modified  for  this  purpose. 
There  is  little  reason  to  believe  that  any  large  part  of  the  world  is 
especially  not  our  own  country.  There  seems  to  be  no  cause  for 
increasing  our  population,  and  we  need  be  concerned  only  in  main- 
taining our  population,  which  we  are  already  doing. 

But  so  far  we  have  considered  the  population  as  a  whole.     When 
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measured  it  is  found  to  consist  of  persons  of  widely  varying  individual 
and  social  worth.  Our  population  is  made  up  of  a  large  number  of 
those  of  middling  value,  with  the  proportion  of  persons  above  and 
below  this  middle  average  constantly  diminishing  as  the  deviation 
from  the  average  increases. 

These  differences  in  the  value  of  the  individual  to  society  are 
known  to  be  in  large  part  inherited.  It  becomes  of  great  moment 
to  know  the  relative  birth-rates  of  the  several  sections.  Obviously 
racial  progress  depends  on  a  disparity  in  the  reproduction  of  these 
groups  in  one  direction.  If  reproduction  of  the  most  inferior  is 
prevented  as  should  be  done,  then  the  remainder  must  yield  to  a 
higher  birth-rate.  But  in  addition  to  that  the  superior  half  should 
have  a  higher  rate  than  the  inferior  half.  Prof.  Sprague  of  the 
Massachusetts  Agricultural  College  finds  3.7  births  are  necessary  to 
sustain  a  fixed  population.  Hence  we  must  expect  more  than  3.7 
births  from  all  superior  women  or  we  cannot  have  a  progressive  race 
and  maintain  our  numbers. 

There  is  then  a  racial  noblesse  oblige.  Unfortunately  it  finds  little 
recognition  for  there  is  abroad  a  spirit  of  misguided  selfishness 
cloaking  itseK  in  fine  phrases  "realizing  one's  capacities,"  "being 
true  to  one's  selves,"  "following  one's  bent."  The  modern  superior 
celibate  heedless  of  the  future  sets  up  these  false  gods.  Woe  to 
the  nation,  which  like  ours,  finds  its  superior  women  "  slacking  on  the 
job"  of  motherhood,  as  ours  are  doing. 

Dr.  p.  C.  Jeans,  of  St.  Louis,  presented  a  paper  on 

SYPHILIS   AND   ITS    RELATION   TO   INFANT   MORTALITY. 

Though  the  number  of  cases  in  a  community  is  relatively  small  the 
disease  assumes  a  social  and  economic  importance  out  of  all  pro- 
portion to  its  frequency.  As  a  result  of  syphilis  from  10  per  cent, 
to  30  per  cent,  of  all  marriages  among  infected  individuals  remain 
sterile.  About  an  equal  number  result  only  in  abortions.  Syphilis 
is  by  far  the  largest  single  factor  in  the  cause  of  stillbirths  (30-40 
per  cent.),  and  the  mortality  among  the  living  births  of  many 
syphilitic  famiUes  varies  from  30  per  cent,  to  80  per  cent.  Death  in  a 
syphilitic  infant  is  most  frequently  caused  by  an  overwhelming  in- 
fection, by  causing  a  severe  disturbance  of  nutrition,  or  by  lowering 
the  general  resistance  so  that  other  infections  are  easily  acquired 
and  are  quickly  fatal.  The  various  external  manifestations  of  the 
disease  in  infancy  are  generally  relatively  unimportant  except  as  an 
aid  to  diagnosis,  and  an  indication  of  the  severity  of  the  infection. 
The  mortality  among  syphilitic  babies  under  one  year  in  St.  Louis 
clinic  material  has  been  about  25  per  cent.,  nutrition  being  appar- 
ently the  largest  single  factor  in  addition  to  the  infection. 

The  primary  point  of  attack  in  the  prophylaxis  of  hereditary 
syphilis  should  be  the  adult  carrier.  The  activities  of  the  Federal 
Public  Health  Service  incident  to  the  present  war  will  undoubtedly 
diminish  the  number  of  new  infections  among  adults,  and  cause 
those  already  infected  to  be  less  of  a  menace.     At  least  40  states 
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are  at  present  cooperating  in  this  campaign  against  venereal  disease, 
and  the  number  will  no  doubt  increase.  The  next  more  important 
point  of  attack  is  the  syphilitic  prospective  mother.  If  such  a 
mother  is  treated  adequately  throughout  her  pregnancy,  there  is  a 
reasonable  expectation  that  the  infant  will  be  healthy  and  free  from 
syphilis.  Such  prophylaxis  originates  within  the  province  of  the 
Prenatal  Clinic.  The  postnatal  clinic  is  almost  equally  valuable 
in  maintaining  supervision  of  the  supposedly  healthy  child  of  a 
syphilitic  mother.  It  is  also  in  the  province  of  such  a  clinic  to 
detect  infantile  syphilis  in  cases  not  previously  suspected  or  under 
observation.  For  the  families  of  a  financial  or  social  status  un- 
suitable for  a  clinic,  their  physicians  should  stand  in  the  same  pro- 
gressive and  frank  relation  to  them  as  the  clinics  to  the  less  fortunate 
classes. 

Once  having  diagnosed  syphilis  in  an  infant,  it  is  imperative  that 
the  further  supervision  be  delegated  to  one  who  is  expert  in  both 
the  treatment  of  syphilis  and  the  management  of  the  nutrition. 
Measures  for  the  enforcement  of  treatment  and  continued  observa- 
tion are  necessary  in  certain  instances  and  are  becoming  more  avail- 
able in  most  communities. 
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A  Practical  Medical  Dictionary.  By  Thomas  Lathrop  Sted- 
MAN,  A.  M.,  M.  D.  Editor  of  the  "Twentieth  Century  Practice 
of  Medicine,"  of  the  "Reference  Handbook  of  the  Medical 
Sciences,"  and  of  the  "Medical  Record."  Fifth  revised  edition. 
Illustrated.  William  Wood  and  Company,  New  York,  igi8. 
Price  $5. 

Dr.  Stedman's  Medical  Dictionary  may  be  regarded  as  an  ac- 
cepted work  of  reference  in  this  field,  affording  one  of  the  most 
complete  manuals,  of  medical  terms  and  their  definitions  which  has 
been  published  in  the  English  language.  So  many  complimentary 
references  to  the  work  have  appeared  in  connection  with  previous 
editions  that  further  comment  along  these  lines  is  superfluous. 
In  the  present  edition  of  this  dictionary,  which  has  just  appeared, 
over  1500  new  titles  and  subtitles  have  been  added,  many  of  them 
new  terms  arising  from  war  experiences.  It  may  be  said  that  any 
great  world-wide  event  is  productive  of  new  terms  in  our  language  and 
this  applies  to  medicine  as  well  as  to  colloquial  speech.  It  would  be 
most  desirable  if  the  reverse  process  could  take  place  and  untold 
terms  that  now  encumber  our  lexicons  be  thrown  into  the  discard. 
That,  however,  is  a  millennial  condition  that  it  is  useless  to  hope  for, 
and  our  dictionary  makers  must  continue  to  face  the  problem  of 
including  them  in  their  works. 

Dr.  Stedman  calls  attention  to  the  general  adoption  by  writers 
on  war  medicine  and  surgery  of  a  system  of  abbreviation  by  initials; 
for  example,  disordered  action  of  the  heart  has  D.  A.  H.:  no  ap- 
preciable disease,  N.  A.  D.  In  commenting  on  this  innovation 
the  author  wisely  calls  attention  to  the  necessity  of  avoiding  such 
short  cuts  in  published  medical  writing.  This  restriction  might 
well  be  applied  to  other  medical  authors  who  have  drifted  into  the 
habit  of  abbreviating  frequently  used  terms  such  as  white  blood 
count, "  w.b.c,"  and  others.  It  would  cause  much  less  inconvenience 
to  the  reader  if  this  attempt  to  save  time  on  the  part  of  the  author 
could  be  overcome  and  editors  likewise  take  it  upon  themselves 
to  correct  such  disturbers  of  the  readers'  patience.  Since  the  ap- 
pearance of  the  fourth  edition  of  this  dictionary  both  the  Phar- 
macopoeia and  the  National  Formulary  have  been  reconstructed, 
which  has  necessitated  an  extensive  revision  of  the  pharmaceutical 
terms  in  the  present  volume.  Dr.  Stedman  has  brought  his  work 
up  to  date  in  this  respect  and  the  titles  and  doses  of  all  the  ofl&cial 
preparations  are  now  in  conformity  with  the  directions  of  these 
two  standards.     We  find  nothing  to  criticise  and  much  to  commend 
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in  this  new  edition  of  a  standard  medical  dictionary  and  feel  assured 
that  the  favorable  reception  accorded  in  the  past  will  be  similarly 
extended  to  the  present  edition. 

War  Surgery,  from  Firing-line  to  Base.  By  Basil  Hughes, 
D.  S.  O.,  M.  A.,  M.  B.,  B.  C.  (Cantab.),  F.  R.  C.  S.,  Temporary 
Major,  R.  A.  M.  C,  T.  F.,  and  H.  Stanley  Banks,  M.  A.,  M.  B., 
Ch.  B.  (Glasgow),  D.  P.  H.  (Cantab.),  Captain,  R.  A.  M.  C, 
T.  C.  Illustrated.  WilHam  Wood  and  Company,  New  York, 
1919.     Price  $9. 

War  surgery  has  come  to  occupy  such  an  important  place  in  medical 
literature  that  even  the  casual  reader  or  the  speciahst  in  other 
branches  must  necessarily  be  interested  in  the  broader  aspects  pre- 
sented by  such  works  as  the  above.  It  is  an  attempt  to  describe  as 
briefly  as  possible  the  treatment  of  wounded  men  from  the  time  of  the 
infliction  of  their  wounds  on  the  battlefield  to  their  discharge  from 
the  base  hospital  either  for  duty  or  for  treatment  at  the  different 
institutions  set  apart  for  special  kinds  of  infirmity.  The  work  is 
based  on  personal  experience  gained  by  the  authors  during  a  period 
of  three  and  one-half  years  spent  in  both  the  Eastern  and  Western 
theatres  of  war.  It  has  been  compiled  under  active  service  con- 
ditions without  access  in  many  cases  to  any  library  of  reference  and 
in  localities  where  the  climatic  conditions  tend  to  the  lowering  of 
energy  and  production  of  brain  fag.  The  authors'  judgment  on 
their  shortcomings,  however,  is  not  borne  out  by  their  book,  which 
constitutes  very  interesting  reading  aside  from  its  technicalities, 
for  the  writers  have  presented  the  results  of  surgical  trials  and  ex- 
periments that  will  be  very  widely  reflected  in  civilian  medicine, 
not  excluding  gynecology.  They  cause  us  to  look  with  respect  on 
organized  methods  of  treatment  and  on  standardization  and  con- 
tinuity, factors  which  have  not  always  obtained  in  civilian  practice. 
Such  an  influence  cannot  fail  to  be  of  untold  value.  They  call 
attention,  among  other  things,  to  the  importance  of  cooperation 
between  the  surgeon  and  the  bacteriologist  for,  without  this,  rational 
wound  treatment  is  impossible  and  their  statement  is  true  without 
question,  namely,  that  a  large  share  of  recent  surgical  progress  is 
due  to  bacteriological  research.  The  book  is  well  printed  and  the 
illustrations  are  of  interest  and  quite  satisfactory  considering  the 
conditions  under  which  many  of  the  originals  were  produced.  An 
artist  with  a  sense  of  humor  seems  to  have  been  employed  in  the 
production  of  some  of  the  color  plates  and  demonstrates  effectively 
the  wonderful  patience  and  resignation  of  the  wounded  to  the 
various  manipulative  procedures  to  which  they  must  necessarily 
be  subjected. 

Genitourinary  Diseases  and  Syphilis.  By  Henry  H.  Morton, 
M.  D.,  F.  A.  C.  S.  Clinical  Professor  of  Genitourinary  Diseases 
in  the  Long  Island  College  Hospital;  Genitourinary  Surgeon  to  the 
Long  Island  and  Kings  County  Hospitals  and  the  Polhemus 
Memorial  Clinic;  Member  of  Committee  on  Venereal  Diseases  in 
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the  Office  of  the  Surgeon-General,  Member  of  the  American 
Association  of  Genitourinary  Surgeons,  Fellow  of  the  New  York 
Academy  of  Medicine,  etc.  Fourth  edition,  revised  and  enlarged. 
With  330  illustrations  and  36  full-page  colored  plates.  C.  V. 
Mosby  Company,  St.  Louis,  1918.     Price  $7. 

A  new  and  revised  edition  of  this  exceedingly  valuable  manual 
has  recently  appeared.  Among  the  new  methods  of  treatment 
noted  in  the  work  attention  may  be  called  to  the  application  of  the 
high-frequency  current  in  the  treatment  of  benign  tumors  of  the 
bladder  and  the  use  of  radium  in  carcinoma  of  the  bladder  and 
prostate.  The  field  of  the  diagnostic  value  of  the  :ii;-rays  and  their 
application  to  the  study  of  visceral  and  nervous  syphilis  is  fully 
considered.  Other  recent  additions  to  our  knowledge  in  this  field 
includes  the  detection  of  spirochetse  in  the  brains  of  paretics,  the 
study  of  the  spinal  fluid  in  nervous  syphilis  and  a  reconsideration 
in  regard  to  hereditary  syphilis.  The  author  also  discusses  the 
intensive  method  of  using  salvarsan  and  mercury  and  the  direct 
medication  of  the  spinal  canal  by  injections  of  salvarsanized  serum. 
The  book  is  well  printed  and  satisfactorily  illustrated  with  a  large 
number  of  colored  and  other  pictures. 


444  RECORD    OF    CURRENT    LITERATURE 


RECORD  OF  CURRENT  LITERATURE  IN 

OBSTETRICS,  GYNECOLOGY  AND 

ALLIED  SUBJECTS. 


A.    OBSTETRICS. 


*Puerperal  Anemia.  H.  B.  Schmidt,  Surg.,  Gyn.  and  Ohst., 
vol.  xxvii,  1918. 

*Extrauterine  Pregnancy  Following  Resection  of  the  Tube  and 
Insertion  of  Catgut  to  Keep  it  Open.  E.  H.  Tweedy,  Surg.,  Gyn. 
and  ObsL,  vol.  xxvii,  igi8. 

*Torsion  of  the  Great  Omentum  During  Pregnancy.  J.  L. 
Bubis,  Surg.,  Gyn.  and  Obst.,  vol.  xxviii,  1919. 

*Infection  of  the  Bacillus  CoU  CompHcating  Pregnancy,  Labor  and 
the  Puerperal  State.  E.  P.  Davis,  Southern  Medical  Journal,  vol. 
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*Gall-stone  Diseases  Complicating  Pregnancy.  A.  P.  Heineck, 
American  Journal  of  Surgery,  vol.  xxxiii,  191 9. 
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The  Visitations  of  Influenza  and  Its  Influence  upon  Gynecologic 
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Observations  on  a  Series  of  Cases  of  Cesarean  Sections  Done  at 
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*  Titles  marked  *are  abstracted  in  the  current  issue. 
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A.    OBSTETRICS. 


Puerperal  Anemia. — H.  B.  Schmidt  iSurg.,  Gyn.  and  ObsL,  1918 
xxvii,  596)  records  four  cases  with  this  diagnosis.  A  leukopenia  with 
relative  lymphocytosis  was  present  in  all;  two  showed  a  high  color 
index  with  extreme  poikilocytosis.  Moderate  anisocytosis,  numer- 
ous nucleated  red  cells  including  an  occasional  megaloblast.  There 
was  slight  polychromasia.  No  macrocytes  were  seen.  The  litera- 
ture, containing  about  138  references,  shows  that  the  disease  is  rare, 
especially  if  all  cases  frankly  due  to  sepsis  are  excluded.  It  occurs 
most  frequently  between  the  ages  of  twenty  and  forty.  Over  70 
per  cent,  had  had  more  than  one  child.  In  80  per  cent,  the  ane- 
mia was  discovered  after  delivery,  hence  the  term  puerperal  anemia. 
The  symptoms  first  observed  in  their  order  of  frequency  were: 
pallor,  vomiting,  diarrhea  and  bloating;  but  sooner  or  later  asthe- 
nia became  the  chief  complaint.  The  spleen  was  palpable  in  about 
30  per  cent,  of  the  cases.  Murmurs  were  heard  over  the  heart  in 
every  case  where  that  organ  was  mentioned  as  examined.  Pig- 
mentation of  the  skin  was  observed  in  over  50  per  cent,  of  the  cases. 
Increased  respiration  or  dyspnea  was  frequently  recorded  as  the 
chief  complaint.  Symptoms  due  to  cord  lesions  have  never  been 
reported.  Many  patients  had  retinal  hemorrhages.  Hydrochloric 
acid  was  often  diminished  and  occasionally  absent  from  the  gastric 
contents.  Hemorrhages  occurred.  Ninety-seven  per  cent,  had 
fever  during  some  period  of  their  illness  and  in  over  50  per  cent,  it 
was  continuously  irregular.  Approximately  68  per  cent,  had  a 
leukocytosis  of  10,000  or  over.  In  28  per  cent,  the  leukocyte  count 
was  below  6000.  The  prognosis  is  bad  as  87  per  cent.  die.  Where 
the  condition  was  suspected  before  term,  abortion,  spontaneous  or 
induced,  did  not  improve  it.  The  severity  of  the  anemia  was  of 
little  value  for  prognosis.  Autopsies  showed  faulty  degeneration, 
red  or  aplastic  marrow.  Where  an  infection  was  proven,  endometri- 
tis was  the  common  finding,  usually  of  the  diphtheritic  type. 
Syphilis  rarely  complicated  the  picture.  Nothing  has  been  found 
in  the  blood  sera  of  these  patients  to  explain  the  anemia.  There  is 
little  evidence  that  the  disease  begins  during  pregnancy;  it  is  most 
frequently  observed  after  delivery.  It  should  not  be  confused  with 
primary  pernicious  anemia.  The  absence  of  macrocytes  and  the 
frequent  leukocytosis  are  differential  points,  as  are  the  lack  of 
remissions  and  the  absence  of  cord  lesions.  An  infection  is  the 
most  probable  cause,  though  blood  cultures  have  repeatedly  been 
negative.     Transfusion  should  not  be  used  as  a  last  resort  but  as 
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soon  as  the  diagnosis  can  be  made.  Iron  and  arsenic  are  often  eflBi- 
cacious  after  transfusion. 

Extrauterine  Pregnancy  Following  Resection  of  the  Tube  and 
Insertion  of  Catgut  to  Keep  it  Open. — E.  H.  Tweedy  {Surg.,  Gyn. 
and  Obst.,  1918,  xxvii,  563)  reports  a  case  of  pregnancy  in  the  am- 
pulla of  the  right  tube  of  a  patient  who,  on  two  previous  occasions, 
had  had  this  tube  resected.  He  says  that  salpingitis,  with  or  without 
apparent  occlusion  of  the  tubes,  constitutes  a  very  usual  cause  of 
sterility.  Ordinary  tube  resection,  with  or  without  the  formation 
of  an  artificial  os,  fails  in  almost  every  instance  to  provide  a  perma- 
nent passage  to  the  uterus.  Failure  to  transmit  the  products  of 
conception  may  be  present  in  a  tube  which  shows  no  gross  ab- 
normality. The  lumen  of  a  tube  can  with  certainty  be  kept  perma- 
nently open  by  the  insertion  of  catgut  through  it.  The  shorter 
the  tube  is  made  the  less  likely  will  it  be  that  its  lumen  arrests  the 
passage  of  the  ovum.  A  loss  of  peristalsis  will  cause  arrest  of  the 
ovum  in  the  tube  and  predispose  to  tubal  pregnancy.  Chromicized 
or  iodized  catgut  which  is  employed  to  keep  the  tube  open  is  a  likely 
cause  of  salpingitis  with  consequent  loss  of  peristalsis.  For  this 
reason  the  writer  presents  closure  of  the  tube  by  inserting  ordinary 
catgut.  He  threads  this  through  a  long,  fine  glover's  needle,  per- 
mitting the  catgut  to  pass  the  eye  by  only  one-quarter  of  an  inch. 
The  blunt  side  of  the  needle  carrying  the  ligature  is  inserted  through 
the  lumen  of  the  tube  into  the  uterus  or  as  far  down  as  seems  ex- 
pedient. The  thread  is  then  pulled  until  it  is  felt  to  have  left  the 
eye  and  the  needle  is  gently  withdrawn,  leaving  the  gut  in  position. 

Torsion  of  the  Great  Omentum  During  Pregnancy. — J.  L.  Bubis 
(Surg.,  Gyn.  and  Obst.,  1919,  xxviii,  ^;^)  finds  only  131  cases  of  torsion 
of  the  great  omentum  recorded  in  the  literature  pr'or  to  1914,  and 
none  of  these  during  pregnancy.  In  his  patient,  symptoms  ap- 
peared when  five  months  pregnant.  They  were  slight  abdominal 
distention,  constipation  and  some  fulness  in  the  right  lower  abdo- 
men, with  normal  temperature  and  pulse.  Increasing  tenderness 
and  pain  just  above  the  uterus  followed  within  a  few  days,  with 
temperature  only  99.1  and  pulse  no.  There  was  slight  abdominal 
rigidity  but  marked  localized  tenderness  without  palpable  mass. 
Exploratory  incision  showed  the  great  omentum  swollen,  edema- 
tous, twisted  a  number  of  times  on  its  long  axis  and  gangrenous 
at  its  lower  part.  Removal  of  the  whole  omentum  was  followed  by 
recovery  without  disturbance  of  the  pregnancy.  The  primary  cause 
of  the  torsion  in  this  case  was  probably  an  adhesion  of  the  tip  of 
the  omentum  to  the  cul-de-sac.  Pressure  from  the  growing  uterus 
and  intestinal  peristalsis  with  congestion  of  the  veins  of  the  great 
omentum  were  undoubtedly  secondary  causes.  A  localized  point 
of  tenderness,  normal  temperature,  pulse  and  respiration,  and  the 
absence  of  nausea  and  vomiting  in  the  early  stages  of  pregnancy 
suggest  torsion  of  the  great  omentum. 

Infection  by  the  Bacillus  CoU  Complicating  Pregnancy,  Labor 
and  the  Puerperal  State. — E.  P.  I) a.vis  (South.  Med.  Jour.,  1918, 
xi,  793)  calls  attention  to  the  frequent  occurrence  of  colon  bacillus 
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infections  of  the  kidney,  appendix  and  also  of  the  gall-bladder  in 
pregnancy  and  the  puerperium.  Urinary  stasis  due  to  pressure  upon 
the  ureter  by  the  distended  uterus  predisposes  to  renal  involvement. 
Treatment  is  directed  chiefly  to  increasing  ehmination  and  to  urinary 
antisepsis.  If  one  kidney  is  involved  and  improvement  does  not 
occur  the  kidney  should  be  drained.  This  operation  rarely  inter- 
rupts pregnancy.  In  cases  of  appendicitis  the  treatment  is  surgical 
and  operation  should  be  performed  before  general  peritonitis  begins 
to  develop.  Cases  of  gall-bladder  infection  should  be  treated  med- 
ically at  first  and  if  this  is  not  successful  drainage  or  extirpation  of 
the  gall-bladder  should  be  undertaken  without  fear  because  of  the 
existence  of  pregnancy. 

Gall-stone  Diseases  Complicating  Pregnancy. — A.  P.  Heineck 
(Amer.  Jour.  Surg.,  1919,  xxxiii,  8)  calls  attention  to  the  fact  that 
gall-stone  disease  occurs  with  far  greater  frequency  among  women 
than  among  men;  with  far  greater  frequency  among  women  who  have 
borne  children  than  among  women  who  have  remained  sterile. 
Its  period  of  greatest  incidence  is  the  child-bearing  period.  Alone 
or  associated  with  one  or  more  other  related  or  nonrelated  patholog- 
ical state,  not  uncommonly  complicates  a  pregnancy  otherwise  normal 
or  abnormal.  The  first  manifestations  of  cholelithiasis  may  date 
from  the  existing  gestation  or  from  a  previous  pregnancy;  may  pre- 
cede, coincide  with,  or  follow  an  abortion  or  premature  labor,  acci- 
dental or  induced.  Pregnancy  is  an  important  etiological  factor  in 
the  causation  of  cholelithiasis.  The  pathology  of  gall-stone  disease 
complicating  pregnancy  is  the  pathology  of  gall-stone  disease  occur- 
ring in  the  nonpregnant.  Rupture  of  a  gall-bladder  distended  by 
calculi,  by  fluid,  mucous  or  purulent  in  nature,  can  occur  during  gesta- 
tion or  during  or  immediately  after  labor.  Cholelithiasis  is  a  surgical 
disease;  it  calls  for  operative  relief.  Medical  measures  in  this  disease 
are  merely  palliative;  appropriate  surgical  measures  are  curative. 
Gall-stone  disease  is  in  itself  never  an  indication  for  the  artificial  termi- 
nation of  pregnancy.  Women  exposed  to  pregnancy,  suffering  from 
calculous  cholecystitis  or  any  other  form  of  gall-stone  disease,  should 
be  operated  upon,  the  calculi  removed,  and  the  gall-bladder  drained. 
Pregnancy  does  not  contraindicate  operations  upon  the  gall-bladder 
or  bile  tracts.  It  has  been  repeatedly  demonstrated  that  the  opera- 
tive relief  and  cure  of  cholelithiasis  does  not  unfavorably  influence 
gestation,  does  not  unfavorably  influence  parturition.  Icterus, 
whether  acute  or  chronic,  is  a  constant  menace  to  the  fetus.  The 
prognosis  of  operative  intervention  is  not  unfavorably  influenced  by 
the  existence  of  pregnancy. 

Relation  of  the  Supplying  Ovary  to  the  Causation  of  Sex. — J.  G. 
Murray  {Johns  Hopk.  Hosp.  Bull.,  1918,  xxix,  275)  made  seventy- 
five  observations  on  seventy  women,  five  of  whom  had  two  preg- 
nancies. He  employed  all  those  cases  in  the  Obstetrical  Clinic  of  the 
Johns  Hopkins  Hospital  for  eleven  and  a  half  years  in  which  the 
location  of  the  corpus  luteum  was  actually  demonstrated  at  Cesa- 
rean section,  at  laparotomy  for  therapeutic  abortion,  at  laparot- 
omy within  two  weeks  after  deli's^ery,  or  at  postmortem  examination, 
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and  in  which  there  was  no  question  as  to  the  sex  of  the  child.  The 
conclusions  reached  from  this  consideration  of  Dawson's  theory 
that  the  supplying  ovary  is  the  essential  factor  in  the  causation  of 
sex,  and  from  the  application  of  his  rules  to  a  group  of  cases  free  of 
any  objections  are:  The  supplying  ovary  has  no  influence  upon  the 
sex  of  the  child.  Male  and  female  children  result  in  about  equal 
numbers  from  the  fertilization  of  ova  from  either  ovary.  The  causa- 
tion of  sex  is  probably  not  due  to  any  factor  in  the  unfertilized  ovum. 
The  "chromosome  theory"  must  be  considered  the  only  explanation 
of  the  causation  of  sex  at  present  acceptable.  The  sex  of  an  unborn 
child  cannot  be  foretold,  nor  can  either  sex  be  produced  at  will, 
by  any  rules  known  at  present. 

Effect  of  High  Carbohydrate  Feeding  on  the  Nausea  and  Vomiting 
of  Pregnancy. — J.  W.  Duncan  and  V.  J.  Harding  {Can.  Med.  Assoc. 
Jour.,  1918,  viii,  1057),  have  proceeded  on  the  assumption  that  in  the 
early  toxemias  of  pregnancy  the  dominant  factor  is  a  metaboUc  one. 
They  have  utilized  the  physiological  results  of  Imrie  and  of  Mottram 
to  connect  the  fatty  degenerated  liver  found  in  postmortem  examina- 
tion of  fatal  cases  of  pernicious  vomiting  with  the  mild  and  moderate 
cases  of  vomiting.  They  have  assumed  a  temporary  lack  of  car- 
bohydrate supply.  They  have  found,  in  practically  all  cases  of 
nausea  and  vomiting  in  pregnancy,  the  occurrence  of  the  acetone 
bodies  in  the  urine.  They  have  endeavored  to  correct  the  deficiency 
of  carbohydrate  supply  by  administering  glucose  or  lactose,  but 
mainly  the  latter,  and  supplementing  this  by  a  high  carbohydrate 
diet.  In  this  way  they  have  successfully  treated  over  seventy  cases 
of  nausea  and  vomiting  in  pregnancy,  including  several  severe 
cases  of  the  pernicious  type.  For  convenience,  they  divide  the  cases 
into  mild,  moderate  and  severe.  A  daily  routine  urine  examination 
is  made.  In  mild  cases,  the  demands  of  housekeeping,  etc.,  are 
limited.  In  moderate  cases  rest  in  bed  is  required.  In  severe  cases 
this  is  supplemented  by  isolation.  Defects  in  the  function  of  lung, 
skin,  kidneys  and  bowels  are  corrected.  In  mild  and  moderate 
cases  proteids  and  fats  are  eliminated  from  the  diet  for  forty- 
eight  hours.  Carbohydrates  (fruits,  cereals,  fresh  vegetables)  are 
forced.  In  severe  cases  all  food  by  mouth  is  withheld  for  about 
forty-eight  hours.  Carbohydrates  are  begun  as  soon  as  the  patient 
may  be  able  to  retain  them,  giving  them  frequently  and  in 
small  amounts.  In  mild  cases  lactose  solution,  5  per  cent.,  is  given 
by  mouth  in  quantities  of  from  i  to  i}-^  quarts  daily.  In  moderate 
cases,  1 3^^  quarts  of  5  to  10  per  cent,  solution  are  given  daily,  by 
mouth  if  possible.  If  not  retained  when  so  given,  it  may  be  adminis- 
tered by  rectum,  using  a  urethral  catheter  and  giving  very  slowly  10 
ounces  every  four  hours.  In  severe  cases  a  sterile  5  per  cent,  glucose 
solution  is  injected,  200  cubic  centimeters  under  each  breast  for  one 
treatment,  and  after  that  the  rectal  injections  of  lactose  are  employed. 
In  both  moderate  and  severe  cases  the  administration  by  mouth  should 
be  resorted  to  as  soon  as  possible.  When  the  nausea  and  vomiting 
are  fully  controlled,  the  amount  of  lactose  per  diem  may  be  reduced 
to  15  grams,  later  to  a  15-gram  dose  tri-weekly.     In  all  cases  the 


SELECTED   ABSTRACTS  451 

reduction  of  the  treatment  or  its  discontinuance  must  be  guided  by  an 
examination  for  acetone  bodies  and  lactose  in  the  urine.  Return  to 
a  diet  mixed  with  protein  may  be  made  as  soon  as  the  nausea  and 
vomiting  are  under  control,  but  a  return  to  the  fats  must  be  made 
more  slowly.  In  the  mild  and  moderate  cases  the  results  from  this 
treatment  were  most  gratifying.  Complete  and  continued  relief 
occurred  in  twenty-eight  cases  within  forty-eight  hours.  Complete 
relief  from  vomiting,  but  with  occasional  returns  of  nausea,  occurred 
in  twelve  cases.  Many  of  these  relapses  could  be  traced  to  in- 
discretions in  diet.  Two  cases  showed  continual  nausea  with  hyper- 
acidity throughout  the  pregnancy;  both  continued  to  term  without 
the  development  of  graver  symptoms.  In  the  moderate  cases 
fourteen  gave  evidence  of  immediate  and  continued  relief  within 
one  week  of  the  installation  of  treatment.  Three  showed  some 
tendency  to  revert  to  the  pernicious  type.  With  more  complete 
isolation  in  hospital  wards  success  was  speedily  obtained.  In 
these  mild  and  moderate  cases,  in  forty-six  pregnancy  had  not 
advanced  beyond  ninety  days  when  treatment  was  commenced; 
the  remaining  thirteen  cases  were  between  the  third  and  sixth 
months.  In  the  pernicious  group  of  eleven  cases  (seven  primiparae) 
the  severe  vomiting  developed  within  the  first  four  months  of  preg- 
nancy and  only  three  showed  any  recurrence  in  the  later  periods. 
Among  the  multiparae,  three  had  had  previous  pregnancies  terminated 
for  toxic  vomiting,  and  two  of  them  on  two  occasions,  but  all  pro- 
ceeded, under  the  treatment  described  above,  to  full  term. 

Epidemic  Pneumonia  in  Pregnancy. — W.  J.  Wools  ton  and  D.  0. 
Conley  {Jour.  A.M.  A.,  1918,  Ixxi,  1898)  found  that  during  the  recent 
epidemic  of  pneumonia  or  so-called  Spanish  influenza  the  death-rate 
among  pregnant  women  was  materially  higher  than  among  nonpreg- 
nant women,  the  rates  being  respectively  51.4  and  33.3  per  cent. 
Their  observations  in  a  series  of  loi  cases  showed  that  the  frequency 
of  the  interruption  of  pregnancy  in  epidemic  pneumonia  is  very  high. 
It  occurred  in  75  per  cent,  of  the  fatal  cases  and  in  42.7  per  cent,  of 
the  others.  Abortion  occurs  with  relative  ease  and  lack  of  pain.  In 
the  majority  of  cases,  death  follows  within  twenty-four  hours  after 
emptying  of  the  uterus.  The  percentage  of  recoveries  after  inter- 
ruption of  pregnancy  is  small. 

Repeated  Tubal  Pregnancy.  Rupture  and  Tubal  Abortion: 
Successful  Laparotomy. — Chavez  of  Sagua  la  Grande  reports  a  case 
briefly  in  the  Revista  de  Medicina  y  Cirugia,  de  la  Habana,  191 9, 
xxiv,  p.  I.  The  patient  was  seen  in  September,  191 6,  in  syncope 
with  cold  extremities  and  copious  sweats — in  fact  there  was  present 
the  entire  picture  of  imminent  death.  There  was  a  history  of 
symptoms  of  gravidity  although  with  losses  of  blood  from  the  uterus. 
The  approximate  diagnosis  was  made  of  ruptured  tubal  pregnancy 
with  little  time  spent  in  investigation  on  account  of  the  condition 
of  the  patient,  who  was  taken  to  the  hospital  and  laparotomized. 
The  belly  was  found  inundated  with  blood,  which  had  formed  great 
clots.  Dr.  Yaniz,  who  operated,  inserted  his  hand  armed  with 
hemostatic  forceps  into  the  cavity  and  the  tube  was  caught  and 
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hemostasis  effected  while  the  toilet  of  the  peritoneum  was  made. 
The  affected  tube  and  its  ovary  were  then  extirpated.  The  ovum 
represented  a  gestation  of  about  six  weeks,  the  rupture  being  central. 
About  two  years  later  she  was  taken  with  precisely  the  same  type 
of  attack  and  the  entire  behavior  was  largely  a  duplicate  of  that 
of  the  first  rupture  save,  of  course,  that  the  left  tube  was  involved 
and  the  hemorrhage  not  excessive,  the  picture  being  more  like 
that  of  simple  shock.  Blood  escaped  from  the  pavilion.  The 
treatment  consisted  of  resecting  the  tube,  the  ovary  being  spared. 

Obstetric  Operations  under  Nitrous -oxide-oxygen  Anesthesia. — 
E.  I. McKesson  {Jour.  Ind.  StateMed.  Assn.,  1919,  xii,  8)  says  that 
anesthesia  carried  to  full  muscular  relaxation  not  only  reduces  mus- 
cular tone  in  the  abdominal  and  other  skeletal  mucsle  but  similarly 
affects  all  kinds  of  muscle  in  the  body.  If  affecting  the  uterus, 
it  causes  relaxation  and  hemorrhage;  if  heart,  inefficient  circulation; 
if  blood-vessel,  lowered  blood  pressure;  if  intestine,  flatus  and  ady- 
namic ileus  may  result.  The  fact  that  extreme  muscular  relaxation, 
which  causes  the  above  pathologic  changes  is  very  difficult  to  obtain 
with  nitrous  oxide  and  oxygen,  shields  the  mother  from  these  phe- 
nomena, which  are  sometimes  combined  in  the  same  patient.  If 
there  is  an  ideal  anesthetic  for  obstetrical  operations  nitrous  oxide 
and  oxygen  is  this  agent.  Its  transient  effect,  when  removed, 
permits  almost  immediate  resumption  of  normal  labor;  its  lack  of 
depression  on  uterine  and  other  muscle  when  properly  administered; 
its  safety  to  mother  and  child;  the  means  at  hand  for  perfusing  the 
child  with  oxygen  through  the  mother  while  the  cord  pulsates,  are 
factors  which  should  decrease  fetal  and  maternal  mortality  and  mor- 
bidity in  operative  obstetrics. 

Nitrous  Oxide  Analgesia  in  Labor.— Nitrous  oxide  analgesia, 
says  R.  C.  Coburn  (.V.  Y.  State  Jour. Med.,  1919,  xix,  37)  does  not 
delay  the  progress  of  labor,  but  rather  accelerates  it.  It  slightly 
stimulates  contraction  of  the  uterus,  and  with  the  pain  relieved  the 
patient  "bears  down"  with  more  force,  thereby  augmenting  the 
expulsive  effort.  By  preventing  suffering  it  conserves  the  patient's 
vitality.  With  the  patient's  vitality  conserved  the  contractions 
are  stronger.  Some  estimate  it  shortens  the  duration  of  labor  one- 
fourth  to  one-third.  It  does  not  irritate  the  respiratory  passages, 
nor  increase  the  burden  on  the  excretory  organs,  already  overtaxed, 
nor  lower  the  patient's  resistance  against  infection,  and  by  conserv- 
ing the  patient's  vitality  it  decreases  the  liability  of  infection.  It 
does  not  cause  postpartem  hemorrhage,  or  injure  the  mother  or  baby 
in  any  way,  as  far  as  can  be  determined,  when  used  properly.  Upon 
the  first  indication  of  the  contraction,  announced  either  by  the 
patient  or  detected  by  palpating  the  abdomen,  the  mask  should  be 
quickly  applied  and  the  patient  take  three  deep  and  rapid  inhala- 
tions of  nitrous  oxide,  and  at  the  end  of  the  third  inhalation  hold  her 
breath  as  long  as  possible  and  "bear  down."  This  usually  furnishes 
analgesia  for  a  complete  contraction. 

Ectopic  Pregnancy. — H.  M.  N.  Wynne  (Johns  Hopkins  Hosp.  Bull., 
1919,  xxx,  15)  publishes  a  statistical  report  of  303  cases  of  ectopic 
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pregnancy  admitted  in  twenty-seven  years  to  the  Gynecological 
Service  of  the  Johns  Hopkins  Hospital  among  a  total  of  22,688 
patients,  an  incidence  of  1.3  per  cent.  The  percentage  among 
negresses  was  slightly  higher,  1.91  per  cent.,  than  among  whites, 
1. 1 6  per  cent.  Ages  varied  from  fifteen  to  forty-five,  61  per  cent, 
being  between  twenty-four  and  thirty-three.  In  21  per  cent,  there 
had  been  no  previous  pregnancy,  while  75  per  cent,  had  given 
birth  to  full-term  babies  and  4  per  cent,  had  had  only  miscarriages. 
Instrumental  deliveries  had  been  performed  on  9  per  cent,  of  the 
full-term  cases.  Histories  of  prolonged  puerpera  with  chills,  fever 
and  abdominal  pains  were  obtained  in  17.5  per  cent,  of  all  previously 
pregnant.  The  interval  between  the  last  pregnancy  and  admission 
for  ectopic  pregnancy  was  from  three  months  to  nineteen  years. 
Operations  previous  to  such  admission  had  been  performed  upon 
forty-five  patients.  The  most  common  causes  for  which  patients 
with  ectopic  gestation  seek  attention  are  pain,  84  per  cent. ;  bleeding, 
31  per  cent.,  tumor,  7  per  cent.  A  history  of  abdominal  pain  was 
obtained  from  99  per  cent.  The  onset  may  be  acute  without  other 
prodromal  symptoms,  although  there  is  usually  a  history  of  missed 
period  or  irregular  bleeding.  In  a  second  type  there  is  an  acute 
attack  following  prodromal  symptoms.  A  third  type  gives  a  history 
of  gradual  onset  without  an  acute  attack.  Recurrent  attacks  of 
pain  occurred  in  34  per  cent.  In  cases  in  which  those  were  of  several 
years'  duration,  with  a  recent  exacerbation,  chronic  pelvic  inflamma- 
tory disease  was  usually  found  present.  The  pains  rarely  radiate. 
Pain  or  irritation  in  rectum  and  bladder  occur  after  intraperitoneal 
hemorrhage,  most  often  when  clots  have  collected  in  the  pelvis  and 
adhesions  have  formed.  One  or  more  periods  had  been  missed  in 
34  per  cent.,  while  10  per  cent,  had  noted  the  last  period  as  from 
one  to  five  weeks  overdue,  or  abnormal  in  some  other  respect  in  17 
per  cent.  Usually  there  was  a  history  pointing  to  intraperitoneal 
hemorrhage  before  nausea  or  vomiting  occurred.  Abdominal  masses 
were  noticed  by  the  patients  in  cases  of  advanced  pregnancy  and 
where  a  walled-off  hematocele  was  present.  Fainting  occuned 
in  some  cases  with  profuse  intraperitoneal  hemorrhage.  Chills 
and  fever  were  unusual  and  suggested  the  gravest  complications. 
Weakness  was  generally  present  in  the  more  anemic.  Loss  of 
weight  was  noted  only  in  advanced  tubal  pregnancy.  Many  of 
the  presumptive  physical  signs  of  intrauterine  pregnancy  were  ab- 
sent in  a  majority  of  this  series.  Most  cases  show  no  very  definite 
gross  changes  in  the  cervix  and  uterine  body  unless  the  fetus  is 
living.  In  no  case  was  a  positive  Hegar's  sign  recorded.  Vaginal 
cyanosis  was  not  marked  in  any  case.  Definite  muscle  spasm  was 
usually  absent  and  when  present  there  was  invariably  blood  in  the 
peritoneal  cavity  not  confined  to  the  pelvis.  In  patients  who  had 
had  a  recent  severe  hemorrhage  the  abdomen  was  generally  very 
tender;  in  other  cases  tenderness  was  frequently  absent.  A  high 
leukocyte  count  is  usually  found  shortly  after  acute  intraperitoneal 
hemorrhage  and  cannot  by  itself  be  considered  an  indication  of 
infection.  The  majority  of  cases  show  some  increase  in  pulse- 
10 
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rate  and  temperature.  Diagnosis  of  extrauterine  pregnancy  is  not 
as  simple  as  many  consider  it.  The  correct  diagnosis  was  made 
on  admission  in  46  per  cent,  of  this  series;  under  anesthesia  in 
about  6  per  cent,  more,  and  as  a  probable  ciiagnosis  in  about  2 
per  cent.  In  13  per  cent,  it  was  only  suspected  wlnle  in  33  per  cent, 
it  was  undiagnosed.  As  for  treatment,  laparatomy  by  the  ab- 
dominal route  was  preferred  in  all  cases  excepting  those  of  pelvic 
hematocele  with  signs  and  symptoms  indicating  infection.  In  the 
latter,  vaginal  puncture  and  drainage  are  safer,  though  a  secondary 
laparatomy  may  be  necessary  later  for  continued  pain.  In  the 
majority  of  this  series  ti.e  peritoneal  cavity  was  cleaned  of  blood 
and  clot  as  well  as  possible,  this  apparently  aiding  convalescence. 
In  recent  years  irrigation  has  been  discontinued.  Drains  are  not 
now  employed  unless  there  is  some  evidence  of  infection  in  the  pelvis 
or  general  oozing  from  freed  adhesions.  Salt  solution  subcu- 
taneously  is  depended  upon  for  stimulation  during  operation,  and 
has  occasionally  been  given  by  rectum.  In  thirty-four  cases  the 
peritoneal  cavity  was  filled  with  salt  solutions,  but  this  seemed  to 
favor  postoperative  distention,  to  increase  discomfort,  and  to  spread 
infection  over  the  entire  abdomen,  if  present.  Transfusion  was 
not  employed  though  others  have  reported  very  good  results. 
Unless  time  is  absolutely  required  to  combat  shock  operation  should 
not  be  delayed.  In  the  majority  of  cases  nitrous  oxide  followed 
by  ether,  administered  by  the  open-drop  method,  was  used.  Of 
127  of  the  cases  which  could  be  followed  up,  there  was  no  possibility 
of  futire  pregnancy  in  7,3-  Oi  the  remaining  96,  36  have  become 
pregnant  one  or  more  times;  61  pregnancies  resulting  in  37  full- term 
children  with  two  nearly  at  term  when  heard  from.  In  16  cases 
abortion  occurred  and  6  had  a  second  extrauterine  gestation. 

Etiology  of  the  Toxemia  of  Pregnancy  with  or  without  Convulsions. 
—J.  E.  Talbot  (Surg.yGyn.  b°  Obst.,  1919,  xxviii,  165)  maintains  that 
the  essential  underlying  condition  is  a  focus  of  caronic  infection 
draining  toxins  into  the  blood  stream.  This  foci>s  may  be  connttcted 
with  the  teeth,  as  in  the  writer's  cases,  the  tonsils  or  other  re.c,ions. 
The  apparent  inconsistency  of  the  clinical  evidence  that  the  primary 
cause  of  toxemia  of  pregnancy  with  or  without  convulsions  is  not  in 
the  products  of  conception  and  yet  that  the  termination  of  pregnancy 
causes  an  abatement  of  the  symptoms  is  thus  explained.  The 
immediate  cause  of  the  symptoms  is  the  retention  of  the  normal 
physiological  waste  products  of  the  developing  pregnancy.  The 
primary  cause,  or  the  cause  of  the  retention,  is  the  inhibitory 
effect  of  the  toxins  of  chronic  sepsis  on  the  excretory  functions  of 
the  kidneys.  The  increased  incidence  of  the  disease  in  individuals 
who  have  a  preexisting  chronic  nephritis  proves  the  intimate  relation 
between  the  occurrence  of  symptoms  and  the  damaged  excretory 
function  of  the  kidneys.  By  terminating  the  pregnancy  the  main 
supply  of  these  excretory  products  is  removed.  Postpartum 
eclampsia  and  postpartum  toxemia  of  pregnancy  are  caused  by  an 
increase  in  the  inhibition  of  the  functions  of  the  kidney  following 
delivery,  due  to  an  increase  in  the  percentage  of  concentration 
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of  the  toxins  of  chronic  sepsis  in  the  blood,  thereby  causing  an 
exhaustion  of  the  remaining  excretory  reserve  pover  to  a  point 
where  the  retention  of  the  normal  metabolic  waste  products  in  the 
system  causes  the  symptoms  of  eclampsia  and  toxemia. 

B.    GYNECOLOGY. 

Etiology  and  Treatment  of  Pruritus  Ani. — From  the  data  pre- 
sented by  a  series  of  i8i  cases,  D.  H.  Murray  {Jour.  A.  M.  A.,  1918, 
Ixxi,  1449)  feels  justified  in  saying  that  pruritus  ani  is  caused  by 
an  infection  made  by  one  of  the  streptococcus  group,  or  associated 
with  it.  This  infection  may  be  the  primary,  secondary,  or  ag- 
gravating cause.  If  it  is  the  secondary  or  the  aggravating  cause, 
the  primary  may  already  have  passed  away.  Whether  the  infection 
occurs  because  the  opsonins  for  streptococci  are  low  or  whether  the 
opsonins  are  lessened  because  of  the  invading  organism  is  not  yet 
known.  Statistics  of  4000  distinctly  rectal  cases  show  that  414 
(about  10  per  cent.)  had  pruritus  ani.  This  is  good  evidence  that, 
when  rectal  disease  and  pruritus  ani  occur  together,  it  is  only  a 
coincidence.  When  there  is  pus  or  other  discharge  on  the  skin  about 
the  anus,  pruritus  ani  does  not  often  exist  unless  there  is  a  skin  in- 
fection. Pruritus  vulvae  and  pruritus  scroti  are  also  proved  to 
be  skin  infections.  Pruritus  ani  rarely  extends  above  the  white 
line  of  Hilton.  The  sphincter  muscle  does  not  allow  leakage  of 
mucus  on  the  anal  skin  in  one  who  has  pruritus  ani  unless  there  is  a 
patulous  anus,  any  more  than  it  does  in  a  patient  with  a  normal 
sphincter  muscle  who  has  no  pruritus.  The  skin  moisture  is  pro- 
duced locally  and  is  due  to  the  low-grade  inflammation  of  the  in- 
fected skin.  The  presence  or  absence  of  bacterial  infection  is 
of  great  prognostic  value  if  operative  work  is  expected  to  cure. 
Pruritus  ani  will  not  be  improved  unless  the  phagocytic  power 
of  the  blood  is  increased,  and  the  pruritus  will  return  if  the  phago- 
cytic power  of  the  blood  is  again  lowered  enough  to  allow  a  re- 
infection. A  complicating  infection  may  be  present.  Pruritus 
ani,  pruritus  vulvae  or  pruritus  scroti  are  not  a  part  of  a  diabetic 
condition.  When  they  occur  with  general  pruritus,  it  is  a  coin- 
cidence. The  only  possible  method  of  prevention  lies  in  bathing 
the  skin  after  each  defecation. 

Fibroid  Tumors  Treated  with  Radium.— H.  A.  Kelly  {Surg., 
Gyn.  and  Obst.,  1918,  xxvii,  402)  says  that  in  radium  we  have  a 
simpler,  safer  procedure  than  operation,  and  that  if  it  fails  the 
operation  has  simply  been  postponed  without  detriment.  His 
report  covers  210  cases.  The  results  claimed  are  control  of  heiior- 
rhage  and  checking  of  menstruation;  shrinkage  of  the  tumors  and 
in  many  cases  their  disappearance;  in  some  cases,  even  after  two 
years,  the  return  of  menstruation,  either  normal  or  scanty.  The 
series  included  146  patients,  forty  years  of  age  and  over.  Setting 
aside  sixteen  whose  data  are  insufi&cient  and  two  dying  from  other 
causes,  128  remain.  In  123  of  those  radium  caused  the  tumor  to  di- 
minish markedly  or  disappear  or  robbed  it  of  all  clinical  significance. 
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Menopausal  symptoms  during  amenorrhea  caused  by  radium 
treatment  are  not  severe  as  a  rule.  The  group  under  forty  years  of 
age  included  sixty-four  cases,  in  twenty-eight  of  which  the  tumor 
disappeared  entirely  or  practically  while  in  sixteen  it  decreased  in 
size.  Where  menstruation  is  not  stopped  by  the  treatment  or 
where  it  returns  before  the  fibroid  is  gone,  the  tumor  is  likely  to 
continue  to  grow.  Where  a  submucous  fibroid  is  sloughing  and  others 
are  present,  it  is  advisable  to  remove  the  sloughing  growth  vaginally, 
and  then  treat  the  remainder  by  radium.  As  a  rule,  a  single  intra- 
uterine dose  of  1500  millicurie  hours  is  sufiicient  to  produce  amenor- 
rhea and  shrinkage  or  disappearance  of  the  tumor.  Instead,  or  in 
addition,  a  gram  of  radium  may  be  held  at  a  distance  of  4  inches 
from  the  skin  distributed  at  various  points  over  the  tumor  for 
twenty-four  hours.  It  is  usually  inadvisable  to  give  more  than 
1500  millicurie  hours  inside  the  uterus  for  over  dosage  results  in 
local  injuries  leading  to  persistent  discharges  and  an  occasional 
arthritis.  External  application  is  not  thus  limited.  In  the  external 
treatments,  in  order  to  shorten  the  time,  from  4  to  5  grams  of 
radium  may  be  used  and  the  entire  treatment  given  in  from  five  to 
six  hours. 

Work  of  the  Uterologist. — By  this  term  R.  L.  Dickinson  {Surg., 
Gyn.  and  Obsi.,  1918,  xxvii,  486)  designates  the  combination  of 
obstetrician  and  gynecologist.  He  shows  that  no  agreement 
exists  as  to  standard  in  nomenclature  of  diseases,  operations  or 
instruments,  or  of  procedure,  or  of  transference  of  skill,  or  of  form  of 
organization.  He  presents  in  chart  form  the  work  of  a  thirty-two-bed 
service  in  gynecology  and  obstetrics  covering  nine  months  day  by 
day.  The  patients'  bed  days  are  plotted  and  each  man  is  credited 
with  his  daily  attendance  and  with  deaths,  suppurations,  etc.,  oc- 
curring during  his  period  of  responsibility.  The  average  require- 
ment is  found  to  be,  for  every  ten  beds  occupied,  not  less  than  four 
hours  a  day  of  visiting  staff  time,  and  five  if  study  of  histories, 
seminars,  laboratory  oversight  and  dispensary  inspection  are 
included.  The  proportion  of  free  surgical  beds  gynecology  may 
claim  is  deduced  from  operative  averages  in  hospitals,  with  and 
without  a  visiting  gynecologist,,  to  be  one  in  five. 

Individual  Enucleation  of  Multiple  Pelvic  Tumors  Versus  Their 
Mass  Removal. — H.  Crouse  {Amer.  Jour.  Surg.,  1918,  xxxii,  297)  says 
that  large  multiple  fibroids,  complicated  or  uncomplicated  with 
ovarian  or  tube-ovarian  cysts,  present  one  of  the  most  difficult  of 
intrapelvic  operative  conditions.  Frequently  the  retroperitoneum 
is  the  chief  covering  of  the  laterally  and  posteriorly  located  tumors. 
Such  peritoneal  misplacement  produces  ureteral  and  sigmoidal  dis- 
placement. The  cohesive  pressure  between  growing  tumor,  small 
bowel  and  caput  coli  incites  adhesions  between  them,  with  conse- 
quent fixing  and  location  of  large  and  small  bowel  in  abnormal 
position.  The  vesical  fold  of  the  peritoneum  extends  frequently 
over  the  anteriorly  located  tumors,  bringing  with  it  the  bladder,  and 
at  times  the  tumor  and  bladder  through  intraabdominal  pressure 
become  fixed  to  the  anterior  abdominal  wall.     The  writer  believes 
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that  such  retroperitoneally  covered  tumors  can  be  operated  upon 
successfully  by  a  system  of  individual  tumor  enucleation  with  se- 
quential dealing  '^ith  their  erstwhile  covering.  Practically  all 
multiple  fibroid  tumors  have  an  area  of  obliterated  blood  supply  at 
some  one  point,  due  to  the  intracapsular  tumor  pressure,  this  area  of 
blood-supply  obliteration  is  always  at  the  point  of  greatest  tumor 
protrusion.  The  lateral  and  posterior  areas  of  fibroid  tumor  cover- 
ings alone  seemingly  contain  the  active  blood  supply.  All  such 
tumors,  as  well  as  ovarian  cysts,  have  a  Hne  of  cleavage  area  of  their 
peritoneal  covering,  which  line  of  cleavage  when  utilized  will  per- 
mit the  rapid  enucleation  of  the  individual  tumor  from  its  peri- 
toneal covering  -u-ithout  the  latter's  simultaneous  removal.  The 
remaining  sagging  sac  of  peritoneal  covering  can  be  easily  removed 
or  infolded,  after  the  individual  growths  proper  have  been  eliminated, 
%\-ithout  injur}'  to  misplaced  structures  such  as  the  ureters,  small  and 
large  bowel. 

Aseptic  End-to-end  Anastomosis  of  the  Intestine.— E.  G.  Grey's 
{Bidl.  Johns  Hopkins  Hospital,  igiS,  xxix,  267)  report  is  based  upon 
the  results  obtained  from  using  the  bulkhead  suture  (Halsted)  in  thirty- 
seven  dogs.  A  new  wire-release  ligature  and  a  bolus  of  fibrin  which 
is  easily  sterilized  have  been  substituted  for  the  paper  cones.  Speci- 
mens were  secured  following  the  operations  at  inter\'als  varving 
from  a  few  hours  to  106  days.  A  study  of  the  process  of  healing 
shows  the  following  points:  The  process  of  repair  in  the  bulkhead 
suture  may,  under  favorable  circumstances,  lag  but  little  behind  that 
noted  in  the  plain  end-to-end  anastomosis.  On  the  average,  how- 
ever, the  healing  is  a  httle  slower  in  the  former.  A  large  in  turn  may 
not  materially  lengthen  the  period  of  regeneration,  provided  that  the 
two  inverted  bowel  ends  remain  about  equal  in  size.  The  size  of  the 
inturn  remaining  after  several  weeks  varies  greatly  from  specimen 
to  specimen.  Frequently  very  little  inverted  bowel  is  found  at  this 
time.  As  a  rule,  there  is  a  considerable  delay  in  the  repair  of  the 
mucosa  when  the  two  parts  of  the  inturn  are  of  unequal  length — 
owing  to  poor  approximation  or  to  an  inequality  in  the  necrosis 
on  the  two  sides.  This,  however,  does  not  appear  to  affect  the 
function  of  the  intestine.  No  striking  difference  was  noted  in  the 
rate  of  repair  between  bulkhead  sutures  in  which  the  cautery  had 
been  used  and  those  in  which  the  knife  had  been  substituted  for  it. 
Stitches  which  puncture  the  epitheUum  usually  delay  the  healing 
of  the  latter.  Frequently  such  sutures  csLvry  a  prolongation  of  the 
epithelium  down  into  the  deeper  layers.  Such  adenoma-Hke  pro- 
longations may  weaken  the  line  of  union  where  only  one  layer  of 
stitches  has  been  inserted. 

Ulcers  of  the  Leg,  Miscalled  Varicose. — R.  P.  White  (Brit. 
Jour.  Dermatol,  and  Syph.,  191 8,  xxx,  138)  says  that  ulcers  of  the 
leg  are  four  times  as  frequent  in  women  as  in  men.  S}phiUs  and 
varicose  veins  are  usually  considered  the  most  common  causes  of 
such  ulcers.  The  -^Titer  presents  a  series  of  fifty-five  female  and 
fourteen  male  cases,  seventeen  of  the  former  gi\nng  a  history  of 
phlegmasia  alba  dolens,  after  one  of  their  confinements.     He  regards 
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a  varicose  ulcer  as  due  to  a  local  infected  wound,  or  scratch,  setting 
up  an  infective  thrombus  in  a  dilated  vein  immediately  beneath 
it.  If  sepsis  is  allowed  to  continue,  as,  for  example,  by  bad  treatment, 
the  lymph  spaces  and  channels  become  secondarily  involved  and  a 
slow  inflammation  is  provoked,  with  low  tissue  formation  and  the 
callous  ulcer.  This  brawny  infiltration  is  uncommon  in  the  simple 
traumatic  or  varicose  ulcer.  On  the  other  hand,  if  from  trauma 
or  other  cause  ulcers  form  on  a  leg  after  phlegmasia,  it  is  invariably 
the  leading  symptom. 

Mesodermal  Mixed  Tumors  of  the  Uterus. — I.  Perlstein  {Surg., 
Gyn.  and  Obsi.,  1919,  xxviii,  43)  says  that  the  mesodermal  mixed 
tumors  of  the  corpus  and  cervix  uteri  contain  striped  muscle  and 
cartilage  or  both.  In  many  a  loose  connective  tissue  myxomatous  in 
appearance  and  containing  foci  of  small  round  cells  is  observed. 
The  mixed  tumors  of  the  vagina  contain  smooth  muscle  only  and 
no  cartilage  and  occur  chiefly  in  children.  Those  of  the  cervix 
occur  chiefly  at  the  prime  of  life;  those  of  the  corpus  uteri  at  the 
time  of  the  menopause  or  later.  Nineteen  mesodermal  mixed  tumors 
of  the  cervix  and  seventeen  of  the  corpus  were  found  in  the  literature. 
The  author  adds  to  the  latter  a  report  of  a  bothrioid  chondrosarcoma 
of  the  endometrium.  The  grape-like  structure  of  some  of  these 
growths  is  no  proof  of  a  certain  histological  composition.  These 
neoplasms  are  characterized  by  tendency  to  local  recurrence  after 
removal  and  to  local  extension.  Distant  metastases  are  infrequent. 
Their  symptoms  do  not  differ  from  those  of  other  mahgnant  growths 
in  this  region.  The  diagnosis  can  be  made  only  by  histological 
examination.  The  prognosis  is  unfavorable  and  the  treatment 
is  early  and  radical  operation. 

Abdominal  Incision. — The  following  simple  and  rapid  method 
of  performing  the  abdominal  incision  employed  by  E.  E.  Montgomery 
is  described  by  P.  B.  Bland  (Surg.,  Gyn.  and  Obst.,  1919,  xxviii,  83). 
Two  gauze  pads  are  folded  once:  One  is  interposed  between  the 
fingers  of  the  surgeon's  left  hand  and  the  skin  of  the  patient  on  the 
left  side;  the  other,  between  the  assistant's  right  hand  and  the  skin 
of  the  patient  on  the  right  side.  Pressure  downward  and  outward 
holds  the  skin  tense  during  incision  of  skin,  superficial  fascia  and  fat. 
These  are  then  grasped  by  the  fingers  which  slip  forward  over  the 
edge  of  each  pad,  and  lifted  upward  while  the  recti  are  separated 
in  the  median  line  or  the  fibers  of  one  rectus  are  split.  The  fingers 
are  then  slipped  farther  in  until  the  muscular  layer  also  is  raised, 
making  the  peritoneum  tense  and  facilitating  its  incision.  The 
interposed  gauze  pads  prevent  contact  of  the  gloved  fingers  with 
the  skin  and  the  use  of  retractors  is  avoided. 

Acute  Perforations  of  the  Abdominal  Viscera. — W.  J.  Mayo 
{Surg.,  Gyn.  and  Obst.,  1919,  xxviii,  28)  says  that  a  considerable 
percentage  of  free  perforations  are  spontaneously  closed  and  the 
area  of  peritonitis  is  Hmited  through  natural  processes.  The  death- 
rate  is  possibly  about  30  per  cent,  but  the  70  per  cent,  who  may 
recover  spontaneously  are  not  cured.  A  longitudinal  exploratory 
incision   just   to  the  right  of  the  midline  is  recommended  for  in- 
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spection  and  treatment  of  all  varieties  of  perforation.  Operation 
within  the  first  eight  hours,  barring  accident,  means  recovery, 
because  the  stage  of  contamination  has  not  yet  passed  on  to  infective 
peritonitis.  Chronic  conditions  usually  precede  perforation  and 
give  ample  warning.  Gall-stones  need  only  infection  to  lead  to 
widespread  peritonitis,  cholangitis,  biUary  cirrhosis  and  pancreatitis 
Chronic  ulcers  of  the  stomach  and  duodenum,  after  a  reasonable 
attempt  has  been  made  at  medical  cure,  should  be  looked  on  as 
surgical  maladies. 

Gynecological  Laparotomies. — Werneck,  professor  of  clinical 
gynecology  in  the  Bello  Horizonte  University  reports  331  cases  of 
gynecological  laparotomy  in  the  Revista  de  Gynecologia  e  Ohstetricia 
1918,  xii,  255.  He  operated  on  this  material  between  April,  191 2  and 
September,  1918.  The  principal  operations  were  as  follows:  Sub- 
total hysterectomy,  151;  total  hysterectomy,  84;  Wertheim's  opera- 
tion, 23;  unilateral  oophorosalpingectomy,  22;  ligamentopexy,  14; 
ovariotomy,  12,  etc.  Corresponding  conditions  treated  were  as 
follows:  Oophorosalpingitis,  126;  fibromyoma  uteri,  82;  cancer  of 
the  cervix,  27;  ovarian  cyst,  26;  chronic  parenchymatous  metritis,  11 ; 
ectopic  pregnancy,  10,  etc.  In  regard  to  the  anesthetic  chloroform 
was  used  in  142  cases  alone  and  in  thirty-nine  others  with  ethei. 
The  CEO  mixture  with  the  Roth-Draeger  apparatus  was  used  in  thirty- 
eight  cases.  Spinal  injections  of  stovaine  alone  were  used  in  ninety- 
eight  cases  and  with  addition  of  chloroform  in  ten  others.  Ether  was 
used  alone  in  but  four  cases.  In  the  laparotomies  the  paramedian 
incision  of  Lennander  was  used  in  294  cases  and  Pannenstiel's 
transverse  incision  in  thirty-six.  Drainage  was  advisable  in  about 
one- third  of  the  cases,  chiefly  vaginal;  while  the  Mikulicz  tampon 
was  used  ten  times.  Excluding  the  cases  which  ended  fatally  there 
were  278  in  which  union  occurred  by  first  intention.  The  mortality 
was  seventeen  cases  or  about  5  per  cent.  Hence  in  thirty-six  cases 
the  wound  healed  by  second  intention.  The  author  draws  important 
conclusions  as  follows :  In  gynecological  laparotomy  success  depends 
on  degree  of  asepsis  and  limitation  of  time  of  operation.  Drainage 
is  indicated  whenever  there  is  danger  of  contamination  of  the  operative 
field.  In  operation  for  cancer  of  the  cervix  and  ovarian  cyst  prognosis 
depends  on  early  intervention.  In  cases  of  salpingo-oophoritis  med- 
ical treatment  should  be  pursued  for  three  or  four  weeks  which  allows 
sufficient  time  for  benefit  from  this  resource.  Other  conclusions 
have  reference  to  relationship  between  early  intervention  and 
prognosis. 

Relation  of  Pulse  Pressure  and  Kidney  Function  to  Operative 
Prognosis. — In  a  clinical  study  of  over  200  operative  cases  at  the 
Long  Island  College  Hospital,  J.  O.  Polak  {Jour.  Ind.  State  Med. 
Assn.,  1 919,  xii,  t)  f-;imd  that  the  pulse  pressure  is  a  test  of  the 
muscular  strength  of  the  individaal  woman's  heart,  when  endo- 
cardial lesions  can  be  excluded.  The  efficiency  of  the  kidney 
function  is  directly  dependent  on  the  cardiac  force  of  the  individaal, 
provided  the  kidney|structures  are  normal  or  approximate  the  normal. 
Ether  anesthesia  of  an  hour  does  not  disturb  the  relation  of  pulse 
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pressure  to  kidney  function  unless  the  operation  is  accompanied 
by  considerable  blood  loss.  When  the  preoperative  kidney  function 
is  low  the  pulse  pressure  must  be  relatively  high  to  compensate 
for  the  deficiency,  as  it  does  no  good  to  add  saUne  by  skin  or  bowel 
or  infusion  unless  there  is  sufiicient  cardiac  strength  to  take  it  up 
and  carry  it  along.  When  both  the  pulse  pressure  and  "phthalein" 
output  are  low  the  operative  prognosis  should  be  guarded.  Morphin 
in  large  doses  during  operation  seems  to  help  in  diminishing  the 
shock  but  has  a  definite  effect  in  diminishing  the  kidney  output. 

Bilateral  Ovarian  Dermoid  Cysts  Simiulating  Renal  Colic— The 
patient  of  C.  H.  Fagge  {Brit.  Jour.  Surg.,  1919,  vi,  468),  aged 
twenty-seven,  complained  of  dull  abdominal  pain  not  affected  by 
castor-oil  bat  temporarily  relieved  by  an  opiate.  It  soon  returned, 
originating  in  the  left  loin,  radiating  to  the  left  subcostal  region, 
around  the  waist,  and  later  toward  the  groin.  No  tumor  could  be 
felt  in  the  renal  region  or  elsewhere.  The  urine  was  chemically 
normal.  Renal  colic  due  to  calculus  was  suspected.  A  radiogram 
showed  two  teeth  at  the  level  of  the  pelvic  inlet,  changing  the 
diagnosis  to  ovarian  dermoid.  While  awaiting  operation  she 
developed  symptoms  of  pressure  upon  the  ureter  and  intestinal 
obstruction.  Laparatomy  disclosed  bilateral  multilocular  ovarian 
dermoid  cysts  impacted  in  the  pelvic  brim. 

Operation  for  Bicomate  Uterus.— The  patient  of  A.  N.  McArthur 
{Med.  Jour.  Austral.,  191 8,  ii,  510)  showed  partial  fusion  of  the 
cervices  and  lower  part  of  the  bodies  only.  A  vaginal  septum  had 
been  removed  previously.  She  suffered  from  severe  dysmenorrhea 
which  was  completely  relieved  by  the  following  operation.  By 
the  vaginal  route,  somewhat  less  than  the  inner  half  of  each  cervix 
was  removed,  together  with  the  remains  of  the  vaginal  septum. 
The  portions  of  the  cervices  were  then  united  to  form  a  single  organ. 
Abdominal  incision  revealed  the  attachment  of  the  mesentery  of 
the  sigmoid  flexure  to  the  uterus  between  the  two  fundi.  After 
freeing  this,  the  entire  upper  end  of  the  uterus  was  opened  trans- 
versely. The  portion  of  the  septum  remaining  between  the  two 
fundi  was  excised  and  the  hypertrophic  endometrium  curetted. 
The  two  fundi  were  approximated  and  sutured  together  like  the 
halves  of  a  split  uterus,  the  organ  then  presenting  a  normal  form 
and  size. 

Irritable  Bladder  in  Women.^ — As  one  of  the  obstinate  causes  of 
this  condition,  C.  A.  L.  Reed  {Jour.  A.  M.  A.,  1919,  Ixxii,  332)  men- 
tions the  form  of  ulcer  described  by  Hunner,  which  the  writer  calls 
punctate  ulcer  of  the  bladder.  He  reports  three  cases  upon  which  he 
has  operated  with  relief  of  symptoms.  He  says  that  punctate  ulcer 
of  the  bladder,  and  the  pathologic  changes  associated  with  it,  is  a 
definite  clinical  entity.  The  pathologic  condition  is  not  only  chronic, 
but  also  irremediable  by  so-called  conservative  methods.  The 
usual  limitation  of  the  ulcerative  process  to  the  anterior  wall  and 
vortex  of  the  bladder  makes  it  surgically  accessible.  The  treatment 
by  excision  of  the  ulcer-bearing  area  is  justified  by  its  demonstrated 
practicability  and  by  its  equally  demonstrated  results.     The  diag- 
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nosis  of  punctate  ulcer  is  based  on  a  consideration  of  the  previous 
history  of  the  case,  the  present  symptoms,  the  urinalysis  findings  and 
the  cystoscopic  appearances.  Other  possible  causative  conditions 
of  irritable  bladder  should  first  be  excluded.  The  previous  history 
of  punctate  ulcer  is  that  of  long  duration,  persistence  in  spite  of 
treatment,  and  gradually  increasing  severity.  The  symptoms  are 
frequent  desire  to  urinate,  painful  urination,  pain  in  the  bladder 
with  reflex  pain  in  the  perineum  and  rectum,  often  with  spasm 
of  the  sphincter  ani  and  perineal  muscle.  The  urinalysis  findings 
are  generally  negative  except  as  to  the  presence  of  occult  blood, 
which  may  be  intermittent  in  its  presence.  Hunner's  description 
of  the  cystoscopic  appearance  is  that  there  is  a  glazed,  dead  white 
appearance  of  a  portion  of  the  bladder  mucosa.  In  such  an  in- 
filtrated area  the  vessels  may  have  a  broken  or  "  choppy  "  appearance, 
only  short  segments  of  vessels  appearing  in  the  extra  r>ale  surface. 
One  may  see  a  dead  white  scar  area  with  a  small  congested  area 
in  the  immediate  neighborhood;  and  while  one  is  examining  this 
area,  or  after  one  has  touched  it,  the  congestion  becomes  marked 
and  may  even  begin  to  ooze  blood.  Sometimes  an  area  of  edema 
appears,  the  mucosa  taking  on  a  deep  red  congested  appearance 
and  being  raised  above  the  general  mucous  level.  This  area  of 
edema  may  occur  immediately  about  the  ulcer  area,  or  it  may  appear 
on  a  portion  of  the  wall  at  some  distance  from  the  ulcer.  It  may 
be  absent  at  several  consecutive  examinations  and  then  appear  at  a 
subsequent  examination.  It  is  particularly  likely  to  be  seen  if 
the  patient  is  in  the  midst  of  an  unusually  bad  period  of  bladder 
symptoms  with  strangury. 

Effect  of  Hysterectomy  on  Ovarian  Function.— E.  H.  Richardson 
(Surg.,  Gyn.  and  ObsL,  19 19,  xxviii,  146)  reviews  the  published  evi- 
dence for  and  against  retention  of  ovarian  tiss'ie  after  hysterectomy. 
He  says  that  the  ovary  is  a  glandular  organ  of  complex  function, 
our  knowledge  of  which  is  far  from  complete.  The  uterus  is  not 
essential  to  a  continuation  of  ovarian  function,  except  as  regards 
menstruation  and  reproduction.  The  advocates  of  total  ablation 
have  not  furnished  convincing  evidence  of  the  correctness  of  their 
contention.  The  disturbances  of  ovarian  function  attributed  to 
hysterectomy  are  partly  those  associated  with  normal  menstruation 
and  partly  those  arising  from  damage  to  the  ovary  through  operative 
trauma  or  disease.  The  weight  of  evidence  furnished  by  anatomical, 
experimental  and  clinical  investigations  is  overwhelmingly  in  favor 
of  retention  of  sound  ovaries  both  before  and  after  the  menopause 
age. 

Tubal  and  Ovarian  Hemorrhage.— J.  W.  Bovee's  {Surg.,  Gyn. 
and  Obst.,  1919,  xxviii,  117)  paper  is  an  appeal  for  more  attention  to 
the  subject  of  ovarian  and  tubal  hemorrhage  not  due  to  pregnancy. 
In  considering  ovarian  and  tubal  hemorrhages  he  excludes  those 
forms  arising  from  overwhelming  trauma  or  hemophilia.  Exciting 
causes  include  trauma,  ingestion  of  poisons  such  as  oxytoxics  and 
emmenagogues  to  interrupt  a  supposed  pregnancy,  inflammatory 
changes,  and  neoplasms.     Hemorrhage  from  the  tube  may  be  the 
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result  of  venous  stasis  from  circulatory  disturbances  or  pressure  from 
tumors.  Vicarious  menstruation  may  occur  from  the  tube.  Neo- 
plasms, especially  carcinoma,  also  local  infections  and  exposure 
to  cold  particularly  during  or  just  before  menstruation  are  causes 
of  tubal  hemorrhage.  Ovarian  hemorrhage  may  be  confined  within 
the  ovary  or  take  place  into  the  peritoneal  ca^vdty.  In  the  former 
it  may  occur  into  the  stroma,  into  new-growths  or  into  follicles. 
Nongestational  tubal  hemorrhage  probably  has  no  diagnostic 
symptom  or  symptom-complex  and  the  symptoms  of  ovarian  hemor- 
rhage are  by  no  means  distinctive.  Symptoms  may  be  absent, 
may  resemble  dysmenorrhea  of  ovarian  or  cervical  origin,  or  be 
very  severe.  Usually  a  history  of  sudden  exertion  followed  by 
severe  pelvic  pain  is  obtained.  The  pain  may,  however,  be  referred 
to  the  umbilicus  or  epigastrium,  gradually  limiting  itself  to  the 
iliac  fossa  or  lower  abdomen,  vomiting  and  collapse  soon  following, 
general  abdominal  tenderness  and  rigidity  and  great  tenderness 
of  the  appendages  are  usually  present. 

Operative  Treatment  of  Chorioepithelioma. — H.  N.  Vineberg 
{Surg.,  Gyn.  and  Obst.,  1919,  xxviii,  123)  says  that  when  a  hydatid 
mole  occurs  in  a  woman  over  forty  years  of  age,  it  may  be  safer  to 
-resort  at  once  to  hysterectomy.  In  women  under  that  age  an 
anterior  hysterotomy  should  be  performed,  to  remove  all  vesicles 
and  make  a  thorough  digital  exploration  of  the  entire  inner  walls 
of  the  uterus.  If  under  careful  and  prolonged  observation  profuse 
bleeding  occurs  a  diagnosis  of  chorioepithelioma  would  be  justified. 
This  demands  an  immediate  panhysterectomy  for  the  mild  cases 
which  may  undergo  spontaneous  cure  are  rare.  When  the  growth 
is  discovered  while  emptying  the  uterus  of  a  hydatid  molar  preg- 
nancy, it  is  natural  to  complete  the  operation  through  the  vaginal 
route.  The  same  would  apply  when,  in  a  doubtful  case,  an  ex- 
ploration of  the  inner  and  outer  walls  of  the  uterus  would  be  made 
through  a  vaginal  incision.  In  most  other  cases  the  abdominal 
route  is  probably  to  be  preferred  for  it  causes  less  traumatism  and 
consequently  is  less  likely  to  lead  to  metastasis.  Vaginal  nodules, 
if  present,  should  be  excised.  Even  when  signs  of  metastases 
in  the  lungs  are  found  hysterectomy  should  be  performed,  for  there 
are  several  cases  on  record  in  which  the  lung  symptoms  have  dis- 
appeared after  the  original  growth  had  been  removed. 
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The  Council  of  National  Defense  has  authorized  the  publica- 
tion of  the  following  communication : 

"Early  in  February  each  physician  in  the  United  States  exclusive 
of  those  who  served  in  the  Medical  Corps  of  the  Army  for  the  past 
two  years  and  members  of  the  Volunteer  Medical  Service  Corps, 
received  a  communication  from  the  Council  of  National  Defense, 
requesting  that  he  fill  out  and  return  promptly  to  the  Washington 
office  an  accompanying  questionnaire,  so  that  there  may  be  on  file 
in  Washington  complete  individual  information  covering  the 
members  of  the  profession.  Simultaneously  with  the  distribution 
of  these  questionnaires,  state  and  county  representatives  of  the 
Volunteer  Medical  Service  Corps  were  instructed  to  urge  aU  doctors 
in  their  communities  to  comply  promptly  with  the  request  of  the 
Council  to  fill  out  and  forward  promptly  to  Washington  the  blanks 
sent  them;  and  to  advise  those  who  by  any  chance  failed  to  receive 
blanks,  to  communicate  with  the  Council  of  National  Defense 
at  once  in  order  that  appHcation  blanks  might  be  furnished  them. 

"The  Volunteer  Medical  Service  Corps  was  organized  early  in 
1918  to  serve  the  Government  during  the  emergency  of  war.  As 
this  emergency  has  ceased  to  exist,  active  membership  in  the  Corps 
is  no  longer  solicited.  However,  the  survey  initiated  by  this  organ- 
ization last  year  has  proved  of  such  value  as  a  source  of  information 
concerning  the  individual  members  of  the  medical  profession  that  the 
Surgeons-General  of  the  Army,  Navy  and  PubUc  Health  Service  have 
requested  the  Council  of  National  Defense  to  complete  it  so  as  to 
include  every  doctor  in  the  country,  in  order  that  a  permanent  rec- 
ord of  the  profession  may  at  all  times  be  available  for  reference 
in  future  emergencies.  Upon  their  completion,  the  records  wiU  be 
transferred  to  the  Surgeon-General's  Library  where  they  will  be 
kept  up  to  date  by  a  force  assigned  for  the  purpose,  and  be  accessible 
to  all  government  bureaus. 

"Every  physician  is  requested  to  cooperate  with  the  Council  of 
National  Defense  in  making  this  record  complete  by  leturning  at 
once  the  questionnaire  received  or  by  writing  to  the  Medical  Section 
of  the  Council  of  National  Defense,  Washington,  D.  C,  and  requesting 
that  a  blank  be  sent  him  if  through  an  oversight  he  did  not  receive 
one. 

AMERICAN    gynecological   SOCIETY. 

The  forty-fourth  annual  meeting  of  this  Society  will  be  held  this 
year  in  conjunction  with  the  triennial  meeting  of  the  American 
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Congress  of  Physicians  and  Surgeons,  in  Atlantic  City,  on  June  14, 
16  and  17,  1919.  The  Headquarters  of  the  Society  will  be  at  the 
Hotel  Tray  more. 


AMERICAN   ASSOCIATION   OF    OBSTETRICIANS   AND    GYNECOLOGISTS. 

The  next  annual  session  of  this  Association  will  be  held  in  Cin- 
cinnati, Ohio,  on  September  15,  16  and  17,  1919.  The  Head- 
quarters and  meeting  place  will  be  at  the  Hotel  Gibson. 

SOCIETY  FOR  THE  ADVANCEMENT  OF  CLINICAL  STUDY  IN  NEW  YORK. 

A  Bulletin  is  issued  daily  announcing  the  operations  and  clinics 
in  the  principal  hospitals  in  Greater  New  York,  and  a  Bureau  of 
Information  is  maintained  at  the  Academy  of  Medicine,  thus  making 
general  clinical  study  easy  in  this  city. 

A  special  endeavor  is  made  to  show  courtesies  to  those  Military 
Surgeons  who  are  temporarily  in  the  city.  Daily  Bulletins  will  be 
sent  free  to  them  for  limited  periods,  if  they  will  send  their  addresses 
to  the  Society  for  the  Advancement  of  Clinical  Study,  17  West  43d 
Street,  New  York,  N.  Y. 
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NEEDLESS  OPERATIONS.* 

BY 
JOHN  OSBORN  POLAK,  M.  D.,  M.  Sc,  F.  A.  C.  S., 

Brooklyn,  N.  Y. 

It  would  seem  that  the  time  had  come  for  this  Society,  composed 
as  it  is,  of  the  representative  obstetricians  and  gynecologists  in  the 
greater  city,  to  place  itself  on  record  against  the  needless  and  unnec- 
essary operations  which  are  being  constantly  performed  by  self- 
styled  speciaHsts  and  imperfectly  trained  general  surgeons. 

Since  the  advent  of  aseptic  surgery,  which  practically  assures  an 
operative  recovery  in  a  large  number  of  cases,  practitioners  without 
sufficient  general  or  special  training  in  the  diseases  peculiar  to 
women,  often  with  nothing  except  possibly  an  interneship  in  some 
small  hospital,  have  rushed  into  the  operative  field  and  have  per- 
formed operations  many  times  on  an  unconfirmed  diagnosis.  Such 
surgery  brings  no  credit  to  our  specialty,  for  every  operation  of  this 
type,  done  without  proper  indications,  with  faulty  technic  or 
principle,  brings  criticism  and  derision,  both  from  the  general  sur- 
geon and  from  the  pubHc.  That  these  statements  are  facts  cannot 
be  controverted,  so  let  us  for  a  few  moments  analyze  the  reasons  for 
this  promiscuous  and  indiscriminate  operating. 

First. — Many  of  those  who  call  themselves  specialists  in  obstet- 
rics and  diseases  of  women  are  incompletely  equipped,  not  only  in 

*Read  at  a  meeting  of  the  New  York  Obstetrical  Society,  February  11,1919, 
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general  medicine,  but  in  pathology,  diagnosis  and  in  the  clinical 
course  of  disease. 

Second. — Too  little  significance  is  given  to  the  details  of  the  indi- 
vidual history.  Each  gynecologic  lesion  presents  a  more  or  less 
distinct  clinical  picture.  It  is  the  history  that  supplies  the  suggestive 
symptoms,  while  the  physical  examination  ehcits  the  character- 
istic signs.  However  it  is  the  proper  interpretation  of  this  history 
and  these  physical  findings  with  the  confirmatory  data  supplied  by 
the  laboratory,  which  makes  the  final  diagnosis  and  determines  the 
time  and  indication  for  the  particular  operation.  Snap  diagnosis  has 
practically  no  place  in  obstetrics  or  gynecology,  for,  aside  from  such 
acute  lesions  as  ectopic,  twisted  ovarian  cysts,  abruptio  placentas, 
placenta  prasvia,  prolapsed  cord,  eclampsia,  rupture  of  the  uterus, 
acute  appendicitis  and  intestinal  obstruction,  there  is  sufiicient  lime 
to  have  the  proper  laboratory  findings  made,  and  these  many  times 
will  determine  the  indication  or  contraindication  for  surgery. 

Third. — The  average  surgeon  is  loth  to  confer  with  his  medical 
confreres.  Team  work,  between  the  medical  man,  the  surgeon  and 
the  laboratory  is  too  Httle  used.  It  is  only  after  the  uncured  patient 
returns,  following  her  appendectomy,  her  dilatation  and  curettage, 
the  shortening  of  her  round  ligaments,  the  repair  of  her  cervical 
injuries,  etc.,  with  her  digestive  symptoms  uncured,  her  dysmenor- 
rhea unimproved,  her  backache  unrelieved  or  her  leukorrhea  still 
persistent,  that  the  internist,  the  endocrinologist  and  the  laboratory 
are  called  into  aid,  then  perhaps  the  a;-ray  shows  a  redundant  cecum, 
a  duodenal  ulcer  or  a  relaxed  sacroiliac  joint  and  the  patient  and 
surgeon  first  reahze  that  an  unnecessary  and  ineffectual  procedure 
has  been  done,  because  sufficient  time  was  not  given  to  the  pre- 
operative study  of  the  particular  case. 

Fourth. — All  patients  who  are  operated  and  leave  the  operating 
table  alive  are  not  cured,  neither  do  all  operations,  no  matter  how 
perfectly  performed,  give  satisfactory  cures.  Several  years  of  foUow- 
up  work  in  a  large  cUnic  will  do  much  to  make  the  earnest  surgeon  or 
obstetrician  realize  that  his  methods  need  overhauling  and  modifi- 
cation. The  uncured  derelicts  who  travel  from  clinic  to  clinic  is  a 
sad  commentary  on  the  "  cure-alledness  "  of  surgery  and  present-day 
obstetrics. 

In  our  clinic  at  the  Long  Island  College  Hospital  during  the  past 
year,  we  have  had  more  than  one  hundred  reoperations  to  "re-do" 
or  "un-do"  some  of  the  careless  and  hurried  work  of  a  previous  sur- 
geon. In  reviewing  these  cases  we  at  first  thought  that  they  would 
be  wholly  the  product  of  the  occasional  operator,  whose  conscience 
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and  the  operative  fee  are  many  times  the  only  guides  to  the  amount 
or  magnitude  of  the  surgery  he  will  attempt. 

To  our  surprise  the  majority  of  these  cases,  instead  of  being  the 
product  of  the  occasional  operator  had  been  operated  upon  in 
some  of  the  largest  cHnics  in  this  and  other  cities  by  men,  some  of 
whom,  have  more  than  a  national  reputation.  Before  any  of  these 
patients  were  reoperated,  inquiry  was  made  of  the  former  operator 
as  to  his  findings  and  procedure.  The  case  was  then  thoroughly 
worked  up  with  the  cooperation  of  the  medical,  .x-ray  and  laboratory 
departments  and  an  accurate  diagnosis  made  before  advising  any 
further  procedure.  Among  this  number  we  find  forty-three  (43) 
sterile  women-with  chronic  pelvic  inflammatory  disease  who  had 
had  dilatation  and  curettage  for  the  cure  of  leukorrhea  and  their 
sterility.  Of  this  number  thirty-nine  had  been  subjected  to  this 
so-called  slight  operation  without  having  had  their  husbands 
examined  for  potency  and  previous  or  existing  infection.  As  we 
have  shown  in  a  previous  paper  on  the  subject  of  sterihty,  the  male 
member  of  the  partnership  is  a  very  important  factor  in  the  cure  of 
this  condition,  for  while  he  may  not  have  gonococci,  few  men  who 
have  ever  had  a  posterior  urethritis  are  free  from  staphylococci  in 
their  prostate.  The  staphylococcus  is  just  as  competent  to  produce 
an  endocervicitis  in  a  woman  as  is  the  gonococcus,  and  a  chronic 
endocervicitis  is  a  frequent  cause  of  sterihty. 

It  seems  almost  impossible  to  educate  the  profession  to  the  ac- 
ceptance of  the  fact  that  the  curet  has  but  two  well-defined  indica- 
tions: First,  to  remove  the  products  of  conception  before  the 
eighth  week,  and  second,  to  make  the  diagnosis  in  intermenstrual 
uterine  bleeding  at  or  near  or  after  the  menopause,  and  further 
that  the  curet  never  has  or  never  can  cure  a  leukorrhea  of  cervical 
origin.  Ten  of  these  women,  in  addition  to  having  had  a  curettage, 
had  had  a  stem  pessary  introduced.  These  stems  had  been  worn 
for  periods  varying  from  one  to  three  months  with  resulting  para- 
metritis. While  we  all  admit  that  a  stem,  in  certain  cases,  upon 
well-defined  indications,  in  the  absence  of  endocervicitis,  may  have 
some  therapeutic  value,  it  becomes  one  of  the  most  dangerous 
mechanical  devices  in  the  presence  of  cervical  infection.  A  word 
of  warning  is  not  out  of  place  concerning  this  valuable  little  adjunct — 
namely,  that  a  stem  should  never  be  introduced  into  a  uterus  which 
has  been  the  seat  of  any  inflammatory  process. 

Twenty-seven  of  these  patients  had  had  previous  operations  for 
that  mythical  right-sided  condition  known  as  chronic  appendicitis, 
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many  of  these  procedures  having  been  done  through  a  small  grid- 
iron incision.  The  surgeon  was  content  to  remove  the  appendix 
without  any  further  exploration  of  the  abdomen.  These  patients 
have  all  returned  complaining  of  the  same  pain  and  distress,  which 
first  caused  them  to  seek  medical  advice,  or  they  date  their  intestinal 
symptoms  from  the  operation. 

The  majority  of  these  patients  belong  to  the  ptosic  type  of  young 
girl  with  the  redundant  pelvic  cecum  that  follows  upon  chronic 
constipation:  yet,  because  of  right-sided  tenderness  and  pain  going 
down  the  right  leg,  with  more  or  less  digestive  disturbance,  the 
appendix  had  been  removed.  In  illustration  let  me  describe  in 
detail  one  of  these  cases. 

A  young  girl  of  seventeen  who  had  always  been  constipated  since 
puberty,  complaining  of  right-sided  pain  on  walking,  applied  for 
relief  to  a  well-known  general  surgeon,  who,  after  examining  her  and 
finding  tenderness  in  the  right  iliac  fossa,  made  a  diagnosis  of  appen- 
dicitis and  removed  the  appendix.  Her  operative  recovery  was 
uneventful  and  she  was  discharged  from  the  hospital  as  cured  on  the 
eleventh  day.  The  operation  did  not  relieve  her  symptoms,  and 
three  months  later  a  diagnosis  of  adhesions  was  made,  and  she  was 
reoperated  by  a  gynecologist,  a  member  of  this  Society.  At  this 
time  the  abdomen  was  opened  in  the  median  line,  and  because  of  a 
small  cyst  in  the  right  ovary,  the  ovary  was  resected,  some  pericecal 
adhesions  were  freed  and  the  abdomen  closed.  Receiving  no  relief 
from  her  second  operation  she  entered  our  service  a  year  later.  At 
this  time  a  careful  preoperative  study  was  made,  including  a  com- 
plete gastric  analysis,  and  an  r^-ray  study  of  her  intestinal  tract, 
including  the  right  iliac  fossa.  This  showed  a  redundant  cecum  and 
a  fixed  terminal  ileum.  The  abdomen  was  reopened  and  the  follow- 
ing findings  were  disclosed: 

A  loop  of  ileum  was  found  firmly  adherent  to  the  resected  ovary, 
the  cecum  was  distended  in  its  terminal  portion  and  lying  adherent 
in  the  uterovesical  pouch;  the  omentum  was  densely  adherent 
to  the  lower  portion  of  the  median  scar,  dragging  the  transverse 
colon  down  to  the  pelvic  brim.  These  adhesions  were  freed,  the 
ascending  colon  removed  to  beyond  the  hepatic  flexure  and  a  side- 
to-side  anastomosis  made  between  the  ileum  and  transverse  colon. 
This  patient  had  an  uneventful  recovery,  the  bowels  moved  sponta- 
neously on  the  fifth  day,  and  from  that  time  to  the  present,  nine 
months  after  operation,  she  has  been  free  from  pain  and  constipation. 
This  patient  never  needed  the  primary  operation.  She  was  of  the 
ptosic  type  who  could  have  been  cured  by  proper  medical  treatment, 
exercise  and  diet,  had  sufiicient  preliminary  investigation  been 
made.  Only  because  of  the  initial  procedure  and  its  sequelae  did 
this  girl  have  to  undergo  two  needless  operative  procedures. 

Another  case  which  illustrates  the  tendency  of  some  surgeons  to 
operate  without  sufi&cient  preoperative  study  and  thorough  exami- 


polak:   needless  operations  469 

nation  is  that  of  a  young  girl  who  had  just  passed  her  menstrual 
period,  when  she  was  seized  with  an  attack  of  sharp  abdominal  pain 
which  later  became  localized  in  the  right  iliac  fossa.  The  abdominal 
colic  was  attended  with  vomiting.  This  ceased  after  the  contents  of 
the  stomach  had  been  ejected.  Coincident  with  the  attack  of  pain 
there  was  a  recurrence  of  a  bloody  vaginal  discharge.  Her  attending 
physician  called  in  a  prominent  surgeon,  who  on  making  an  abdominal 
examination  found  tenderness  at  McBurney's  point,  but  he  did  not 
check  up  the  diagnosis  by  making  a  rectoabdominal  examination 
and  concurred  with  the  attendant  in  the  opinion  that  the  case  was 
one  of  appendicitis.  He  operated  upon  her  that  night  through  an 
inch  and  a  half  gridiron  incision  and  removed  the  appendix.  The 
records  state  that  some  serosanguinous  fluid  escaped  when  the  peri- 
toneum was  opened.  Her  operative  recovery  was  complicated  on  the 
sixth  day  by  an  attack  of  abdominal  pain,  similar  to  that  experienced 
prior  to  the  operation.  This  was  relieved  by  morphine  and  she  was 
discharged  as  cured,  with  primary  union  of  her  wound  on  the  four- 
teenth day.  During  the  next  three  weeks  she  had  four  other  attacks 
of  abdominal  pain.  These  were  temporarily  relieved  by  codeine  and 
an  enema.  Four  weeks  after  leaving  the  hospital  her  physician 
referred  her  to  our  service  because  of  persistent  soreness  in  the  right 
lower  quadrant.  On  examination  we  found  a  well-healed  oblique 
incision,  just  to  the  inner  side  of  the  right  anterior-superior  spine. 
There  was  definite  tendernes  on  pressure  over  both  lower  quadrants. 
This  was  more  marked  over  McBurney's  and  over  the  right  Morris's 
point.  A  rectoabdominal  examination  revealed  a  sensative  cystic 
tumor,  filling  the  right  lower  pelvis,  displacing  the  uterus  forward, 
upward  and  to  the  left.  The  blood  count  showed  a  slight  leuko- 
cytosis and  a  polynuclear  percentage  of  74.  A  diagnosis  of  an 
ovarian  cyst  with  a  twisted  pedicle  was  made  and  this  diagnosis  con- 
firm.ed  by  operation. 

Comment. — This  case  brings  out  three  points: 

First. — Sufiicient  attention  was  not  given  to  the  significance  of  the 
symptoms  presented  in  the  history:  namely,  the  time  of  occurrence, 
the  bloody  discharge  and  the  absence  of  the  typical  appendiceal 
sequence. 

Second. — No  pelvic  exploration  was  made. 

Third.— The.  small  gridiron  incision  did  not  permit  investigation 
of  the  pelvic  viscera. 

In  operating  on  women  for  right-sided  inflammatory  lesions  it 
should  always  be  the  rule  to  make  a  long,  right-rectus  incision,  sufii- 
ciently  large  to  expose  the  pelvic  contents,  inspect  the  appendix  and 
cecum,  and  to  allow,  if  necessary  for  the  wound  to  be  extended  in 
order  to  explore  the  gall-bladder  and  bile  passages. 

Another  case  of  considerable  interest,  also  showing  the  effect  of 
casual  diagnosis  and  untimely  surgery  gave  the  following  history. 

A  young  woman  of  twenty-one,  married,  had  given  birth  to  one 
child,  by  instruments.     The  delivery  was  followed  on  the  seventh 
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day  by  fever,  and  a  profuse  sanguinopurulent  discharge.  There 
was  pain  and  tenderness  in  the  lower  abdomen  which  was  more 
marked  on  the  right  side.  The  fever  and  pain  continued  for  six 
weeks'  postpartum  and  she  was  confined  to  bed  for  nearly  eight  weeks. 
Since  that  time  she  has  had  severe  premenstrual  pain  in  the  right 
lower  quadrant,  with  backache,  leukorrhea  and  an  increase  in  the 
amount  of  her  menstrual  flow.  Nine  months  later,  following  a 
menstrual  period,  this  patient  was  seized  with  acute  abdominal  pain 
and  fever.  There  was  no  vomiting,  but  there  was  tenderness  and 
tension  in  the  right  lower  quadrant.  Her  family  physician  called  a 
consultant,  who  rushed  her  to  the  hospital  on  the  diagnosis  of  appen- 
dicitis. The  abdomen  was  opened  by  "  gridiron  "  incision  and  an 
acute,  injected  appendix  removed.  The  wound  was  closed  without 
drainage.  The  abdominal  pains  continued  during  all  the  time  the 
patient  was  in  the  hospital.  On  the  eighth  day  after  operation  the 
temperature,  for  the  first  time,  reached  normal.  She  was  discharged 
on  the  fifteenth  day.  Almost  immediately  on  reaching  home  she  had 
another  attack  of  abdominal  pain,  fever  and  abdominal  tenderness. 
The  colics  were  so  severe  that  it  was  necessary  to  use  morphine  at 
four-hour  intervals  for  their  control.  She  was  then  referred  by  her 
physician  to  our  service,  and  on  admission  presented  the  following 
clinical  picture :  She  had  a  temperature  of  ioi°  F.  and  complained 
of  constant  abdominal  cramps.  The  abdomen  was  distended  and 
tender,  especially  over  both  lower  quadrants.  The  appendix  scar 
was  healed,  but  very  tender. 

A  vaginoabdominal  examination  showed  a  relaxed  pelvic  floor, 
the  cervix  in  the  axis  of  the  vaginal,  lacerated  and  the  seat  of  a  sub- 
acute endocervicitis,  and  very  tender  on  motion.  The  uterus  was 
retroverted  and  fixed  posteriorly  by  two  swollen  sensitive  masses  in 
the  cul-de-sac.  The  leukocyte  count  was  24,000  and  the  poly- 
nuclear  percentage  was  82.  A  diagnosis  of  salpingitis,  with  pelvic 
peritonitis  was  made.  She  was  put  in  the  Fowler's  position,  an  ice- 
bag  applied  over  the  abdomen,  and  the  bowels  moved  daily  by  small 
enemata.  Peristalsis  was  controlled  by  small  repeated  doses  of 
morphine. 

By  the  end  of  the  week  the  temperature  was  normal,  the  distension, 
tension  and  tenderness  had  subsided,  and  the  white  cells  had  dropped 
to  14,000.  After  another  week  of  palliative  treatment  the  pelvic 
condition  was  quiescent,  the  white  cell  count  10,000  and  the  poly- 
nuclear  percentage  73.  We  then  reopened  the  abdomen,  found  both 
tubes,  lying  in  the  cul-de-sac,  swollen,  inflamed  and  containing  pus. 

After  carefully  protecting  the  operative  fields  with  gauze  pads, 
the  adhesions  were  freed  and  the  fundus  and  both  tubes  removed 
by  the  Bell-Beuttner  technic.  The  patient  made  a  smooth  recovery 
and  has  retained  her  menstrual  function. 

This  case  illustrates  how  needful  it  is  for  the  general  surgeon  to 
appreciate  pelvic  pathology.  Tubal-  inflammation,  especiafly  on 
the  right  side,  so  frequently  similates  and  complicates  appendiceal 
lesions,  that,  unless  the  significance  of  the  clinical  course  and  history 
is  properly  interpreted,  and  the  physical  signs  given  proper  credence, 
errors  can  be  made. 
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To  us,  this  case  seems  inexcusable,  as  her  previous  history  of 
infection  should  have  at  once  suggested  the  probability  of  pelvic 
lesion.  No  case  of  acute  salpingitis  needs  abdominal  operation. 
Probably  in  no  pelvic  condition  is  the  prognosis  so  dependent  on  an 
intelligent  appreciation  of  the  life  history  of  the  infecting  organism 
and  the  pathology  which  it  produces  as  in  inflammation  of  the 
Fallopian  tubes.  In  pure  gonorrheal  infection  of  the  tube,  time 
will,  in  a  large  majority  of  the  cases,  effect  a  symptomatic  cure. 
We  have  seen  many  pelvic  masses  disappear,  the  uteri  become  mova- 
ble and  the  adnexa  insensitive.  Under  proper  management  the 
tube  may  regenerate  sufficiently  to  allow  the  passage  of  the  ovum. 
A  recorded  number  of  intrauterine  pregnancies  and  numberless  ecto- 
pics are  evidence  of  this  complete  or  partial  regeneration.  Hence 
time,  and  then  more  time  should  be  the  teaching  in  the  treatment  of 
acute  salpingitis.  This,  however,  is  not  known  or  at  least  the  dictum 
is  not  followed  by  a  large  number  of  operating  surgeons,  who  fail  to 
appreciate  that  there  is  a  difference  between  infections  in  the  true 
pelvis  and  infections  in  the  general  peritoneal  cavity.  Six  women 
in  this  series  under  twenty-five  years  of  age,  had  had  their  tubes 
removed  for  acute  tubal  inflammation,  their  pelves  drained,  with 
stormy  convalescence  and  finally  came  to  a  second  operation  for 
relief  of  the  severe  dysmenorrhea. 

Retroversion  seems  to  be  another  indication  for  operation,  twenty 
or  one  fifth  of  these  cases  had  been  operated  for  simple  retroversions 
for  the  cure  of  backache.  Nowadays  it  seems  not  to  matter,  whether 
the  uterus  is  repositable  or  not,  for  the  value  and  existence  of  such  a 
thing  as  the  pessary  is  unknown  to  numberless  practitioners,  sur- 
geons and  some  gynecologists.  If  a  woman  happens  to  have  a  back- 
ache it  makes  little  difference  in  what  part  of  her  back,  and  she  is 
unfortunate  enough  to  have  a  coincident  retroversion,  she  must  be 
operated.  Yet  we  know  that  only  i8  per  cent,  of  all  backaches 
are  caused  by  pelvic  lesions  and  these  are  not  due  to  displacements 
per  se,  but  to  complicating  lesions  especially  cervicitis  and  the  asso- 
ciated posterior  parametritis  a  result  of  cervical  infection.  The 
following  case  illustrates  the  tendency  of  many  surgeons  to  operate 
for  backache  in  retroversion  just  because  the  uterus  is  displaced. 

A  teacher,  twenty-nine  years  of  age,  complained  of  persistent 
lumbosacral  backache.  She  had  a  movable  retroverted  uterus  which 
could  be  easily  reposited  and  held  in  position  with  a  pessary,  there 
were  no  adnexal  or  parametrial  complications,  she  was  told  that 
if  the  pessary  did  not  relieve  her  pain,  she  should  report  back  for 
a  more  extended  examination  as  to  the  cause  of  her  suffering,  which 
was  especially  severe  when  she  was  on  her  feet.  She  was  not  seen 
again  for  nearly  three  years .  In  the  interval  she  had  been  operated 
for  retroversion,  a  GiUiam  suspension  having  been  done  and  the 
appendix  removed.     This  had  failed  to  relieve  her  and  her  attending 
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physician  referred  her  back  to  us  for  an  opinion.  The  uterus,  at 
this  time,  was  large  and  tended  to  prolapse  and  we  again  inserted 
a  pessary  to  correct  the  displacement,  and  then  proceeded  to  locate 
the  cause  of  her  pain,  which  was  found  in  the  sacroihac  joints.  The 
apphcation  of  proper  strapping  gave  her  immediate  relief.  The 
diagnosis  was  subsequently  confirmed  by  the  a;-ray  and  a  belt  has 
cured  her  backache. 

Another  case  of  special  interest,  because  it  shows  the  tendency  of 
some  gynecologists  to  forget  that  there  are  other  organs  than  the 
uterus  in  the  abdomen  of  a  woman  which  may  give  her  periodic 
distress,  is  that  of  a  little  patient,  thirty-one  years  old,  who  was 
operated  for  dysmenorrhea  and  epigastric  pain  and  which  occurred 
soon  after  eating,  and  came  on  periodically.  The  gastric  distress 
was  intensified  by  and  associated  with  the  menstrual  period.  This 
patient  was  operated  in  one  of  the  large  New  York  hospitals,  through 
a  small,  low,  median  incision;  the  appendix  was  removed,  the  right 
ovary  resected  and  the  uterus  suspended.  She  was  not  improved 
by  this  procedure  and  the  pain  became  more  intense,  especially  at 
each  menstrual  period.  The  pain  was  referred,  not  only  to  the  right 
lower  quadrant,  but  to  the  right  upper  and  epigastrium,  extending 
through  to  the  back.  These  attacks  of  pain  were  preceded  by  belch- 
ing and  accompanied  by  vomiting.  When  she  entered  our  service 
physical  examination  showed  a  moderately  distended  abdomen,  with 
muscular  tension  over  the  entire  right  side.  There  was  tenderness 
over  Mayo-Robson's  point,  and  a  well-defined  Brewer's  sign,  as 
well  as  tenderness  over  the  head  of  the  large  bowel.  Bimanual 
examination  showed  the  uterus  to  be  in  its  normal  position.  Gastric 
analysis  showed  a  lack  of  free  hydrochloric  acid,  but  a  hyperacidity 
at  the  end  of  the  second  hour.  The  x-TSiV  examination  of  her  stom- 
ach and  intestines  revealed  imperfections  in  the  cap,  shadows  in 
the  region  of  the  gall-bladder  and  downward  displacement  of  the 
transverse  colon.  This  part  of  the  large  bowel,  when  fluoroscoped, 
could  not  be  displaced  from  its  pictured  position,  either  by  posture 
or  by  manipulation.  A  diagnosis  of  omental  adhesions  and  choleli- 
thiasis was  made,  and  the  abdomen  reopened  by  a  long,  right  rectus 
incision,  extending  from  midway  between  the  umbilicus  and  pubis, 
to  nearly  the  costal  margin.  This  allowed  us  to  inspect  and  palpate 
the  entire  abdominal  contents.  The  omentum  was  densely  adherent 
to  a  resected,  cystic  right  ovary.  The  cecum  was  redundant  and  ad- 
herent, with  its  terminal  portion  lying  in  the  utero vesical  pouch. 
The  gall-bladder  was  distended  and  contained  two  large  oval  calculi. 
The  stomach  and  duodenum  were  adherent  to  the  gall-bladder  and 
ducts.  It  was  an  easy  matter,  with  such  apparent  pathology,  to 
relieve  this  patient  of  her  symptoms. 

The  omental  adhesions  were  freed,  the  ovary  was  removed  and  the 
redundant  portion  of  the  cecum  inverted  and  plicated  between  the 
two  longitudinal  bands.  The  adhesions  about  the  gall-bladder  were 
freed,  and  a  cholecystectomy  was  done.  The  patient  made  an  in- 
terrupted recovery  and  has  been  free  from  digestive  and  menstrual 
pain  since  the  operation. 
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The  first  unnecessary  and  incomplete  procedure  was  due,  in 
this  case,  to  insufficient  attention  to  the  history  of  the  attacks 
of  pain  and  insufficient  preoperative  study.  These  facts,  in  con- 
junction with  the  small  size,  and  location  of  the  abdominal  incision, 
allowed  the  surgeon  to  miss  the  diagnosis. 

No  discussion  on  the  unnecessary  operation  would  be  complete 
without  some  reference  to  the  trend  of  many  obstetric  surgeons 
toward  abdominal  delivery  in  almost  all  classes  of  obstetric  lesions. 
Not  only  are  many  obstetricians  unwilling  to  give  a  woman  a  test  of 
labor,  when  her  pelvic  measurements  are  below  the  normal,  but 
some  claim  to  be  able,  even  before  the  onset  of  labor,  to  say  positively 
that  this  or  that  woman  cannot  deliver  naturally.  While  we  are  all 
agreed  that  absolute  contraction  is  a  positive  indication  for  section, 
Ijorderline  cases  are  competent,  in  the  great  majority  of  instances, 
to  come  through  by  the  natural  route.  In  a  study  of  loo  cases 
of  contracted  pelvis,  with  true  conjugates  as  low  as  8.5  and  8 
cm.,  Phelan  and  the  writer  showed  that  eighty-one  were  able  to 
deliver  spontaneously,  four  were  terminated  by  low  forceps,  five 
were  able  to  drive  the  head  to  the  midpelvis  and  were  delivered 
with  median  forceps,  one  was  craniotomized  and  nine,  after  a  full  test 
of  labor  were  subjected  to  section.  One  hundred  mothers  recovered, 
and  eight  children  were  lost.  Surely  if  time  can  effect  such  a  record, 
there  cannot  be  as  widespread  a  justification  in  these  minor  con- 
tractions for  Cesarean,  as  the  number  of  operations  would  seem  to 
indicate.  Again  the  swing  toward  Cesarean  in  the  treatment  of 
eclampsia  seems  hardly  justifiable  in  the  presence  of  such  statistics 
as  can  be  produced  by  Tweedy  and  McPherson. 

No  one  who  has  studied  the  statistics  of  Cesarean  can  feel  that  it 
is  an  entirely  safe  procedure,  while  some  surgeons  have  been  able 
to  report  a  series  of  100  to  150  cases,  with  a  mortality  of  less  than  2 
per  cent.,  such  results  are  the  exception.  The  general  mortality 
records,  in  different  parts  of  the  country,  shows  a  mortaUty  over  10 
per  cent. 

In  closing  I  wish,  therefore,  to  sound  a  word  of  warning,  that 
while  the  abdominal  route  is  a  simple,  quick  and  efficient  method  of 
delivering  a  living  child,  it  is  a  great  economic  waste  for  the  mother, 
unless  we  limit  its  indications. 

In  reviewing  the  study  of  these  reoperated  cases  one  is  impressed 
with  the  fact  that  these  needless  operations  were  due  to: 

First. — Defective  training. 

Second. — Careless  preparation. 

Third. — Poor  technic. 


474      BORLAND:    WATERY   ACCUMULATIONS    OBSTRUCTING   LABOR 

Fourth. — Poor  judgment. 

I  look  forward  to  the  time  when  the  gynecological  or  obstetric 
surgeon  is  a  trained  man,  who  has  served  his  apprenticeship  in  the 
pathological  laboratory,  in  clinical  diagnosis,  in  the  autopsy  room 
and  at  the  operating  table  as  the  assistant  to  a  capable  surgeon. 
For  the  successful  obstetric  or  gynecological  surgeon  does  not  neces- 
sarily mean  a  brilliant  operator,  so  much  as  one  who  knows  when  or 
when  not  to  operate. 

287  Clinton  Avenue. 
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(W^ith  one  illustration.) 

The  accumulation  of  fluid  in  the  cavities  and  tissues  of  the  fetal 
trunk  must  be  included  among  the  unusual  causes  of  dystocia  of 
fetal  origin.  While  the  clinical  picture  presented  by  these  interesting 
cases  of  labor  is  clear-cut  and  distinct  because  of  the  constant  fea- 
ture in  all — a  great  increase  in  the  bulk  of  the  fetal  body — it  must 
be  remembered  that  widely  different  diseases  are  represented,  and 
that  a  number  of  pathological  entities  have  hitherto  been  loosely 
grouped  under  the  caption  "fetal  ascites."  It  has,  indeed,  been 
only  within  the  more  recent  period  of  obstetric  history  that  an 
attempt  has  been  made  to  accurately  differentiate  these  various 
morbid  conditions.  To-day,  thanks  to  the  pioneer  efforts  of  Bal- 
lantyne,  whose  magnificent  labors  have  been  ably  seconded  by  such 
indefatigable  workers  as  Fordyce,  Birnbaum,  Spicer,  Lynch,  Hek- 
toen,  Schumann  and  many  others,  the  old  group  has  dissolved  itself 
into  species.  Consequently,  obstetricians  now  recognize  the  follow- 
ing distinct  conditions  which  were  formerly  classed  as  "dropsy 
of  the  fetus"  or  "fetal  ascites:" 

1.  An  accumulation  of  serum  in  the  fetal  peritoneal  cavity — 
true  '^ fetal  ascites. '^ 

2.  A  collection  of  fluid  distending  the  urinary  tract  of  the  fetus 
(bladder,  ureters  and  renal  pelves)  comprising  the  so-called  ^'reten- 
tion of  fetal  urine." 
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3.  A  collection  of  fluid  in  the  tissues  of  the  fetal  body  (head, 
trunk  and  limbs)  forming  the  condition  known  as  ''general  anasarca 
of  the  fetus,''  "general  edema  of  the  fetus,"  or  true  "fetal  dropsy." 

4.  Cystic  degeneration  of  the  renal  structure  of  the  fetus — 
"congenital  polycystic  kidneys." 

5.  Cystic  degeneration  of  the  fetal  liver. 

6.  Fluid  distention  of  the  genital  tract  of  the  fetus  (vagina, 
uterus  and  tubes). 

It  is  to  the  first  of  these  groups  that  the  case  about  to  be  reported 
belongs. 

Mrs.  X.,  a  young  married  woman,  aged  twenty-four  years,  when 
approximately  seven-and-a-half  months  pregnant  with  her  first 
child,  fell  into  labor  about  seven  o'clock  in  the  morning.  She  had 
experienced  good  health  throughout  the  gestation,  but  no  fetal 
movements  had  been  noticed  for  several  days  prior  to  the  labor. 
She  was  alone  at  the  time,  her  husband  having  left  for  his  work  and 
no  nurse  having  been  engaged.  The  pains  were  normal  in  nature, 
as  far  as  could  be  learned,  and  the  labor  progressed  satisfactorily 
until  one  o'clock  when  a  somewhat  undersized  head  was  born 
immediately  after  the  discharge  of  a  small  amount  of  liquor  amnii. 
The  mother,  attempting  to  extract  the  child  by  making  traction  upon 
the  head,  was  horrified  to  find  a  separation  from  the  fetal  body 
taking  place.  She  thrust  the  head  back  into  the  vagina  and  sum- 
moned help.  Upon  my  arrival  the  patient  was  seen  to  be  much 
perturbed,  and  on  making  a  digital  examination  the  fetal  head  was 
found  to  be  almost  totally  detached,  merely  a  few  shreads  of  tissue 
connecting  it  with  the  body  which  was  tightly  jammed  in  the  superior 
strait  of  the  pelvis.  The  body  presented  no  characteristic  features; 
the  arms  could  not  be  felt.  A  great  cystic  mass  filled  the  maternal 
pelvis,  slightly  projecting  below  into  the  well-dilated  cervical  canal. 
The  abdomen  was  tense  and  immensely  distended;  no  fetal  struc- 
tures could  be  detected.  While  endeavoring  to  carry  the  finger 
around  the  mass  of  tissue  protruding  through  the  cervix  the  woman 
suddenly  experienced  a  severe  uterine  contraction  and  the  cystic 
tumor  virtually  exploded,  covering  the  examiner  with  an  immense 
volume  of  fluid.  The  tumor  had  collapsed,  and  with  but  very 
slight  effort  the  fetal  body  was  delivered,  practically  falling  into 
the  physician's  hands.  The  placenta,  which  was  to  all  intents 
normal,  quickly  followed  and  the  uterus  contracted  rapidly  with 
but  very  little  hemorrhage.  The  patient  made  an  uninterrupted 
recovery. 

An  examination  of  the  fetus  revealed  a  very  unusual  condition. 
It  was  40  cm.  (15  inches)  in  length,  corresponding  in  size  to  about 
the  eighth  month  of  intrauterine  Ufe.  The  head  w^as  somewhat 
cyanosed  in  appearance  but  otherwise  was  normal.  The  arms  and 
legs  were  small,  not  edematous,  and  scrawny  in  appearance;  they 
appeared  absurdly  out  of  proportion  with  the  immensely  dilated, 
bag-like  fetal  trunk.     A  ragged  opening  was  found  in  the  torn  tissues 
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left  by  the  avulsion  of  the  head;  it  was  through  this  hole  that  the 
fluid  had  found  vent. 

Owing  to  religious  objections  on  the  part  of  the  mother  an  autopsy 
was  not  permitted,  but  the  macroscopic  examination  of  the  fetal 
body  through  the  slightly  enlarged  opening  in  the  neck  revealed 
some  curious  features.  To  all  intents  the  thoracic  and  abdominal 
cavities  were  one.     At  some  time  in  the  development  of  the  disease 
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P^iG.   I. — Borland's  case  of  fetal  ascites.     (From  a  drawing.) 

the  diaphragm  had  been  ruptured  by  the  extreme  abdominal  dis- 
tention; or  else  there  had  been  a  congenital  perforation  of  that  struc- 
ture, the  edges  of  which  could  be  readily  detected  attached  to  the 
somatic  walls.  The  lungs,  heart  and  great  vessels  were  compressed 
into  the  upper,  posterior  thoracic  region;  they  were  apparently 
normal,  although  they  were  not  closely  examined.  The  abdominal 
walls  were  immensely  distended,  thin,  almost  transparent,  and  not 
at  all  edematous.  The  ahmentary  canal  was  normal  in  appearance 
save  at  its  lower  portion.     The  peritoneal  surface  everywhere  had 
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lost  its  usual  glazed  appearance  and  was  covered  at  points  by  flakes 
of  plastic  lymph.  The  rectum  seemed  to  end  in  a  cul-de-sac,  and 
an  external  examination  showed  an  absence  of  the  anus.  The  blad- 
der was  small  and  to  all  appearances  normal.  The  child  was  a  male, 
and  except  for  a  certain  degree  of  aplasia  the  external  genitalia 
appeared  normal;  the  urethral  canal,  however,  was  almost  imper- 
vious. While  an  autopsy  was  not  allowed,  permission  was  obtained 
to  have  a  picture  of  the  body  made,  which  was  done  after  the  great 
thoracico-abdominal  cavity  had  been  packed  with  cotton  and  the 
head  sutured  into  place  (Fig.  i). 

The  examination  of  the  specimen  clearly  showed  that  the  con- 
dition was  one  of  fetal  ascites  with  chronic  peritonitis,  but  no 
apparent  etiology  could  be  determined.  The  specimen,  however, 
was  of  such  interest  and  rarity  that  a  study  of  the  various  conditions 
resulting  in  watery  accumulations  in  the  fetal  abdomen,  as  deter- 
mined by  the  reports  of  all  cases  in  the  world's  Hterature,  has  been 
attempted.     The  findings  of  this  investigation  are  worthy  of  note. 


FETAL   ASCITES. 

Although  known  since  the  classical  description  by  Mauriceau  in 
1 86 1,  abdominal  dropsy  or  hydroperitoneum  occurring  in  the  fetus 
in  utero  is  an  extremely  rare  complication  of  pregnancy.  Fordyce, 
quoted  by  Ballantyne,  was  able  to  gather  from  the  literature  up  to 
the  time  of  his  writing  in  1894  but  sixty-three  cases.  To  these  Ballan- 
tyne adds  three  more.  Not  included  in  Fordyce's  list  were  the  cases 
of  Apert,  Eisenberg,  Matthews  and  Tayler;  while  since  the  appear- 
ance of  his  paper  there  have  been  reported  the  cases  of  Savage  in 
1902,  Warren  in  1903,  Brodhead  and  Eden  in  1904,  Lacasse  in  1909, 
Proskurin  in  1911,  Luker  in  191 3,  Hawkins  in  191 5,  Olivelli  in  191 7, 
and  Borland  in  191 9 — making  a  total  of  only  eighty  cases  of  fetal 
ascites  recorded  in  the  world's  literature. 

General  Features  of  the  Disease. — An  analysis  of  these  cases  reveals 
some  interesting  facts.  Apparently,  the  condition  is  most  common 
in  the  early  child-bearing  period,  a  large  percentage  of  the  patients 
being  young  primiparae.  According  to  Birnbaum,  uncomplicated 
ascites  is  seldom  observed.  I  do  not,  however,  agree  with  his  state- 
ment that  it  is  most  commonly  associated  with  general  fetal  dropsy 
and  with  dropsy  of  the  mother.  These  conditions  may  be  accom- 
panied by  a  certain  amount  of  fetal  ascites,  but  the  majority  of  the 
cases  of  fetal  ascites  per  se  have  shown  no  other  fluid  accumulations 
in  the  fetus,  while  the  pregnancy  has  not  been  characterized  by  any 
notable  maternal  pathology.  This  stands  in  sharp  contradistinction 
to  generahzed  edema  of  the  fetus,  as  will  be  noted  farther  on.  Oc- 
casionally a  hydrothora^  will  be  found  in  connection  with  the  ascites — 
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as  in  my  own  case — and  varying  degrees  of  hydramnios  may  be 
associated,  as  in  nineteen  of  Fordyce's  sixty-three  cases.  There  is 
generally  no  associated  edema  of  the  face  and  limbs,  a  condition 
which  is  again  in  strong  contradistinction  to  that  found  in  fetal 
anasarca.  In  almost  all  the  cases  malformations  of  the  genital 
organs  are  found  together  with  occlusion  of  the  lower  portion  of  the 
intestinal  tract  and  imperforation  of  the  anus. 

Etiology. — Necessarily  considerable  obscurity  shrouds  the  actual 
causation  of  the  disease.  The  etiological  relationship  of  syphiUs, 
once  believed  to  be  the  main  factor  in  the  production  of  the  ascites, 
does  not  seem  to  be  thoroughly  estabUshed.  In  only  eight  of  the 
sixty-eight  cases  gathered  by  Fordyce  was  syphilis  noted  and  in  only 
one  case  {A pert)  since  his  paper  appeared.  This  does  not  seem  to 
substantiate  Birnbaum's  claim  that  syphilis  is  the  most  frequent 
cause  of  the  condition,  especially  the  presence  of  syphiUtic  gummata 
of  the  Uver  leading  to  intense  congestion  of  the  portal  circulation. 
Ballantyne,  on  the  contrary,  states  that  lesions  of  the  liver  and  spleen 
have  been  but  rarely  observed,  and  in  but  one  case  {Martin)  was 
great  pancreatic  hypertrophy  found.  Pressure  on  the  portal  vein 
by  a  large  suprarenal  tumor  was  the  etiological  factor  in  Herman's 
case. 

As  Ballantyne  indicates,  peritonitis,  acute  or  more  commonly 
chronic,  of  obscure  origin,  is  the  common  cause  of  the  disease. 
At  least  50  per  cent,  of  the  cases  in  which  autopsies  were  held  showed 
this  lesion.  It  must  be  noted,  however,  that  it  is  not  infrequent 
for  antenatal  peritonitis  to  exist  without  the  presence  of  any  ascitic 
effusion.  The  disease  has  been  ascribed  to  other  causes,  as  follows: 
grave  defects  in  the  circulatory  apparatus  of  the  fetus,  absence  of 
the  ductus  venosus  Aurantii  {Paltauf),  compression  of  the  large 
vessels  by  abdominal  tumors,  pressure  on  these  vessels  by  an  over- 
distended  bladder,  fetal  cardiac  failure,  and  hypoplasia  of  the 
urinary  apparatus  (Opitz). 

The  Ascitic  Fluid. — This  is  generally  a  clear,  limpid,  citron-  . 
yellow,  serous  liquid;  occasionally  it  will  be  greenish,  sanguinolent, 
or  brownish-red  in  color,  and  will  contain  a  few  flakes  of  lymph. 
Its  specific  gravity  varies  from  1002  to  loio.  It  ranges  in  quantity 
from  a  few  grams  to  15  hters,  with  an  average  of  from  3  to  4  liters. 
It  is  alkaline  in  reaction,  and  contains  chlorides,  sulphates  and  phos- 
phates, but  generally  no  urea.  Albumin  is  present  in  varying 
amounts,  and  globulin,  oxyhemoglobin  and  large  amounts  of  pro- 
teids  (mainly  proteoses)  have  been  found  in  it. 
Prognosis. — For    the   mother    the   prognosis   is   good;    generally 
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recovery  is  rapid  and  complete  after  delivery  has  been  accomplished. 
However,  four  of  the  eighty  mothers  perished. 

Efect  Upon  the  Fetal  Life. — Generally  the  condition  is  incompat- 
ible with  fetal  life,  death  occurring  just  before,  during  or  shortly 
after  delivery.  It  is  usual  for  the  pregnancy  to  terminate  pre- 
maturely either  as  the  result  of  fetal  death  or  from  overdistention  of 
the  uterine  cavity.  In  forty-six  out  of  the  fifty-eight  cases  prema- 
ture termination  of  the  pregnancy  was  noted,  the  fetus  being  dead 
or  dying  almost  immediately.  Crandall's  case  survived  a  month 
and  Courmont's  case   recovered  {Ballantyne). 

Effect  Upon  Labor. — As  a  rule,  Pajot's  law  of  accommodation 
comes  into  play,  and  the  enlarged  fetal  abdomen  fills  the  upper  and 
larger  portion  of  the  uterine  cavity.  This  results  in  a  head-pre- 
sentation in  most  of  the  cases  of  fetal  ascites.  Under  certain  cir- 
cumstances, however,  such  as  the  presence  of  hydramnios,  any 
presentation  may  occur.  Thus,  Birnbaum  states  that  footling 
presentations — as  in  Eden's  case — are  observed  more  frequently 
than  is  normal.  Transverse  presentations  are  rare,  although  the 
abdomen  has  presented  in  a  few  instances  (Taylor's  case).  Birn- 
baum observed  a  presentation  of  the  brow  and  Hohl  of  the  face. 

Labor  usually  progresses  normally  at  first;  then,  after  partial 
delivery  of  the  head  or  foot  total  obstruction  ensues.  Only  rarely 
has  uterine  inertia  been  noted  from  the  extreme  uterine  distention. 
Birnbaum  states  that  most  of  these  diseased  fetuses  are  born  spon- 
taneously, mainly  because  of  their  prematurity  but  also  because  the 
cystic  abdomen  is  compressible  and  capable  of  adapting  itself  to  the 
tortuosity  of  the  birth-canal.  This  is  not  confirmed  by  the  histories 
of  the  cases  recorded  in  Hterature,  most  of  which  were  totally  ob- 
structed until  reHeved  by  a  spontaneous  rupture  of  the  cystic  tumor 
(but  rarely  noted)  or  by  some  operative  procedure  on  the  part  of 
the  accoucheur.  In  33  cases  collected  by  Hohl  only  5  were  deHvered 
by  nature. 

CYSTIC   DISTENTION    OF    THE   FETAL   BLADDER. 

Quite  distinct  from  the  foregoing  is  that  group  of  cases  in  which 
the  obstruction  to  labor  results  from  an  accumulation  more  or  less 
voluminous  of  a  fluid  in  the  fetal  bladder.  This  may  or  may  not 
be  accompanied  by  ascitic  fluid  in  the  peritoneal  cavity.  Bal- 
lantyne notes  seventeen  cases  in  which  the  association  of  fetal 
ascites  with  vesical  distention  was  recorded.  Generally  the  dis- 
tended bladder  :s  accompanied  by  ureteral  dilatation  of  varying 
degrees  and  by  minor  grades  of  hydronephrosis.     Spicer,  of  England, 
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has  contributed  the  most  exhaustive  paper  on  distention  of  the 
fetal  bladder,  and  to  him  we  are  indebted  for  most  of  our  knowledge 
of  the  subject.  In  the  literature  bearing  upon  the  matter  collected 
by  him  fifty-four  cases  of  vesical  distention  are  recorded.  Not  in- 
cluded in  his  list  are  an  additional  case  of  Porak's,  and  the  cases  of 
Deve,  Couvelaire,  and  Herbinet  and  Faix;  while  since  Spicer's  paper 
appeared  there  have  been  recorded  the  following  cases:  Lemeland 
in  1909,  Spire  in  19 10,  Jakowski  and  Fruhinsholz  and  Derbanne  in 
191 1,  Judet  de  la  Combe  in  191 2,  and  Gilles,  Roques  and  Lefevre 
in  1 9 14.  This  gives  a  total  of  sixty-four  cases  of  vesical  disten- 
tion recorded  in  obstetrical  literature. 

General  Features. — Spicer's  findings  are  stated  as  follows:  The 
condition,  like  fetal  ascites,  is  most  common  in  the  early  child-bear- 
ing period;  a  very  large  percentage  of  the  cases  occur  in  young 
primiparae.  Deve's  patient,  however,  was  in  her  seventh  and 
Herbinet  and  Faix's  case  in  her  tenth  pregnancy.  It  is  very  unusual 
for  a  recurrence  of  the  accident  to  be  noted.  The  common  pres- 
entation is  the  vertex,  the  second  most  frequent  the  breech.  In 
the  great  majority  of  the  cases  the  labor  is  premature,  usually 
occurring  between  the  sixth  and  the  eighth  months.  The  fetal  heart- 
sounds  are  generally  very  indistinct  or  are  not  heard  at  all.  Almost 
invariably  deformity  of  the  genitalia  is  present  and  often  this  is 
associated  with  defects  of  the  lower  alimentary  tract;  imperf oration 
of  the  anus  is  the  rule.  Schwyzer  remarks  that  usually  there  is 
absence  of  the  rectum,  the  colon  ending  in  a  cul-de-sac  or  opening 
into  the  bladder.  Urethral  imperforation  is  almost  invariably 
present,  although  in  some  cases  this  does  not  hold  true,  and  then 
the  occlusion  of  that  canal  is  produced  by  a  valve-like  fold  of  the 
vesical  mucosa,  as  was  noted  in  the  cases  of  Porak,  Lef our,  Couvelaire 
and  Depaul.  Herrgott  of  Nancy,  believes  that  this  valvular  ob- 
struction exists  in  all  cases  of  vesical  distention  not  due  to  con- 
genital urethral  stricture  and  should  be  diligently  looked  for.  The 
bladder-wall  is  very  greatly  thickened  in  some  of  the  cases  while  in 
others  it  is  extremely  attenuated.  The  degree  of  distention  of  the 
bladder  varies  from  a  small  pelvic  cyst  to  one  completely  filling  the 
abdominal  cavity  and  reaching  to  the  ensiform  cartilage.  Dilata- 
tion of  the  ureters  and  renal  pelves  is  the  rule  in  extreme  degrees  of 
vesical  distention.  There  may  be  an  associated  condition  of 
oligohydramnios  or  of  hydramnios.  In  some  cases  (Fruhinsholz 
and  Derbanne)  complete  renal  atrophy  was  noted,  and  in  other 
instances  there  was  total  absence  of  a  kidney  and  ureter.  The  case 
of   Gilles,   Roques  and  Lefever  showed  complete  absence  of  the 
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urethra,  vagina,  uterus  and  rectum.  Schwyzer  states  that  dilata- 
tion of  the  MuUerian  ducts  (uterus  and  tubes)  may  be  associated 
with  vesical  distention.  The  fetus  never  presents  signs  of  edema 
of  the  tissues  of  the  abdominal  wall  nor  of  the  head  and  limbs. 

The  Fluid. — This  is  always  a  clear,  limpid,  serous  liquid  of  low 
specific  gravity  (less  than  loio),  of  a  light  citron-yellow  color,  and 
more  or  less  strongly  albuminous.  It  varies  in  quantity  from  a 
few  grams  to  six  liters  or  more  with  an  average  of  about  three  liters. 
It  contains  practically  no  urea.  Deve's  case  showed  only  0.024 
milligrams  of  urea  to  the  liter,  and  Porak's  case  gave  a  similar 
analysis. 

Origin  of  the  Fluid. — The  natural  assumption  would  be  that 
owing  to  the  atresia  or  obstruction  of  the  urethral  canal 
the  escape  of  the  fetal  urine  into  the  amniotic  sac  is  prevented, 
whereby  there  ensues  a  damming  back  of  the  fluid  with  accumulation 
and  distention  of  the  fetal  bladder.  This  is  a  plausible  explanation 
if  the  older  view  of  a  regular  discharge  of  fetal  urine  into  the  amniotic 
cavity  be  accepted.  It  has  not,  however,  been  demonstrated 
incontrovertibly  that  such  is  the  natural  process.  Indeed,  it  is 
now  generally  believed  that  the  fetal  kidneys  do  not  eliminate  at 
all  or  at  most  nothing  but  water  in  minute  quantity  containing 
sodium  chlorid  in  the  same  proportion  in  which  that  salt  exists  in 
the  blood.  The  true  renal  function  in  intrauterine  life  is  carried 
on  by  the  placenta,  and  Spicer  believes  that  the  kidneys  are  entirely 
inactive  at  this  period  of  existence. 

In  this  connection  he  adduces  two  very  interesting  and  suggestive 
facts,  namely,  (i)  the  occurrence  of  urethral  stricture,  or  even  of 
congenital  absence  of  the  urethra,  without  vesical  accumulation; 
and  (2)  the  ability  of  the  fetus  to  survive  even  to  full  term  with 
total  absence  of  the  urinary  apparatus.  Most  fetal  abnormalities — 
even  of  the  gravest  nature — are  not  incompatible  with  fetal  life 
and  growth.  Naturally,  therefore,  atresia  or  absence  of  the  urethra 
may  readily  exist  and  the  fetus,  nevertheless,  advance  to  full  term 
and  post-natal  existence  without  experiencing  any  inconvenience 
and  without  having  any  accumulation  of  fluid  take  place  in  its 
bladder.  Moreover,  remarkable  cases  are  on  record  of  total  absence 
of  the  urinary  organs  with  persistence  of  fetal  life  and  normal  growth 
of  the  other  portions  of  the  body  even  up  to  full  term.  Such  cases 
have  been  recorded  by  ]\Iayer  in  1827,  Giles  and  Rissman  in  1892, 
Straussman  in  1894,  Berry  Hart  in  1901,  Bonn  (quoted  by  Connell) 
in  1907,  and  Hellier  in  191 1.  These  occurrences  seem  to  verify  the 
findings  of  Schaller,  who,  in  1899,  concluded  "that  there   are  no 
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regular  secretion  and  periodical  excretion  of  urine  by  the  fetus, 
even  at  the  very  end  of  pregnancy;  that  the  functional  activity  of 
the  fetal  kidneys  does  not  begin  until  the  process  of  parturition 
induces  changes  in  the  placental  circulation,  and  that  even  during 
labor  the  fetus  does  not  generally  urinate  into  the  liquor  amnii; 
that  it  is  only  very  exceptionally  that  the  fetal  bladder  is  emptied 
into  the  liquor  amnii,  and  then  most  probably  in  consequence  of 
disturbances  of  the  fetal  circulation;  that  the  liquor  amnii  is  a 
transudation  from  the  maternal  vessels;  and  that  the  kidneys  of  the 
new-born  child  perform  their  function  more  slowly  than  those  of  the 
adult."  It  is  known,  however,  that  occasionally  under  the  stimula- 
tion of  parturition  the  fetal  kidneys  will  secrete  copiously  during 
the  closing  hour  of  labor.  In  the  face  of  these  findings  we  are 
compelled  to  agree  with  Spicer  in  his  beUef  that  accumulations  of 
fluid  in  the  fetal  bladder  result  from  some  obscure  pathologic 
process  the  nature  of  which  is  as  yet  undetermined. 

When  fluid  does  accumulate  in  the  bladder,  Spicer  finds  that  there 
are  four  possible  terminations  of  the  condition:  "(i)  In  the  earUest 
stages,  exstrophy  of  the  bladder — a  theory  advanced  by  Andrew 
Duncan  in  1805;  (2)  Urinary  fistula  at  the  umbihcus.  This  con- 
tainly  occurs  where  no  obstruction  is  evident;  (3)  Distention  and 
rupture  of  the  bladder  into  the  peritoneum,  as  in  King's  case  in 
1837;  (4)  Dilatation  and  hypertrophy  of  the  bladder,  with  other 
comphcations."  This  includes  the  group  of  cases  under  considera- 
tion. 

Efect  oj  Vesical  Distention  upon  Labor. — In  its  cHnical  manifes- 
tations this  condition  is  precisely  analogous  to  those  of  fetal  ascites. 

FETAL  ANASARCA. 

In  the  presence  of  fetal  anasarca,  or  generahzed  edema  of  the  fetus, 
which  is  the  most  common  variety  of  the  group  of  cases  under  consid- 
eration, a  new  feature  is  introduced  into  the  clinical  picture  and 
pathological  findings  presented  by  the  foregoing  groups  of  cases.  In 
addition  to  a  collection  of  fluid  in  the  body  cavities  of  the  fetus, 
there  now  is  found  a  more  or  less  marked  effusion  of  serum  into 
the  tissues  of  the  body-wall  of  the  fetus  as  well  as  into  the  general 
subcutaneous  tissue  of  the  head  and  limbs.  The  appearance  and 
condition  of  the  mother  also  vary  considerably  from  that  which  is 
noted  n  the  other  groups  of  cases.  We  are  indebted  to  the  admira- 
ble papers  of  Schumann  and  W.  W.  King  for  many  valuable  facts 
bearing  upon  this  variety  of  fetal  disease. 

Ballantyne,  up  to  1902,  found  sixty-eight  cases  of  fetal  edemr 
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recorded  in  the  literature.  Schumann,  in  1915,  adds  thirty-eight 
additional  cases  collected  from  the  literature.  Not  included  in  these 
lists  are  the  cases  of  Gartner,  Audebcrt,  Grimsdale,  Himmelheber, 
Pinkus,  Stevens,  Keith,  Siefart,  Raineri,  Pineda,  Kaufmann,  Com- 
mandeur  and  Croizier,  Kaiser,  Weidner,  Carson,  Munster,  and  Gaifami 
(two  cases);  and  since  the  appearance  of  Schumann's  paper  there 
have  been  reported  the  cases  of  Wilhamson  and  Lynch  (K.  M.) 
and  Jervey  in  1916,  and  Jobin  in  191 7.  This  makes  a  total  in 
all  literature  of  127  cases  to  date. 

General  Features  of  the  Disease. — Some  difference  exists  as  to  the 
average  age  of  the  mother  in  this  condition.  Of  the  sixty-eight 
cases  compiled  by  Ballantyne  fifty-eight  were  over  thirty  years  of 
age  and  almost  all  were  multiparae.  In  Schumann's  tabulation  of 
thirty  cases  only  four  were  over  thirty-five  years  of  age.  In  eleven 
cases  not  included  in  these  lists  only  one  mother  was  a  primipara 
(nineteen  years  old) ;  all  the  others  were  multiparae  and  over  thirty 
years  of  age.  These  figures  seem  to  substantiate  Ballantyne's  claim 
that  the  disease  is  one  of  the  later  child-bearing  period  in  contra 
distinction  to  fetal  ascites  and  fetal  vesical  distention,  both  of 
which  occur  earlier  in  the  period  of  fecimdity. 

All  observers  agree  that  the  maternal  health  during  the  abnormal 
pregnancy  is  more  or  less  impaired.  This  again  is  in  sharp  contrast 
with  the  two  groups  already  considered,  in  which  there  is  no  sugges- 
tion of  fetal  or  maternal  trouble.  As  Schumann  aptly  expresses 
it,  "  the  mothers  are  usually  toxic;"  most  of  the  women  develop  more 
or  less  edema  of  the  legs  and  show  varying  grades  of  albuminuria. 
Premature  termination  of  the  pregnancy  is  the  rule,  the  end  coming 
generally  in  the  sixth  or  seventh  month,  although  some  cases  carry 
on  to  full  term.  Head  presentations  are  the  rule.  The  disease  may 
occur  in  single  or  twin  pregnancies  and  may  be  associated  with 
hydramnios  {King) .  Subsequent  pregnancies  may  end  normally  or 
with  premature  stillbirths.  In  only  a  few  cases  has  there  been  noted 
a  recurrence  of  the  fetal  anasarca. 

Effects  upon  the  Fetus. — The  mortality  is  absolute  for  the  fetus. 
In  no  instance  has  the  child  survived  more  than  a  few  minutes  and 
the  great  majority  are  stillborn.  The  appearance  of  the  fetuses  is 
very  characteristic.  There  is  invariably  present  more  or  less  marked 
edema  of  the  subcutaneous  tissue  of  the  entire  body,  and  this  is 
frequently  associated  with  serous  effusions  into  the  body-cavities. 
As  a  result  of  this  great  outpouring  of  serum  the  fetal  bulk  may  be 
immense.  The  extremities  and  head  are  swollen,  even  to  such  a 
degree  as  almost  to  obliterate  the  features — another  point  of  dififer- 
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entiation  between  the  fetuses  of  this  and  the  two  preceding  classes. 
Fetal  deformities  are  rare  in  this  disease.  The  fluid  may  at  times  be 
pseudomucinous  in  nature.  The  placenta  and  cord  are  always 
markedly  edematous  and  large  and  microscopically  show  obstruc- 
tion to  the  circulation  and  fluid  exchange  between  the  mother  and 
child. 

Etiology. — Schumann  simpUfies  the  question  of  the  causation  of 
the  disease  by  forming  two  distinct  groups  as  follows:  "(i)  Those 
cases  in  which  the  edema  is  due  to  some  mechanical  or  structural 
defect  in  the  fetus  or  its  membranes;  (2)  Those  due  to  a  toxemia  of 
the  mother  and  secondarily  of  the  fetus,  without  any  morphological 
defect  necessarily  present."  Most  of  the  cases  belong  to  the  second 
group.  It  is  interesting  to  note  that  all  observers  agree  that  syphilis 
plays  but  a  minor  role  in  the  production  of  the  disease.  The  Wasser- 
mann  reaction  is  negative  in  most  of  the  cases  and  the  visceral  lesions 
in  the  fetus  are  generally  nonspecific  in  nature.  Schridde  believes 
that  the  entire  symptom-complex  results  from  alterations  in  the 
cellular  elements  of  the  blood  and  in  the  hematopoietic  organs. 
This  would  account  for  the  anemia  manifested  by  both  mother  and 
child.  Broekhuizen  has  carefully  investigated  the  possible  etio- 
logical factors  of  fetal  anasarca  and  offers  the  following  exhaustive 
tabulation:  I.  Fetal  Causes,  i.  Heart  and  vessels:  {a)  fetal  endo- 
carditis; {h)  congenital  absence  of  a  chamber  of  the  heart  {Pott); 
(c)  small  foramen  ovale  {Lawson  Tail,  Osier)  \  (d)  obHteration  of 
the  ductus  BotaUi  {Nieherding,  Ribemont,  Desaignes);  {e)  displace- 
ment of  the  heart  and  vessels  following  diaphragmatic  hernia 
{Damann,Behn,Fiihr).  2.  Kidneys:  (a)  congenital  cystic  (^c/jwrew^, 
Herinenier) ;  (b)  hypertrophy  (Gueniot) ;  (c)  hyperplasia  {Opitz) ;  {d) 
fetal  nephritis  (Kuesch).  3.  Liver:  (a)  hypertrophy  {Seulen,  Pro- 
theroe  Smith,  Nachtigaller);  (b)  atrophy  and  cirrhosis  {Snow,  Beck, 
Russell,  Andrews,  Berther);  (c)  hypertrophy  of  the  liver  and  spleen 
{Potocki,  Porak,  Raineri).  4.  Blood:  {a)  fetal  leukemia  {Sanger, 
Lahs,  Siefart).  5.  Fetal  syphilis  {Osiander,  Cruvcheiler,  Splegelberg, 
Strassmann).  6.  Yetdl'^exitomX.i?,  {Simpson,  Opitz,  Vecchi).  7.  Ab- 
sence of  the  thoracic  duct  {Smith,  Birmingham,  Ballantyne) .  II. 
Conditions  Oiitside  the  Fetus.  8.  Thrombosis  of  the  umbilical  veins 
{Bal  antyne,  Betchler,  Pollnow,  Opitz).  9.  Edema  and  hyperplasia 
of  the  placenta  {Guise,  Krieger,  Basett,  Ruge,  Longaker).  10.  Hy- 
drops o  the  entire  ovum.  III.  Remote  Maternal  Causes  for 
Anasarca.  11.  Malaria  {Houck).  12.  Endometritis  {Fuhr).  13. 
Hydremia  {Betschler,  Kuler,  Ritter).  14.  Leukemia  {Ahlfeld).  15. 
Chronic  nephritis  and  kidney  of  pregnancy  {Strauch,  Kohn,  Weber). 
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Efect  of  Fetal  Anasarca  upon  Labor. — The  extreme  distention  of 
the  uterus  may  induce  uterine  inertia  with  prolongation  of  labor. 
Usually,  however,  labor  proceeds  normally  until  the  great  size  of  the 
fetus  results  in  more  or  less  complete  obstruction,  when  uterine 
irritabiUty  or  tetany  follows,  necessitating  operative  interference. 
Notwithstanding  this,  the  maternal  prognosis  is  good. 

CONGENITAL  POLYCYSTIC   KIDNEYS. 

Congenital  cystic  degeneration  of  the  kidneys  is  one  of  the  rarer 
diseases  of  the  renal  bodies,  and  even  when  present  it  is  extremely 
unusual  for  it  to  result  in  such  an  increase  in  the  fetal  bulk  as  to 
result  in  difficulty  in  labor.  As  Humpstone  remarks,  "doubtless 
moderate  congenital  cystic  kidneys  are  frequently  overlooked  by 
obstetricians."  The  most  exhaustive  and  instructive  papers  which 
have  appeared  on  this  subject  are  those  of  Hektoen,  Morse,  and 
F.  W.  Lynch.  Since  1790  congenital  cystic  kidney  has  been  recog- 
nized as  a  pathological  entity,  and  it  was  first  noted  as  a  cause  of 
dystocia  by  Merriman  in  1810.  Lynch  in  1906,  gathered  from  Htera- 
ture  thirty-eight  authentic  cases  of  dystocia  of  this  origin.  Not  in- 
cluded in  his  fist,  but  undoubtedly  belonging  there,  are  the  cases  of 
Spence  in  1897,  Guerin-Valmale  in  i90o,Lenoble,  Caraes  andLeBot 
in  1 901,  and  Morse  in  1903.  Only  one  case,  that  of  Humpstone  in 
1914,  has  appeared  since  Lynch's  paper  was  written.  This  gives  a 
total  of  but  forty-three  authentic  cases  recorded  up  to  date. 

General  Features. — Lynch's  contribution  is  the  most  comprehen- 
sive of  the  recent  papers  on  the  subject.  He  states  that  the  disease 
is  usually  bilateral  and  that  there  are  very  commonly  associated 
other  deformities  of  the  abdomen  (cysts  of  the  liver,  ascites,  ureteral 
and  vesical  dilajtation)  and  other  congenital  defects  (hydrocephalus, 
hemicephalus,  encephalocele,  meningocele,  harelip,  cleft  palate,  ab- 
dominal fissure,  peromelia,  clubfeet,  polydactylia,  genital  defects, 
and  anomalies  of  the  internal  organs).  The  disease  may  also  be 
accompanied  by  hydramnios  or  ohgohydramnios.  It  is  most  common 
in  the  early  child-bearing  period,  many  of  the  women  being  young 
primiparae.  Recurrence  in  subsequent  pregnancies  is  very  common, 
and  in  this  respect  the  disease  differs  from  the  conditions  already 
discussed  in  this  group  of  interesting  fetal  diseases.  The  size  of  the 
renal  tumors  varies,  but  in  order  to  produce  trouble  in  labor  it  must 
have  attained  a  considerable  bulk;  it  may  become  enormous.  Lynch 
states  that  the  girth  of  the  fetal  abdomen  is  usually  45  cm.  or  more, 
and  that  the  kidneys  weigh  from  1000  to  2250  grams  (Andrae). 
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The  labor  is  generally  premature,  and  the  most  common  presenta- 
tion is  the  vertex,  the  breech  coming  next  in  frequency.  In  the 
vertex  cases  it  is  only  after  the  head  is  born  that  the  obstruction 
becomes  marked.  In  the  breech  cases  the  difficulty  is  encountered 
earlier  and  operative  measures  may  be  at  once  instituted  to  termi- 
nate the  labor.  Usually  the  child  dies  during  the  labor  from 
compression  of  the  lungs  and  diaphragm  by  the  large  tumor  masses, 
or  it  is  destroyed  by  the  mutilating  operation  required  for  its 
extraction. 

Etiology. — The  cause  of  the  disease  has  been  a  subject  of  much 
debate  and  is  still  sub  judice.  Virchow  beUeved  it  was  the  result 
of  fetal  inflammation  affecting  the  medulla  of  the  kidneys  and  result- 
ing in  constriction  and  atrophy  of  the  collecting  tubules.  This 
obstruction  theory  has  not  been  generally  adopted.  Some  have 
considered  the  condition  as  adenomatous  in  nature  {neoplastic 
theory)  and  this  view  has  met  with  considerable  support.  Huber 
beheves  the  disease  results  from  a  failure  of  union  of  the  secreting 
tubules  (which  arise  from  the  nephrogenic  blastoma)  and  the  col- 
lecting tubules  (which  are  formed  by  a  continuous  process  of  budding 
from  the  primary  renal  pelvis).  This,  as  Lynch  remarks,  "is  the 
modern  dualistic  theory  of  the  development  of  the  kidney."  Adami 
concludes  that  the  consensus  of  opinion  to-day  is  that  the  disease  is 
in  reahty  a  condition  of  arrested  development  {Bland-Sutton,  Mira- 
beau).  The  usual  pathologic  feature  is  the  presence  in  all  portions 
of  the  kidney  of  smaller  and  larger  spaces  which,  from  the  character 
of  the  epithelial  hning,  are  portions  of  uriniferous  tubules  {Hump- 
stone).  This  finding  seems  to  support  the  embryonic  or  develop- 
mental theory  of  causation,  as  does  also  the  frequent  association  of 
the  disease  with  developmental  defects  in  other  portions  of  the  body. 

CYSTIC  DEGENERATION   OF   THE   FETAL  LLV'ER. 

Cystic  tumors  in  the  fetal  Hver  compHcating  delivery  are  of  the 
greatest  rarity.  Herrgott,  who  made  a  comprehensive  study  of 
fetal  dystocia,  does  not  mention  a  case.  Porak  and  Couvelaire 
have  covered  the  ground  completely  and,  while  reporting  a  case 
occurring  in  their  hands,  give  brief  resumes  of  the  very  few  cases 
found  in  literature  in  which  the  hepatic  cyst  attained  sufficient  size 
to  obstruct  labor.  Including  their  case,  but  four  cases  in  all  are 
recorded.     In   their  chronologic  sequence   these  are    as    follows: 

I.  Witzel's  case  (in  1880).  This  was  a  para-ii,  thirty-six  years  of 
age.     The  head,  which  was  hemicephalic,  was  arrested  at  the  vulva 
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by  a  mass  lodged  in  the  maternal  pelvis.  Puncture  of  the  fetal 
abdomen  gave  vent  to  3  liters  of  a  yellowish  fluid,  after  which  the 
fetus  was  easily  extracted.  A  large  cystic  cavity  was  found  occu- 
pying the  left  lobe  of  the  Hver.  This  lobe  was  almost  entirely  de- 
stroyed, only  the  median  portion  of  the  anterior  border  remaining. 
The  cyst  communicated  through  an  orifice  which  admitted  two 
fingers  with  a  small  cavity  in  the  right  lobe.  Spigel's  lobe  was 
normal.  Both  kidneys  were  polymicrocystic,  and  there  were  present 
numerous  fetal  deformities  (hemicephalia,  rudimentary  external 
genitaha,  total  inversion  of  the  viscera,  supernumerary  digits). 

2.  Gueniot's  case  (in  1891).  The  patient  was  a  para-viii,  thirty- 
nine  years  of  age.  The  labor  was  obstructed  for  a  time,  but  finally  a 
difficult,  but  non-instrumental,  dehvery  of  the  fetus  was  accom- 
plished. The  liver  contained  two  cystic  cavities,  that  of  the  right 
lobe  holding  80  grams  of  a  limpid,  citron-colored  fluid,  and  that  in 
the  left  lobe  40  grams.  The  cystic  cavities  in  appearance  resembled 
the  ventricular  cavities  of  the  heart.  The  surrounding  hepatic 
parenchyma  seemed  healthy.  Both  kidneys  were  three  times  their 
normal  size  and  showed  polycystic  degeneration.  The  fetus  was 
gravely  deformed  (anencephaUa,  absence  of  the  external  genital 
organs,  and  six  digits  to  each  hand  and  foot). 

3.  Bagot's  case  (in  1891)  was  presented  before  the  Royal  Academy 
of  Medicine  in  Ireland  on  November  27,  1891.  The  patient  was  a 
para-ii  and  syphilitic.  The  fetal  head  presented  and  was  held, 
after  delivery,  by  a  distended  trunk.  Puncture  was  made  beneath 
the  xiphoid  appendix  and  13^-2  Hters  of  fluid  evacuated.  A  sohtarj- 
cyst  occupied  the  entire  left  lobe,  the  rest  of  the  hepatic  tissue 
appearing  normal  histologically.  The  other  organs  were  normal 
except  the  kidneys  which  were  atrophic. 

4.  Porak  and  Couvelaire's  case  (in  1901).  The  woman  was  a 
para-i,  twenty  years  old,  in  labor  at  term.  Obstruction  followed 
delivery  of  the  head.  Abdominal  puncture  gave  vent  to  350  grams  of 
fluid,  after  which  the  delivery  was  readily  accomplished.  The  fetus 
was  40  cm.  long  and  weighed  2450  grams.  Its  abdominal  girth  was 
54  cm.  There  were  present  grave  deformities  (exencephaUa,  achon- 
droplasia, supernumerary  fingers  and  toes,  rudimentary  external 
genitaha,  cystic  degeneration  of  both  kidneys).  The  greatest  cir- 
cumference of  the  hver  was  44  cm.;  its  greatest  transverse  diameter 
19  cm.  of  which  133^  cm.  embraced  the  right  lobe.  The  height  of 
this  lobe  was  13  cm.  and  that  of  the  left  lobe  12^-^  cm.  Spigel's 
lobe  measured  54  mm.  in  its  anteroposterior  diameter  and  38  mm. 
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in  its  transverse  diameter.     The  liver  contained  one  large  cyst  and 
fifteen  smaller  cysts. 

From  the  foregoing  cases  it  will  be  noted  that  congenital  cysts  of 
the  liver  are  invariably  associated  with  cystic  degeneration  of  the 
kidneys  and  with  grave  developmental  defects  of  the  entire  body  in- 
cluding the  head.  There  is  a  surprising  similarity  in  the  character 
of  these  deformities  in  the  four  cases  which  have  been  reported. 
The  cystic  cavities  in  the  liver  vary  in  size  from  very  small  to  very 
large;  the  contained  fluid  is  the  usual  limpid,  citron-yellow  Hquid 
of  low  specific  gravity.  The  disease  probably  bears  no  relationship 
to  syphiHs  or  other  pathological  entity  but  results  from  develop- 
mental defects. 

CYSTIC    ACCUMULATIONS    IN    THE    INTERNAL    GENITAL    ORGANS    OF 

THE  FETUS. 

A  collection  of  water  in  the  fetal  vagina  or  uterus  is  an  occurrence 
of  the  utmost  rarity.  As  far  as  can  be  ascertained,  but  two  such 
cases  have  been  recorded  in  all  Hterature,  namely,  those  of  Gervis 
in  1864  and  Faulkner  in  191 8.  As  in  the  groups  just  considered, 
the  etiology  appears  to  be  some  developmental  defect  arising  from 
an  unknown  cause.  The  fetus  in  each  instance  showed  other  abnor- 
mahties,  and  both  were  stillborn.  In  each  case  the  distention  of  the 
fetal  abdomen  was  sufficient  to  cause  obstruction  to  labor.  The 
histories  of  the  cases  are  as  follows : 

Gervis. — The  woman  was  delivered  after  great  difficulty  by  traction 
upon  the  fetal  body.  The  fetal  uterus  was  found  to  be  greatly 
distended,  of  a  globular  form,  and  very  tense.  It  contained  about 
^  pint  of  a  flaky,  serous  fluid.  The  vagina  was  absent;  the  rectum 
terminated  in  a  cul-de-sac,  and  the  anus  was  imperforate.  The 
peritoneal  cavity  contained  a  small  quantity  of  a  flaky  ascitic  fluid. 

Faulkner. — The  woman,  a  para-i,  twenty-one  years  old,  was  preg- 
nant eight  and  one-half  months.  She  showed  some  edema  of  the  legs. 
Fetal  movements  had  not  been  felt  for  two  weeks,  but  the  fetal 
heart-sounds  could  be  heard.  The  presenting  head  was  born,  but 
labor  was  then  blocked  by  the  large  size  of  the  fetal  abdomen.  After 
powerful  traction  a  stillborn  fetus  was  extracted.  The  mother  made 
an  imeventful  recovery.  The  fetus  showed  imperforation  of  the 
anus.  The  abdomen  contained  a  mass  the  size  of  a  child's  head 
together  with  6  ounces  of  a  clear,  amber-colored  fluid  in  the  peri- 
toneal cavity.  The  liver,  kidneys  and  spleen  were  normal.  The 
mass  comprised  the  pelvic  organs.     There  was   a  greatly  dilated 
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double  vagina,  each  canal  being  distended  with  fluid.  The  uterus 
was  bicornuate — a  complete  separate  development  of  each  Miill- 
erian  duct.  The  bladder  and  rectum  seemed  normal;  the  urethra 
was  buried  in  the  septum  between  the  two  vaginae. 

Treatment  of  Labor  Blocked  by  Watery  Accumulations  in  the  Fetal 
Abdomen. — The  question  of  the  management  of  these  cases  is  simple. 
It  is  proper  in  those  cases  presenting  by  the  head  or  feet  to  make 
traction,  more  or  less  powerful,  upon  the  presenting  part  with  the 
hope  that  sufficient  molding  of  the  cystic  tumor  may  result  to 
permit  delivery  of  the  fetal  body.  Avulsion  of  the  head  or  Hmbs 
may  result,  especially  if  the  fetus  has  become  more  or  less  macer- 
ated. If  judic'ous  traction  is  not  successful,  or  if  the  presentation 
is  transverse,  aseptic  puncture  of  the  fetal  abdomen  (or  thorax,  if 
the  abdomen  is  not  accessible)  by  means  of  the  ordinary  obstetric 
perforator  will  ahnost  invariably  succeed  in  securing  a  rapid  delivery. 
In  the  presence  of  cystic  changes  in  the  hver  or  kidneys  some  form 
of  embryotomy  will  usually  be  required,  the  morbid  tissue  being 
removed  by  morcellation  until  delivery  can  be  effected.  The  use 
of  the  obstetric  forceps  is  to  be  deprecated  in  all  these  cases.  If 
avulsion  of  the  head  has  occurred,  the  perforator  should  be  used  at 
once.  Birnbaum  suggests  the  performance  of  version  in  these  cases, 
but  generally  the  bulk  of  the  fetal  body  will  not  permit  of  this  opera- 
tion, and  puncture  exposes  the  woman  to  much  less  danger  of  sepsis. 
In  the  presence  of  combined  fetal  ascites  and  distended  bladder  it 
may  be  necessary  to  first  puncture  the  abdomen  and  then  the  vesical 
cyst.  Too  much  importance  cannot  be  laid  upon  the  early  recogni- 
tion of  the  cause  of  the  obstruction  followed  by  prompt  operative 
interference. 

7  West  Madison  Street. 
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POLYPOID  ADENOMA  OF  THE  UTERUS.* 

BY 

L.  W.  STRONG,  M.  D., 

New  Yotk,  N.  Y. 

(With  nine  illustrations.) 

One  of  the  very  frequent  forms  which  tumors  of  the  uterus  take, 
is  that  of  a  polypus. 

It  is  not  unusual  to  hear  this  term  used  as  though  it  constituted 
a  diagnosis  of  a  condition.  It  is  plain,  however,  that  the  word 
relates  merely  to  external  form  and  tells  nothing  of  the  structure  and 
hence  nothing  of  the  nature  of  a  tumor.  There  are  a  definite  number 
of  pathological  conditions  which  may  assume  this  form  and  these 
are  generally  not  especially  difficult  of  recognition  in  the  gross 
specimen,  so  that  it  would  be  more  satisfactory  to  speak  of  such 
tumors  according  to  their  specific  class  using  the  word  polypus  as  a 
qualifying  adjective,  thus,  "myoma  polyposum,"  etc. 

What  are  perhaps  most  commonly  meant  when  polypi  of  the 
uterus  are  spoken  of  are  adenomata,  either  of  the  cervix  or  corpus 
uteri.  These  are  tumors  of  common  occurrence,  but  they  have 
received  rather  scanty  consideration  in  text-books  and  reports,  since 
their  importance  clinically  has  been  considered  to  be  sUght. 

In  the  past  five  years  there  have  occurred  at  the  Woman's  Hospital 

*From  the  Pathological  Laboratory  of  the  Woman's  Hospital,  New  York. 
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several  cases  where  such  polypoid  adenomata  have  developed  into 
malignancy  of  a  type  which  appears  to  have  striking  individual 
characteristics. 

The  general  features  of  uterine  adenomata  will  be  considered  in 
this  article,  with  especial  reference  to  the  fundal  type  and  their 
characteristic  and  peculiar  malignant  changes. 

In  introduction  it  is  necessary  to  consider  all  possible  polypoid 
tumors  in  order  to  point  out  the  distinctions  which  enable  one  to 
make  a  diagnosis  in  the  gross  specimen  as  well  as  to  indicate  the 
diflferences  and  the  relations  which  exist  between  the  different  forms. 

Firstly,  as  to  polj'poid  form,  it  should  be  noted  that  in  all  classes 
of  tumors  this  is  but  a  mechanical  and  secondary  effect  of  the  special 
region  in  which  a  tumor  is  produced  and  that  it  has  no  pathological 
significance  in  itself.  It  frequently  does  have  a  clinical  significance 
which  may  be  important,  such  as  hemorrhage  and  necrosis,  both 
due  to  interruptions  in  the  blood  supply.  Also  it  may  be  less 
maUgnant  or  more  easily  removed  surgically  on  account  of  the  poly- 
poid form.  But  these  clinical  differences  have  also  a  mechanical 
origin  and  do  not  affect  the  nature  of  the  tumor,  which  is  the  most 
important  thing  for  the  cUnician  to  know. 

The  simplest  group  of  polj^oid  tumors  for  us  to  exclude  from  the 
adenomata  are  the  myomata.  These  will  generally  be  recognized 
from  their  firmness,  the  uniformity  of  the  surface  on  section,  and 
their  almost  universal  occurrence  in  the  fundus.  They  may  migrate 
to  the  cer\'ix  but  this  is  unusual.  They  are  in  general  much 
larger  than  simple  polypoid  adenomata. 

Polypoid  myomata  owe  their  form  to  a  simple  mechanical  cause, 
the  contraction  of  the  muscular  walls  of  the  uterus.  The  elongated 
form  is  due  to  the  resistance  of  the  pedicle  and  the  shape  of  the 
uterine  canal.  The  direction  of  least  resistance  is  toward  the  os, 
which  explains  the  growth  in  the  long  axis  and  the  occasional 
"birth"  of  such  a  tumor. 

Polypoid  myomata  are  particularly  apt  to  produce  hemorrhage 
and  to  undergo  necrosis.  The  hemorrhage  may  be  metropathic 
or  local,  due  to  circulatory  disturbances  in  the  structure,  but  in 
other  regards  the  polypoid  form  gives  no  basis  for  considering  the 
tumor  anything  more  than  a  myoma  and  hence  we  should  thus 
designate  them,  "myomata  pol^'posa." 

Simple  polypoid  hyperplasia  of  the  uterine  mucosa  should  next 
be  mentioned,  since  both  practically  and  theoretically  it  approaches 
the  adenoma  and  is  hard  to  differentiate  from  it. 

Schroeder  states  that  there  is  no  local  polypoid  hyperplasia  of  the 
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mucosa,  that  pedunculated  mucous  polypi  are  always  true  tumors 
of  autonomous  character.  While  in  the  strictest  sense  of  peduncu- 
lated tumors  with  a  narrow  neck  and  base  this  may  be  true,  there 
nevertheless  occur  simple  hyperplasias  which  are  practically  polj^pi. 
These  are  broader  based  than  the  adenomata.  Their  histological 
structure  may  be  described  as  an  exaggeration  of  the  normal, 
due  to  mechanical,  circulatory  or  inflammatory  stimulation.  They 
are  smooth  and  regular  in  surface  outhne  and  are  pale,  soft  and 
edematous.  They  occur  in  the  body  and  fundus  and  are  frequently 
associated  with  myomata.  Microscopically,  the  glands  are  regular 
in  outline  without  irregular  mitoses  or  metaplasia  of  the  cells. 

The  glands  may  be  wider  than  normal  and  the  stroma  more 
abundant.  Both  exhibit  the  normal  menstrual  cyclic  changes. 
From  this  simple  overgrowth,  the  condition  increases  to  a  form 
known  as  glandular  hyperplasia  ("glandiilar  endometritis")  where 
the  glands  are  relatively  more  abundant  than  the  stroma,  where 
they  are  wider  and  more  irregular  in  outhne.  The  boundary  of 
the  basahs  with  the  muscularis  is  sharp  and  there  is  no  irregular 
penetration  of  the  glands  into  the  muscularis  as  occurs  in  adenomas 
and  adenomyometritis.  The  end  of  the  physiological  proliferative 
stage  of  the  uterine  mucosa  may  be  mistaken  for  pathological 
hyperplasia. 

The  stimulus  producing  diffuse  hyperplasia  is  probably  ovarian 
in  origin  but  these  local  polypoid  hyperplasias  generally  have  an 
obvious  mechanical  cause,  as  the  presence  of  a  myoma. 

Finally  carcinomata  and  sarcomata  may  occur  in  polypoid  form. 
The  carcinoma  is  easily  recognizable  from  its  extreme  irregularity 
and  from  the  fact  that  the  base  shows  destruction  of  the  myo- 
metrium. Endometrial  sarcomata  are  very  much  rarer.  They  are 
large,  round,  very  soft  and  fleshy  tumors,  of  uniform  appearance  on 
section  and  invasive  in  the  myometrium. 

A  polypoid  myoma  may  be  sarcomatous  but  will  be  recognized 
as  a  myoma. 

These  are  all  the  polypoid  tumors  which  have  to  be  distinguished 
from  adenomata. 

The  adenomata  themselves  occur  either  in  the  body  or  the  cervix 
uteri,  most  frequently  in  the  cervix  and  in  the  tube  corners.  They 
are  somewhat  more  irregular  in  outline,  firmer  than  the  hyperplastic 
polypi  and  not  uniform  on  section,  but  show  a  rather  honeycombed 
structure.  Cervical  adenomata  will  have  no  further  description  in 
this  article;  what  foUows  will  refer  to  the  fundal  type  alone. 
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Adenomata  start  as  areas  in  the  mucosa  involving  the  basal 
layer  with  glands  lying  in  more  or  less  definite  groups. 

The  stroma  is  thicker  and  larger  celled,  with  conspicuous  vessels. 
The  glands  are  chiefly  of  the  basal  type;  that  is  simple  tubules  which 
may  be  dilated  and  may  be  irregular  in  outline.  These  do  not 
follow  the  typical  menstrual  cyclic  changes,  though  they  may  show 
premenstrual  outlines  without  functional  activity  in  form  of  secre- 
tion. These  areas  are  not  cast  off  during  menstruation  according 
to  Schroeder.  They  project  more  and  more  into  the  functional 
layers  of  the  mucosa  and  thus  ultimately  form  polypi.  They  show 
rudimentary  division  into  a  basal  and  an  outer  functional  layer. 

The  reason  that  uterine  adenomata  are  polypoid  is  a  physical 
one,  namely,  that  they  are  surface  tumors.  Adenomata  are  non- 
invasive proliferations  of  simple  glands,  and  the  increase  in  bulk 
produced  by  the  proliferation,  being  nondestructive  of  other  tissue, 
tends  to  grow  in  the  direction  of  least  resistance.  So  on  a  surface, 
the  proliferation  is  outward.  Just  as  the  clinically  benign  glandular 
tumors  of  other  mucous  membranes  form  polypi,  so  does  the  mucous 
membrane  of  the  uterus.  Adenomata  of  the  intestine,  of  the  res- 
piratory tract,  of  the  bladder  and  all  other  mucous  surfaces  are  poly- 
poid. It  is  only  when  a  glandular  tumor  is  enclosed  in  a  solid  organ 
as  kidney,  ovary  or  liver,  that  a  solid  adenoma  is  formed.  If  a  glandu- 
lar tumor  has  not  this  outgrowing  type  but  is  invasive  it  is  to  be 
classed  as  carcinoma.  It  has  sometimes  been  stated  that  there 
were  no  adenomata  of  the  uterus;  that  glandular  tumors  were  in 
reality  carcinomata,  though  sometimes  called  adenoma  destruens. 
The  fact  is  that  these  simple  glandular  polypi  are  true  adenomata  and 
should  be  so  designated  while  the  invasive  glandular  tumors  should 
always  be  termed  carcinoma  with  the  qualifying  term  glandular. 
The  term  adenoma  destruens  when  used  for  carcinoma  is  inexact 
and  confusing. 

Microscopically,  the  adenoma  has  in  general  all  the  characteristics 
that  the  hyperplasia  has  not;  that  is,  the  glands  are  irregular  in  size 
and  outhne,  their  cells  show  irregularities  of  arrangement  and  form, 
the  relationships  between  gland  and  stroma  are  widely  disturbed. 

The  basal  layer  has  the  adenomatous  changes  as  marked  as  the 
rest  of  the  mucosa  instead  of  the  relatively  simple  glands  of  the 
normal  basalis.  There  is  no  difiiculty  in  recognizing  an  outspoken 
adenoma  but  the  changes  which  separate  it  from  simple  hyperplasia 
are  all  relative  and  not  absolute. 

In  the  same  way  the  adenomatous  changes  merge  into  those  of  a 
carcinoma.     By  that  it  is  not  meant  that  it  is  common  to  find  a 
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transition  between  these  two  tumors,  but  rather  that  the  border  Hne 
between  carcinoma  and  adenoma  is  vague. 

The  term  "adenoma"  requires  some  explanation  since  all  writers 
do  not  use  it  in  the  same  sense. 

Ewing  says  in  regard  to  adenoma,  that  it  is  rarely  a  distinct  mor- 
phological entity  but  is  rather  to  be  regarded  as  a  series  of  structures 
which  tissues  assume  in  response  to  various  forms  of  irritations. 
Most  authors  distinguish  sharply  between  true  adenoma  and  adeno- 
matoid hyperplasia,  but  this  cannot  be  done  on  morphological  data 
alone.  According  to  this  view,  it  is  not  always  possible  to  say 
whether  a  polypus  is  hyperplastic  or  neoplastic,  and  this  appears  to 
be  the  case  in  those  reported  here. 

We  are  in  the  habit  of  regarding  a  tumor  as  if  it  were  a  disease 
itself,  while  in  fact  it  is  only  the  reaction  of  the  tissues  to  the  stimulus 
of  a  disease.  This  reaction  may  be  the  same  for  both  a  known 
stimulus  or  an  unknown  one  as  in  the  case  of  cancer.  This  view 
makes  it  clear  why  there  is  no  histological  distinction  between  hyper- 
plasia and  adenoma  in  its  inception. 

A  typical  simple  adenoma  polyposum  of  the  body  of  the  uterus 
appears  in  Case  No.  14285  of  the  Woman's  Hospital  Pathological 
Records.  The  uterus  measures  7X4X2  cm.  Myometrium  i  to 
5  cm.  thick,  is  fibrous;  mucosa  atrophic.  From  the  fundus  projects  a 
mucous  polyp  4  cm.  in  length  and  5  cm.  wide.  It  is  attached  by  a 
narrow  pedicle  to  the  myometrium. 

Microscopic  examination  shows  fundal  glands  of  the  prohferative 
type  which  are  dilated  and  tortuous.  Side  by  side,  He  lumina,  both 
very  small  and  very  large,  probably  representing  cross-sections  of 
one  tortuous  gland  cut  in  various  loops,  thus  simulating  glands  of 
different  caliber.  The  basal  layer  is  very  sharply  demarked  from 
the  myometrium  and  there  is  no  penetration  of  the  glands,  but  these 
are  dilated  and  tortuous  to  the  very  base.  There  is  a  distinction 
between  an  outer  compact  and  an  inner  spongy  layer.  The  glands 
show  no  irregularities  of  mitosis  or  cell  layers.  The  stroma  is  very 
cellular,  the  cells  are  large  and  round,  not  stellate  nor  fibroblastic. 
There  are  definite  bundles  of  connective  tissue  and  some  few  smooth 
muscle  fibers  scattered  through  the  stroma.  The  blood-vessels  are 
inconspicuous.  This  polyp  differs  from  simple  hyperplasia  in  the 
irregularities  and  cystic  dilatations  of  the  glands,  in  the  more  cellular 
stroma  of  simpler  typed  cells. 

A  second  case.  No.  14886,  differs  from  this  merely  in  showing  glands 
of  marked  premenstrual  outline  which  nevertheless  do  not  show  the 
evidences  of  secretory  activity  exhibited  in  the  rest  of  the  mucosa 
of  the  same  uterus.  The  glands  show  serous  contents  while  the 
rest  of  the  mucosa  shows  mucinous  contents.  The  polyp  is  markedly 
inflamed. 

Case  No.  16226  shows  the  next  stage  in  complexity,  for  here  the 
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basal  glands  instead  of  being  sharply  demarked  from  the  endo- 
metrium show  some  penetration,  and  at  the  same  time  a  heaping 
up  of  the  cells  into  several  irregular  layers  with  irregular  mitosis. 
This  suggests  beginning  carcinoma. 

Next  comes  Case  No.  12730  which  is  an  adenoma  polyposum  with 
very  irregular  glands  and  irregular  layering  and  mitoses.  In  the 
center  of  the  polypus  occurs  a  group  of  glands  which  are  definitely 
carcinomatous.  This  case  is  cited  as  an  instance  of  an  adenoma 
polyposum  originally  benign  in  which  a  carcinoma  develops,  not 
a  carcinoma  assuming  polypoid  form. 

We  now  come  to  three  cases  of  known  clinical  malignancy  which 
in  their  structure  still  enable  us  to  determine  that  they  were  origi- 
nally adenomata  polyposa.     It  is  not  possible  to  prove  that  they 


Fig.  I. — Adenoma  polyposum.     Simple  dilated  glands  and  simple  fibroblastic 

stroma. 

were  originally  entirely  benign  and  that  the  malignancy  was  a  second- 
ary change  although  at  least  one  of  the  three  still  preserves  a  histo- 
logical appearance  which  might  be  regarded  as  inflammatory.  Still 
whether  the  malignancy  is  secondary  or  coincident  does  not  alter 
the  fact  that  the  basal  condition  is  that  of  adenoma  polyposum  and 
the  malignant  changes  are  of  such  an  indeterminate  t}^e  that  one 
cannot  speak  of  them  as  either  frankly  carcinoma  or  sarcoma. 
That  they  are  malignant,  however,  is  absolutely  demonstrated  by 
their  rapid  recurrence  after  removal  and  their  rapid  increase  in  size. 
There  has  already  been  a  fatal  issue  in  one  of  the  three. 

No.  15398,  uterus  with  both  adnexa.  Uterus  is  globular,  measures 
II  cm.  in  diameter.  The  uterine  cavity  is  greatly  dilated  by  a 
large  polypoid  growth  measuring  10  X  6  cm.  The  polyp  is  com- 
posed of  several  lobes  and  arises  from  the  tube  corner  and  fundus. 
The  tip  is  greenish  and  hemorrhagic  (Fig.   i).     Sections  show  a 
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Fig.  2. — Glands  suggesting  carcinoma.     lx\  other  sections  carcinoma  becomes 

diffuse. 
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Fig.  3. — Diaubc    caicinunia.     Low    [)o\ver.     Carcinoma    diffuse    in    adenoma 

polyposum. 
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typical  adenoma  polyposum  in  some  parts  of  which  the  glands 
become  extremely  irregular.  The  stroma  is  for  the  most  part  very 
cellular  and  shows  diffuse  necrosis. 

In  one  area  where  the  glands  are  extremely  numerous  and  irregu- 
lar, there  is  a  wedge-shaped  crowding  of  the  nuclei  of  many  cells 
which  have  lost  connection  with  the  glands  and  form  a  solid  car- 
cinoma. In  other  areas  the  carcinoma  cells  penetrate  the  entire 
tissue  so  thickly  that  the  relations  are  obscured.  Here  the  tissue 
is  necrotic,  many  cells  have  fallen  out  and  the  frame  work  of  stroma 
remains.  In  other  areas  there  is  a  well-preserved  surface  layer  of 
epithelium  below  which  are  crowded  large  round  cells  apparently 
stromal  (Figs.  2,  3). 

This  case  is  an  adenoma  polyposum  in  which  a  carcinoma  solidum 
has  developed.  The  penetration  of  the  tumor  cells  is  so  diffuse  in 
the  stroma  that  it  might  be  regarded  as  a  sarcoma. 


Fig.  4. — Showing  adenomatous  polypoid  structure  which  uIncs  no  appearance 

of  malignancy. 

This  case  corresponds  to  many  in  the  literature  described  as  car- 
cinosarcomata  but  which  are  in  reality  diffuse  carcinomata. 

There  was  a  rapid  recurrence  of  this  tumor  after  the  original  com- 
plete hysterectomy.  In  six  months  just  inside  the  introitus  is  felt 
a  hard  nonulcerating  mass. 

The  second  case,  No.  12461,  consists  of  the  uterine  body  with  both 
adnexa,  the  lower  part  of  cervix  is  missing.  Uterus  measures  8  X 
6X5  cm.  On  opening  the  uterus  the  entire  mucosa  is  found  re- 
placed by  a  polypoid  villous  growth.  The  myometrium  is  slightly 
invaded  by  this  mass  especially  near  the  fundus.  The  posterior 
wall  of  the  uterine  myometrium  shows  a  lacerated  opening,  the  edges 
of  which  are  composed  of  tumor  material.  Long  polypi  project 
into  the  uterine  cavity  showing  necrosis  and  hemorrhage  (Fig.  4). 
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liG.  5. — ^Mitotic  nuclei  and  giant  nuclei  in  stroma,  suggesting  sarcoma. 


Fig.  6. — Adenomatous  glands,  very  hyperplastic. 
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A  number  of  sections  taken  from  the  uterine  mucosa  show  the 
adenomatoid  nature  of  the  condition.  There  are  cystic  and  normal 
glands.  The  stroma  is  rather  fibrous  and  shows  marked  hyaline 
degeneration  of  the  vessels.  The  stroma  of  these  polypi  suggests 
sarcoma.  Received  separately  a  mass  sloughed  off  from  the  main 
tumor.  This  shows  only  traces  of  glands,  the  rest  being  a  solid 
mass  of  cells  with  great  irregularity  of  both  cells  and  nuclei.  Many 
giant  cells  with  central  and  peripheral  nuclei. 

This  tumor  recurred  in  the  stump  in  four  months  and  grew  rapidly 
(Figs.  5  and  6) .     It  was  checked  by  radium  for  a  time  but  not  lessened. 
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Fig.  7. — Adenoma   polyposum.     Proliferation   of   surface   epithelium    but   no 
evidence  of  malignancy  in  glands  or  stroma. 

The  diagnosis  in  this  case  is  given  as  sarcoma  on  account  of  the 
many  giaijt  cells  with  irregular  mitoses  in  the  stroma.  It  is  plainly 
not  a  carcinoma  and  yet  the  glands  show  marked  proliferation  and 
irregularity  of  cell  layering  and  mitoses.  But  there  is  no  invasion 
of  the  glands  nor  escape  of  cells  from  the  glands.  This  case  corre- 
sponds to  those  described  in  the  literature  as  carcinosarcomata,  but 
which  Meyer  regards  as  sarcomatous  polyps  with  proliferation  of 
the  surface  glands. 

The  next  case  is  No.  11997,  of  which  curetings  alone  were  received, 
consisting  of  yellowish  pieces  of  tissue.  These  show  microscopically, 
polypoid  masses  with  rounded  surfaces  covered  by  a  columnar 
epitheUum.  There  is  an  intensely  cellular  stroma  containing  rela- 
tively few  glands,  both  elements  undergoing  very  active  prolifera- 
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tion.  The  glands  show  an  enormous  multipUcation  of  the  epithelial 
cells  with  two  to  three  layers.  The  stroma  is  composed  of  spindle, 
round  and  giant  cells  with  many  nuclei,  all  showing  optical  unrest. 
In  this  instance  we  do  not  have  the  uterus  with  the  gross  tumor,  but 
the  histological  picture  is  identical  with  those  just  described,  namely, 
a  fibroadenomatous  polyp  (Fig.  7).  In  this  instance,  the  stroma 
apparently  becomes  sarcomatous,  the  scanty  glands,  however,  show- 
ing the  same  irregular  proUferation  as  in  the  other  cases. 

CHnically,  the  case  was  malignant,  the  patient  dying  from  a 
recurrence  within  eighteen  months. 

It  cannot  be  considered  a  carcinoma  because  the  stroma  changes 
were  the  more  extreme,  but  certainly  both  stromal  and  glandular 
proliferation  were  present  in  a  high  degree  (Figs.  8  and  9). 
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Fig.  8. — Mitotic  and  giant  nuclei  in  stroma  (sarcoma). 

I  wish  to  refer  to  one  other  case  which  occurred  in  the  clinic  of 
Professor  Schottlander  in  Vienna.  The  sections  and  descriptions  of 
this  were  loaned  me  by  Dr.  Schwarz.  This  also  gives  the  picture  of 
an  adenomatous  polyp,  identical  in  appearance  with  the  last  case. 
The  diagnosis  is  "Polyp  of  the  Corpus  with  glandular  carcinoma, 
with  extensive  infiltration  of  the  interstitial  tissue,  possibly  trans- 
formed into  sarcoma. 

From  these  cases  the  conclusion  may  be  drawn  that  this  class  of 
tumors  should  be  considered  fibroadenomata  polyposa  and  that  they 
undergo  malignant  changes  which  may  manifest  themselves  either 
in  the  glandular  or  in  the  stromatogenous  elements.     Character- 
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istically,  both  show  some  change  and  in  some  instances  it  is  impos- 
sible to  say  which  is  the  more  outspoken.  If  metastases  could  be 
examined,  it  would  throw  light  on  the  matter.  These  character- 
istics have  been  found  only  in  the  fundal,  tube  corner  adenomata  and 
they  appear  so  individual  to  these  tumors  that  they  might  properly 
be  called  adenofibroma  malignum,  without  assigning  them  definitely 
as  either  sarcomata  or  carcinomata. 

The  polypoid  adenoma  of  the  uterus  is  not  a  simple  glandular 
tumor,  but  it  belongs  to  the  group  of  fibroepithelial  growths  of  which 
the  breast  furnishes  the  type.  The  stroma  is  as  essentially  a  part 
of  the  neoplasm  as  are  the  glands.     In  some  polypi  the  stroma  alone 


Fig.  g. — Hyperplasia  of  both  glands  and  stroma  (carcinoma  ?). 

appears  without  any  glands,  though  of  course,  there  is  an  epithelial 
surface. 

There  occur  in  the  literature,  many  cases  described  as  carcino- 
sarcoma of  the  uterus,  some  of  which  seem  to  correspond  to  these 
maUgnant  polypoid  adenomata.  Meyer  in  Veits  Handbuch,  defines 
carcinosarcoma  as  a  double  tumor  of  two  independently  arising 
components,  a  mixture  and  a  side  by  side  growth  of  a  carcinoma  and 
a  sarcoma. 

Our  tumors  cannot  come  under  this  designation  since  they  are 
not  two  independent  tumors  plainly  carcinomatous  and  sarcomatous. 
In  fact,  a  single  representative  section  of  one  of  them.  Case  No.  1 1997, 
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was  sent  to  Professor  Meyer  who  gave  his  opinion  that  it  was  not 
carcinoma  but  inflammatory. 

Professor  Meyer  did  not  have  the  opportunity  of  examining  either 
the  gross  specimen  nor  all  the  sections.  The  patient  subsequently 
died  of  a  metastasis. 

Ewing  divides  the  reported  carcinosarcomata  of  the  uterus  into 
several  classes. 

The  first  seems  to  correspond  to  Meyer's  conception. 

The  second  includes  cases  where  two  tumors  arise  separately  but 
later  one  invades  the  other.  Thirdly,  at  a  point  where  a  submucous 
or  mural  sarcoma  meets  the  glandular  layer  a  carcinoma  results 
separately.  Four,  the  glands  in  a  sarcomatous  polyp  or  in  an 
inflammatory  polyp  may  become  carcinomatous.  Five  spurious 
cases,  really  carcinomata  but  with  a  diffuse  growth  simulating 
sarcoma. 

When  trying  to  assign  the  cases  here  reported  to  any  one  of  these 
groupings,  two  outstanding  facts  become  apparent,  first  that  they 
are  not  frank  sarcomata  and  secondly,  that  they  are  simple  polypoid 
adenomata  in  their  origin.  Without  reference  to  the  fact  that  mixed 
and  combination  tumors  of  the  uterus  occur,  there  yet  appears  to  be 
another  form  which  is  not  uncommon.  These  are  fibroadenomata 
originally  simple  but  which  have  undergone  malignant  change 
characteristic  in  both  glands  and  stroma.  They  are  not  carcino- 
sarcomata, for  the  glands  at  least  do  not  justify  that  diagnosis,  nor 
is  the  stroma  frankly  sarcomatous. 

It  is  probable  that  the  case  described  by  Ballin  belongs  to  this 
category  and  he  makes  the  same  assumption  that  we  do  in  regard 
to  the  origin  in  a  glandular  polyp  and  the  malignant  degeneration  of 
glands  and  stroma. 

The  peculiar  menstrual  cycle  of  the  uterus  may  have  a  bearing 
on  the  production  of  adenomata  by  acting  as  a  chronic  irritant. 

Not  only  is  there  intense  hyperemia  at  the  time  of  the  premenstrum 
but  also  there  is  an  outpouring  of  leukocytes  and  necrosis  of  tissue. 
Round  and  plasma  cells  give  evidence  of  a  chronic  inflammatory 
reaction. 

Schroeder  holds  that  the  tips  of  these  adenomata  are  not  desqua- 
mated together  with  the  rest  of  the  mucosa  during  menstruation, 
which  seems  plausible  in  view  of  the  fact  that  they  do  not  share  in 
the  secretory  stage.  This  would  certainly  be  difficult  to  estabhsh 
without  sections  of  polypi  at  the  time  of  menstruation,  but  assuming 
the  correctness  of  the  statement  we  have  a  reason  for  their  growth, 
in  that  they  are  not  desquamated  at  every  menstrual  period.     The 
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frequency  of  their  occurrence  at  the  tube  corners  is  to  be  attributed 
to  the  irritation  of  tubal  secretions. 

In  general  a  relationship  between  the  number,  form  and  size  of 
uterine  glands  and  hemorrhage  does  not  exist,  so  that  a  polypus 
per  se  is  not  necessarily  a  cause  of  hemorrhage.  At  times  one  may 
see  in  the  gross  specimen  a  definite  bleeding  point  in  a  polypoid 
adenoma  where  a  vessel  has  ruptured  into  a  cystic  gland.  These 
undoubtedly  are  local  sources  of  hemorrhage. 

There  remains  to  mention  the  diffuse  adenoma  polyposum  fungo- 
sum  where  the  whole  endometrium  is  converted  into  a  shaggj^ 
coat.  An  instance  of  this  is  No.  8848  already  reported  by  Dr.  Grad. 
This  occurred  in  a  girl  of  eighteen  years,  who  was  first  curetted  of  a 
very  large  amount  of  tissue  showing  intense  hyperplasia  of  very- 
simple  glands,  the  cells  of  which  were  perfectly  regular  and  gave  no 
suggestion  of  malignancy.  The  condition  rapidly  recurred  and  a 
complete  hysterectomy  was  done.  The  sections  again  showed  no 
evidence   of   malignancy   although   the   h^'perplasia   was   extreme. 

Finally  it  must  be  mentioned  that  some  adenomatous  polyps 
of  histologically  benign  appearance  recur  repeatedly  after  removal. 

141  West  One  Hundred  and  Ninth  Street. 
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CYSTS  OF  THE  CORPUS  LUTEUM.* 

BY 
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New  York.  N.  Y. 
(With  five  illustrations.) 

Cysts  of  the  corpus  luteum  were  first  described  by  Rokitansky. 
The  diagnosis  of  these  cysts  has  been  greatly  favored  by  exact 
histological  examinations  which  were  still  further  facilitated  by 
the  recognition  of  the  various  stages  in  the  formation  and  regression 
of  the  normal  corpus  luteum.  Our  theme  concerns  cysts  of  the  cor- 
pus luteum,  specifically  omitting  any  detailed  discussion  on  cysts 
formed  in  lutein  tissue  in  general.  It  will,  therefore,  not  include  the 
well-known  lutein-cystoma  occurring  in  cases  of  hydatid  moles  or 
chorioepithelioma  which  we  have  dealt  with  extensively  in  a  previous 
paper. 

The  cysts  of  the  corpus  luteum  vary  in  size  from  about  i  cm. 
diameter  to  the  size  of  a  child's  head.  Such  large  cysts,  however, 
are  rare  and  the  most  common  types  are  those  from  3  to  6  cm. 
diameter.  They  are  almost  always  lined  with  a  smooth  or  slightly 
corrugated  light  gray  membrane,  they  never  contain  anypapillations. 
The  contents  of  the  cyst  cavity  show  an  amber  color  or,  in  proportion 
to  the  admixture  of  blood,  irregularly  distributed  purple  areas 
which  give  the  semisolid  gelatinous  nucleus  of  the  cyst  its  char- 
acteristic appearance.  The  partially  Hquid  gelatinous  contents  are 
composed  of  network  of  fibrin  in  the  meshes  of  which  clots  of  albumin 
and  red  cells,  mostly  altered,  are  suspended.  In  contradistinction 
to  the  loose  clots  found  sometimes  in  serous  cysts,  one  finds  the 
gelatinous  contents  of  corpus  luteum  cysts  filhng  the  entire  cavity 
and  adherent  to  the  inner  surface  of  the  cyst  wall,  due  to  the  com-  - 
pression  of  fibroblasts  toward  the  periphery.  The  histological  struc- 
ture of  this  corresponds  to  the  stage  of  corpus  luteum  formation 
in  which  the  metamorphosis  into  a  cyst  took  place.  The  width  of 
foUicle-lutein  cell  is  dependent  on  the  phase  of  lutein- cell  formation 
during  which  the  further  regular  structural  changes  were  arrested 
when  the  corpus  luteum  was  converted  into  a  cyst.  But  this  state- 
ment must  be  restricted  to  young  cysts  only  since  the  lutein-cell 
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layer  disappears  completely  in  older  cysts,  leaving  only  a  wavy  or 
even  straight  fibrous  membrane  poor  in  cells,  largely  hyaline, 
and  lacking  in  any  kind  of  epithelial  lining.  This  latter  fact  is  fairly 
significant  although  there  are  follicular  and  serous  cysts  which 
often  show  no  lining  epithelium.  The  former  cysts,  however, 
are  bound  by  dense  ovarian  stroma,  while  the  latter  very  seldom 
show  a  fibrous  inner  wall  resembUng  the  fairly  characteristic  band 
of  hyaline  fibrous  tissue  found  in  corpus  luteum  cysts.  It  is,  there- 
fore, in  most  cases  of  cysts,  even  without  lutein  tissue  in  the  wall, 
not  difficult  to  diagnose  one  of  the  previously  mentioned  kinds  and 
to  distinguish  corpus  luteum  cysts  from  them.  The  lutein  cystomata 
occurring  bilaterally,  in  connection  with  hydatid  mole  and  chorio- 
epithelioma,  are  always  multilocular  on  account  of  their  origin 
from  several  centers  of  lutein-cell  formation  (atresic  follicles,  lutein 
hyperplasia  during  pregnancy)  (L.  Seitz). 

The  corpus  luteum  cyst  must  be  classed  as  a  retention  cyst  and 
it  is  capable  of  proliferation  in  the  sense  in  which  one  speaks  of 
neoplastic  structures  originating  from  serous  or  pseudomucinous 
cysts.  There  are  evidences  that  these  cysts  cannot  form  before  a 
fibroblastic  layer  has  been  deposited  on  the  lutein  cells  of  the  corpus 
luteum.  Real  cysts  always  show  an  inner  lining  of  fibroblasts  on 
top  of  the  lutein-cell  layer.  From  the  above  mentioned  phase  on, 
one  finds  lutein  cysts  formed  with  the  structures  typical  of  the  stage 
of  metamorphosis.  Even  corpus  albicans  cysts  are  not  infrequent. 
They  usually  do  not  measure  more  than  2  or  3  cm.  in  diameter  and 
might,  on  superficial  inspection,  be  confused  with  fibromata  of 
the  ovary  since  the  cyst  cavity  itself  is  comparatively  small. 

The  corpus  luteum  cyst  shows  specific  properties  which  do  not 
seem  to  be  fully  appreciated  by  the  clinician.  It  is  evident  that  in 
order  to  judge  its  clinical  significance,  one  must  be  able  to  recognize 
the  corpus  luteum  cyst  on  macroscopical  inspection.  A  few  points 
have  already  been  mentioned  which  might  assist  in  diagnosing  the 
cyst  formation  correctly.  Yet,  if  the  least  traces  of  a  lutein 
layer  are  absent,  the  diagnosis  often  cannot  be  made  without  the 
use  of  the  microscope.  The  lack  of  papulations,  the  fact  that  the 
corpus  luteum  cyst  is  practically  always  unilocular,  the  presence 
of  a  semiliquid,  often  hemorrhagic  gelatinous  clot,  are  of  importance 
(Figs.  I  and  2).  The  whitish,  very  thin  lining  membrane  cannot  be 
separated  from  the  surrounded  ovarian  stroma  as  in  serous  cysts. 
The  corpus  luteum  cyst  is  never  intraligamentory,  its  size  is  limited. 
Corpus  nigrum  cysts  which  differ  macroscopically  only  in  their  con- 
tents are  characteristic  enough  on  account  of  the  pitch-like  dark 
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brown  or  black  grumous  material  filling  the  cyst  cavity  (Fig.  4). 
A  frequent  occurrence  is  abscess  formation  in  corpora  lutea  which 


Fig.  I. — Corpus  luteum  cyst  with  corpus  luteum  of  pregnancy  at  the  edge  of 
the  cut  cyst  wall  (^3  natural  size). 


Fig.  2. — Cystic  corpus  luteum  of  pregnancy  (X2  natural  size). 

changes  the  ovary  into  a  pyovarium.  It  is,  however,  improbable 
that  this  transformation  can  occur  after  a  uniform  fibrous  membrane 
lines  the  cyst  cavity.     In  most  cases  of  corpus  luteum  abscess 
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one  cannot  offer  any  certain  proof  of  this  particular  change  since 
lutein  cells  and  hyaline  membrane  are  completely  replaced  by  a 
granulation  tissue. 

It  is  of  clinical  importance  that  the  cyst  wall  is  rather  fragile 
and  liable  to  burst  during  bimanual  examination,  a  fact  well  known 
to  most  gynecologists.  Since  the  contents  are  sterile  and  the 
cyst  does  not  recur,  it  matters  little  if  such  an  accident  happens. 
This  fact  is  probably  responsible  for  the  divergence  of  opinion  that 
occurs  when  one  examiner  diagnoses  a  cyst  and  ruptures  it  unin- 
tentionally, so  that  the  succeeding  examiner  denies  the  presence  of 
any  pelvic  tumor. 
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Fig.  3. — -Wall  of  corpus  luteum  cyst  (medium  magnification).  Hyaline 
fibrous  tissue  lining  cyst  wall.  Underneath  broad  layer  of  lutein  cells  with 
beginning  regressive  metamorphosis. 

In  order  to  understand  the  histogenesis  of  the  various  forms  of 
corpus  luteum  cyst  one  has  to  refer  to  the  histological  elements 
composing  the  cyst  wall  (Fig.  3).  The  lutein  cells,  if  present,  are 
derived  from  granulosa  cells  and,  in  certain  cases,  one  is  able  to  find, 
as  in  ordinary  corpora  lutea,  the  remnants  of  slightly  altered  granu- 
losa cells  in  one  portion  of  the  cyst  wall.  This  necessitates  the  as- 
sumption of  an  irregularity  in  the  normal  cycle  of  changes,  a  rather 
frequent  occurrence  in  corpora  lutea.  The  fibrous,  later  hyaline 
membrane,  is  formed  from  fibroblasts  deposited  on  the  inner  surface 
of  the  follicle  lutein  layer  and  the  fibroblastic  cells  are  probably 
derivatives  of  endothelial  cells  hning  the  numerous  young  capillaries 
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between  the  columns  of  lutein  cells.  One  cannot  very  well  assume 
that  the  theca-lutein  cells  which  radiate  from  the  periphery  of  the 
corpus  luteum  toward  the  Hquid,  semiliquid  or  hemorrhagic  nucleus 
of  the  corpus  luteum  furnish  fibroblasts, 

Schroeder  found  in  corpus  luteum  cysts  a  single  layer  of  endothelial 
cells  lining  the  fibrous  layer.  I  have  been  unable  to  demonstrate  this 
layer  although  a  flattened  continuous  line  of  fibroblasts  might  give 
that  impression.  Histogenetically  these  two  elements  are  of  the 
same  origin.     The  red  cells  in  the  cystic  center  as  well  as  the  lutein 


"T*  ^'^  r*  \  ^> :. ..  r  -•'**  •r:''-'^*.»> 


Fig.  4. — Wall  of  corpus  nigrum  cyst.     Large  pigment  containing  endothelial 

leukocytes. 


leukocytes. 

cells  in  the  wall  disappear  in  the  course  of  time,  the  latter  take  up 
large  amounts  of  fat  and  seem  to  become  absorbed  rather  rapidly. 
The  fluid  which  is  present  in  normal  corpora  lutea  is  completely 
absorbed  during  the  formation  of  the  corpus  albicans. 

This  fluid  (plasma)  probably  cannot  be  absorbed  as  rapidly  because 
a  rigid  hyaline  membrane  Hues  the  nucleus  of  the  corpus  luteum. 
It  is  hardly  conceivable  that  the  amount  of  cyst  fluid  can  be  increased 
after  that  event  since  its  production  seems  to  be  dependent  on  hemor- 
rhages and  the  numbers  of  the  capillaries  formed  in  the  early  stages  of 
the  corpus  luteum  formation.  It  is  generally  asserted  that  secondary 
hemorrhages  in  the  corpus  luteum  wall  occur  at  the  onset  of  menstru- 
ation or  just  before  that  time  (Marcothy,  R.  Meyer).     This  latter 
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incident  might  possibly  increase  the  amount  of  fluid  or  it  might  be 
responsible  for  the  pigmentations  one  finds  in  cystic  corpus  luteum 
as  well  as  in  corpus  albicans.  That  extensive  hemorrhages  (second- 
dary)  must  be  responsible  for  the  pitch-hke  mass  found  in  corpus 
nigra,  must  be  conjectured  since  there  is  no  other  obvious  reason  for 
the  formation  of  so  large  an  amount  of  the  hematogenous  pigment. 
The  amount  of  fluid  collecting  in  the  cavity  of  the  burst  folUcle 
and  the  rapidity  with  which  the  fibrous  lining  membrane  is  formed, 
are  responsible  for  the  formation  of  the  retention  cyst;  the  secondary 
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Fig.   5. — -Vacuolized  lutein  cells  with  pycnotic  nuclei.     Hyaline  fibrous  tissue 
above,  lutein  cells  with  diminished  cell  protoplasm  below. 


hemorrhages  explain  corpus  nigrum  cysts.  The  follicle  lutein  cells 
are  naturally  not  a  permanent  structure.  They  disappear  within 
a  certain  time.  It  is  plain  enough  that  lutein  cysts  are  far  more 
common  then  they  are  diagnosed,  since  one  generally  confuses  them 
with  other  cysts  having  serous  contents.  Epithelium  is  very  sel- 
dom found  (E.  Fraenkel,  L.  Fraenkel).  When  it  occurs,  it  is  prob- 
ably secondary  to  invasion  from  the  germinal  epithelium  of  the 
ovarial  surface  (E.  Runge).  Among  several  scores  of  lutein  cysts 
we  have  seen  only  one  with  an  interrupted  lining  or  irregular 
nonciliated  cuboidal  cells,  generally  larger  than  germinal  epithelial 
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cells.     The  irregularity  in  size  of  the  cells  and  nuclei  suggested  the 
presence  of  foreign  cells. 

The  resorption  of  lutein  cells  is  preceded  by  pycnosis  of  the  cell 
nuclei;  the  protoplasm  becomes  vesicular,  entirely  transparent  and 
disappears  first  so  that  the  stroma  imderneath  the  hyaline  fibrous 
layer  sometimes  contains  a  number  of  nuclear  fragments  without 
any  other  parts  of  the  lutein  cells.  One  never  sees  any  signs  of 
necrosis  nor  detritus.  The  vesicular,  irregular  cell  forms  are  due 
to  vacuolization  (Fig.  5). 

CONCLUSIONS. 

The  foregoing  article  describes  the  histogenetic  mechanism  of  the 
formation  of  lutein  cysts  without  referring  to  its  ultimate  etiology. 
The  histological  particulars  of  these  cysts  permit  of  a  correct  diag- 
nosis even  if  no  traces  of  lutein  cells  are  found.  They  form  a  distinct 
clinical  entity  in  so  far  as  their  macroscopical  and  microscopical 
recognition  is  of  importance  in  reference  to  the  prognosis  of  the 
case.  The  relationship  of  the  cysts  of  the  corpus  luteum,  the 
corpus  nigrum  and  the  corpus  albicans,  have  been  considered  with 
regard  to  their  probable  origin. 

154  East  Ninety-first  Street. 
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A  NONOPERATIVE  PROCEDURE  FOR  THE  TREATMENT 
OF  CERVICITIS  AND  ENDOMETRITIS. 

BY 
A.  R.  HOLLENDER,  M.   D.  and  W.  M.  GRATIOT,  M.   D., 

Mineral  Point,  Wis. 

Curettage  has  long  been  employed  as  the  radical  treatment  for 
chronical  cervical  and  endometritic  disease.  The  gynecologist  de- 
sirous of  producing  a  cure,  after  temporizing  unsuccessfully  with 
various  applications,  readily  took  to  the  use  of  the  curet,  although 
well  aware  of  the  dangers  frequently  incurred  with  this  instrument. 

Millions  of  women  are  sufferers  of  chronic  cervicitis,  while  a  much 
smaller  number  are  affected  with  endometritis  uncomplicated  by 
peritoneal  disease.  Thousands  yearly  submit  to  operation,  while 
others,  in  dread  of  surgical  interference,  neglect  their  ailment,  only 
to  allow  the  disease  to  extend  and  involve  other  organs.  There 
has  not  been  a  suitable  nonoperative  procedure  for  the  cure  of 
localized  uterine  disease  until  a  short  time  ago,  when  the  application 
of  the  bismuth  paste  method  was  suggested  by  Dr.  Emil  G.  Beck 
of  Chicago.  Since  then,  numerous  cases  of  cervicitis  have  been 
successfully  treated  without  the  use  of  the  curet. 

The  method  is  simple  and  the  good  results  obtained  are  based  on 
large  numbers  of  cases.  It  is  only  natural  then,  that  with  a  satis- 
factory nonsurgical  treatment  at  our  command,  that  curettage  has 
fallen  into  disrepute. 

In  cases  in  which  there  is  an  erosion  of  the  cervix,  40  per  cent, 
silver  nitrate  solution  is  applied  to  the  eroded  surface  and  into  the 
cervical  opening  by  means  of  an  applicator.  If  there  is  no  erosion, 
this  initial  step  may  be  unnecessary.  One  dram  of  Beck's  bismuth 
paste  (a  mixture  of  10  per  cent,  bismuth  subnitrate  and  90 
per  cent,  vaseline)  is  injected  into  the  cervical  canal  either  by  the 
use  of  a  glass  intrauterine  syringe  (Fig.  i)  or  a  special  metal  syringe 
adapted  for  this  purpose.  If  the  cervical  opening  cannot  be 
easily  reached  a  rubber  catheter  attached  to  the  nozzle  of  the  syringe 
makes  it  easily  accessible.  The  metal  syringe  which  has  been  made 
for  use  in  these  cases^  is  especially  serviceable  to  one  not  thoroughly 
familiar  with  the  practical  steps  of  the  method,  as  the  exact  amount 

'  Made  by  r^Iueller,  of  Chicaso. 
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of  paste  for  injection  can  be  accurately  gauged.  From  one  to  two 
turns  of  the  cork-screw  device  introduces  enough  of  the  paste  for  a 
single  treatment  (Fig.  2). 

Surgeons  accustomed  to  the  use  of  bismuth  paste  for  injecting 
suppurative  sinuses  must  make  a  change  when  injecting  the  paste 
into  the  cervix.  For  sinus  work  a  hquid  paste  is  employed;  for 
uterine  injections  the  paste  must  be  cold.     For  a  hquid  paste  would 


Fig.   I. — Glass  uterine  syringe  for  Fig.  2. — Syringe  originally  devised  for 

injecting  bismuth  paste  into  the  sinus  work  and  now  adapted  for  uterine 
cervical  canal.  injection. 

easily  ascend  and  enter  the  Fallopian  tubes  and  prove  dangerous 
by  pushing  infective  material  ahead  of  it.  The  uterine  cavity  is 
distended  with  the  cold  paste.  It  is  obvious  that  great  care  must 
be  exercised  and  no  undue  force  exerted  if  the  glass  syringe  is  used. 
As  a  rule  from  two  to  four  injections  weekly  will  efifect  a  cure  in  a 
comparatively  short  time. 

Since  the  prehminary  report  of  this  method  in  the  Wisconsin 
Medical  Journal  (Vol.  xvii,  No.  5,  Oct.,  1918)  we  have  had  many 
inquiries  and  suggestions  from  physicians  with  reference  to  the  use 
of  other  preparations  instead  of  the  bismuth  paste.  The  bismuth- 
iodoform  paste  was  suggested  by  a  certain  group  of  Eastern  phy- 
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sicians  in  the  application  of  the  method  reported  by  us  and  devised 
by  Dr.  Beck.  We  have  found  no  advantage  in  using  this  or  any 
other  modification  of  the  paste,  since  the  paste  as  we  are  now  using 
it  answers  the  purpose  so  well. 

The  use  of  bismuth  paste  gauze  for  vaginal  packing  was  mentioned 
in  a  preUminary  article.  There  is  no  danger  in  using  this  packing 
and  the  physician  employing  it  can  make  it  fresh  when  needed  by 
dipping  long  strips  of  gauze  in  a  semiUquid  paste.  As  this  packing 
does  not  enter  the  uterus,  no  harm  can  be  done  by  using  the  paste 
warm. 

The  authors  wish  to  call  special  attention  to  the  fact  that  it  is 
very  important  to  take  a  history  in  every  case  preparatory  to  treat- 
ment. There  is  an  absolute  contraindication  to  injecting  the  paste 
into  a  pregnant  uterus.  The  paste  would  in  such  an  instance 
act  as  a  foreign  body  and  be  the  means  of  causing  an  abortion. 
For  this  reason  one  must  be  very  careful  to  obtain  an  accurate 
history. 

Since  the  publication  of  the  preliminary  report  twenty-one  cases 
have  come  under  our  care  for  this  treatment,  and  of  these  all  but 
four  have  already  been  discharged  as  cured.  Two  of  this  series  had 
at  an  earlier  time  been  curetted,  but  with  temporary  rehef  only. 
We  have  had  reports  from  others  who  have  adopted  the  paste 
method  in  their  practice  and  the  results  noted  have  indeed  been 
encouraging. 

We  wish  again  to  emphasize  the  fact  that  the  treatment  is  simple 
and  can  be  carried  out  in  the  ofiSce  as  easily  as  the  old-fashioned 
tampon  method.  It  is  essential,  however,  to  be  fully  equipped- for 
this  work,  as  one  cannot  expect  results  by  using  improvised  syringes 
and  all  sorts  of  mixtures  instead  of  the  bismuth  paste  now  univer- 
sally used. 

The  detailed  steps  in  the  procedure  are  described  in  the  preliminary 
report,  but  for  those  who  undertake  the  method  from  the  suggestions 
given  in  this  report,  we  urge  discrimination  in  the  selection  of  cases. 
All  such  methods  and  operations  are  not  without  danger  and  unless 
care  and  judgment  are  employed  in  the  selection  of  the  case  and  the 
interpretation  of  the  plan  of  treatment,  successful  results  without 
dangerous  consequences  cannot  be  attained. 
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ADENOMYOMA  OF  THE  RECTOVAGINAL  SPACE.* 

BY 
ALFRED  HEINEBERG,  M.  D., 

Philadelphia,"  Pa. 

A  more  extensive  review  of  the  literature  on  adenomyoma  of  the 
rectogenital  space  since  reporting  a  case  before  this  Society  on 
November  2,  1916,  has  brought  to  light  some  additional  features  of 
interest  regarding  this  comparatively  rare  growth. 

The  desire  to  amplify  the  clinical  picture  which  I  then  drew  as  well 
as  to  put  on  record  two  cases  which  have  since  come  under  my  obser- 
vation form  the  incentive  for  this  communication. 

Lockyer  in  his  monograph  on  "fibroids  and  allied  tumors"  pre- 
sents the  most  exhaustive  and  instructive  study  of  adenomyomas  of 
the  rectogenital  space  to  be  found  in  English.  It  is  from  his  review 
of  47  cases  collected  from  the  literature  as  well  as  to  the  thorough  and 
careful  work  of  Cullen  in  eight  cases  reported  that  I  am  indebted 
for  much  of  the  information  herein  presented.  Adenomyomas  of 
the  rectogenital  space  may  vary  in  extent  between  wide  limits. 

The  classification  of  Cullen  with  some  modification  well  describes 
the  different  degrees  of  extension  of  this  tumor.  He  classifies 
them  as  follows : 

1.  "Small  adenomyomas  lying  relatively  free  in  the  rectovaginal 
septum."  To  which  might  be  added  the  small,  discreet  adenomyoma 
situated  in  the  posterior  wall  of  the  supravaginal  cervix,  but  as  yet 
not  adherent  to  the  rectum. 

2.  "Adenomyomas  adherent  to  the  posterior  surface  of  the  cervix 
and  at  the  same  time  to  the  anterior  surface  of  the  rectum." 

3.  "Adenomyomas  gluing  the  cervix  and  rectum  together  and 
spreading  out  into  one  or  both  broad  ligaments." 

4.  "Adenomyomas  involving  the  posterior  surface  of  the^cervix, 
the  rectum  and  broad  ligaments,  and  forming  a  dense  pelvic  mass 
that  cannot  be  Uberated." 

"Of  course,  one  group  merges  imperceptibly  into  another,  and  a 
case  which  to-day  belongs  to  Group  i  may  in  a  few  years  belong  to 
Group  2  or  Group  3." 

*Read  at  a  meeting  of  the  Philadelphia  Obstetrical  Society,  Januarj-,  1919. 
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In  this  classification  CuUen  might  have  well  included  the  various 

changes  produced  in  the  vaginal  wall  by  the  tumor.     In  some  cases 

the  vaginal  membrane  shows  no  change  whatsoever.     In  others  it  is 

puckered,  or  presents  elevated  bluish  areas,  or  a  small  teat-like 

projection.     Extensive  papiUiferous  excrescence  in  the  upper  part  of 

the  posterior  vaginal  wall  has  been  described  in  four  cases.     One 

each  by  Kleinhaus  (1904),  Moraller  (1908),  Heineberg  (1916)  and 

Cullen  (1917). 
The  nature  or  extent  of  vaginal  involvement  bears  no  relation  to 

the  size  of  the  tumor.     In  some  of  the  most  extensive  tumors  the 

vaginal  wall  though  firmly  adherent  to  the  mass  was  not  otherwise 

involved.     The  association  of  adenomyomas  of  the   rectogenital 

space  with  myomas  of  the  uterus  has  been  reported  by  Kleinhaus, 

Sitzenfrey,  Moraller,  Wilson  and  Cullen  (three  cases).    Two  cases 

complicated  by  carcinoma  of  the  cervix  have  been  reported  by  R. 

Meyer. 

One  of  the  cases  which  I  herewith  present  belongs  to  Class  i 

the  other  to  Class  2  of  Cullen's  classification. 

Case  I. — Mrs.  A.  B.,  aged  forty-five  years,  married.  Referred 
to  me  on  June  5,  1918,  by  Dr.  N.  G.  Allebach,  of  Sauderton,  Pa. 

Since  abortion  twelve  years  ago  she  has  noticed  a  protrusion  from 
the  vulva.     Difficulty  in  defecation  and  headaches. 

Puberty  occurred  at  twelve;  the  periods  have  always  been  irre- 
gular and  painful.  She  has  been  married  seventeen  years,  had  two 
pregnancies;  one  terminating  in  spontaneous  dehvery  sixteen  years 
ago,  the  other  in  abortion  eleven  years  ago. 

Three  years  after  the  birth  of  her  child  she  was  told  by  a  physician 
that  she  had  falling  of  the  womb. 

Her  chief  complaint  is  general  abdominal  pain  which  has  been 
present  for  a  number  of  years,  but  has  recently  become  more  severe 
and  disturbs  her  sleep. 

Diagnosis. — Prolapsus  uteri  and  adenomyoma  of  the  recto- 
♦vaginal  septum. 

The  uterus  was  prolapsed  so  that  the  cervix  protruded  partly 
through  the  vaginal  orifice.  On  digital  examination  a  hard,  indu- 
rated, irregular  mass  2  cm.  in  diameter  was  found  in  the  posterior 
vaginal  wall,  about  5  cm.  above  the  vaginal  orifice.  The  surface  of 
the  mass  is  nodular  and  presents  four  or  five  polypi  projecting  into 
the  vagina.  On  rectal  examination  the  mass  can  be  determined  to  be 
situated  between  the  rectal  and  vaginal  walls.  The  rectal  mucosa  is 
somewhat  movable  over  the  mass  and  is  apparently  not  involved. 
Induration  of  the  pelvic  connective  tissue  extending  from  the  tumor 
to  the  lateral  walls  of  the  pelvis  can  be  determined,  producing 
fixation  of  the  tumor.  On  inspection  the  polypi  which  were  deter- 
mined by  digital  touch  can  be  seen,  being  about  0.5  cm.  in  length  and 
0.25   cm.   in   transverse  diameter.     Most  of   them  have  the  color 


528    heineberg:  adenomyoma  of  the  rectovaginal  space 

of  the  vaginal  wall,  only  one  of  them  being  distinctly  bluish.  The 
patient  suffers  from  chronic  retention  of  urine.  On  preliminary 
abdominal  examination  a  globular  cystic  mass  was  determined 
extending  from  pubes  almost  to  the  umbilicus.  This  mass  had  been 
noted  by  Dr.  Allebach.  It  disappeared  on  the  removal  of  about  700 
cc.  of  urine  through  a  catheter. 

Operation. — June  12,  191 8 — Jefferson  Hospital.  Nitrous  oxide — 
ether  anesthesia.  On  account  of  the  patient's  low  vitaHty  it  was 
decided  to  remove  as  much  of  the  tumor  as  possible  through  vaginal 
section.  The  area  of  excrescence  was  encircled  with  an  incision 
through  the  vaginal  wall  and  the  tumor  dissected  from  the  rectum. 
As  much  of  the  lateral  infiltrating  mass  as  possible  was  removed,  and 
the  opening  in  the  vaginal  wall  was  closed  without  drainage. 

Report   No.    1. — Pathological    report   submitted   by   Dr.    Ellis. 

Specimen:  Growth  from  rectovaginal  wall. 

Specimen  is  a  mass  of  reddish,  fairly  soft  tissue  2.5  by  i  by  0.5  cm. 
A  portion  of  one  surface  has  a  gray  smooth  covering  appearing  like 
mucous  membrane.     At  one  point  this  is  elevated  by  a  small  cyst. 

The  specimen  was  cut  transversely  at  midpoint  and  sections  made 
from  the  two  pieces. 

Microscopically,  the  sections  have  one  border  of  vaginal  squamous 
epithehum  and  its  underlying  dense  connective  tissue.  The 
remainder  of  the  sections  is  of  muscle  and  fibrous  tissue.  In  places 
the  former  has  the  appearance  of  being  part  of  the  wall  of  a  tube  but 
for  the  greater  part  the  arrangement  of  the  two  is  the  irregular 
intertwining  seen  in  the  fibromyomata.  The  two  are  nearly  equal 
in  amount  with  the  muscle  predominating.  In  this  structure  are 
scattered  small  areas  having  the  general  architecture  of  endometrium, 
that  is,  tubules  lined  by  columnar  epithehum  and  surrounded  and 
separated  by  cellular  tissue  exactly  Uke  the  intertubular  supporting 
tissue  of  the  endometrium.  In  some  of  these,  especially  those  near- 
est the  epithelial  surface,  the  tubules  are  dilated  to  form  small  cysts. 
One  of  these  showed  in  the  gross  specimen.  These  islands  of  glandu- 
lar tissue  are  entirely  like  those  found  in  some  myomata  of  the  uter- 
ine wall. 

Diagnosis:  Adenomyoma  of  rectovaginal  wall. 

Case  II.— Mrs.  M.  C.  Referred  by  Dr.  N.  G.  Allebach  oi 
Souderton,  Pa.,  September  4,  1918.  Aged  forty-two  years,  married 
twenty-four  years.     No  pregnancy. 

About  two  years  ago  suffered  sudden  aphasia  beginning  about 
10:30  p.  M.  associated  with  numbness  and  paresis  of  extremities, 
especially  left  side.  The  aphasia  lasted  twenty-four  hours,  but  the 
paresis  lasted  a  few  days  longer.  A  second  attack  occurred  more 
severely  a  year  later  and  began  after  retiring.  Less  severe  attacks 
have  occurred  at  irregular  intervals  during  the  last  year. 

Has  had  no  skin  eruption  or  falling  hair.  On  one  occasion  her 
voice  suddenly  returned  after  being  frightened. 

She  was  brought  for  pelvic  examination  to  determine  if  any 
uterine  lesion  existed  which  might  have  been  the  exciting  cause  of 
the  aphasia  which  was  evidently  hysterical. 
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Pelvic  examination  revealed  no  abnormality  except  a  nodule  about 
the  size  of  a  pea  imbedded  in  the  posterior  wall  of  the  cervix  above 
the  vagina.  The  vaginal  wall  appeared  to  be  attached  to  it.  I 
had  no  hesitancy  in  diagnosing  a  very  early  adenomyoma. 

Operation. — December  20,  1918.     Ether  anesthesia. 

A  transverse  incision  was  made  in  the  posterior  vaginal  wall  just 
below  the  nodule.  The  nodule  was  found  to  be  attached  to  the 
posterior  uterine  wall  beneath  the  peritoneum.  On  attempting 
to  dissect  the  peritoneum  from  it,  however,  the  peritoneal  cavity 
was  entered.  The  nodule  was  grasped  in  a  toothed  forceps  and  dis- 
sected out  with  scissors.  The  opening  was  then  closed  with  inter- 
rupted catgut  sutures. 

Report  No.  2. — Pathological  report  by  Dr.  Ellis. 

Specimen:  Tissue  from  uterine  wall. 

Specimen  is  a  mass  of  tissue  2.5  by  i  by  0.4  cm.  It  is  in  alcohol 
and  quite  firm,  especially  toward  one  end  where  it  is  thickest.  The 
thinnest  end  is  of  adiposa. 

Sections  are  largely  of  fibrous  tissue  with  at  one  end  some  adiposa. 
The  thick  portion  is  of  fibrous  tissue  and  muscle  in  interlacing 
bundles  as  found  in  fibromyomata.  In  this  are  several  small  areas 
of  gland  structure  resembhng  endometrium.  Each  has  two  or  three 
tubes  lined  by  columnar  epithelium  and  separated  from  each  other 
and  from  the  surrounding  tissue  by  collections  of  mononuclear 
cells.  The  lining  epithelium  of  the  tubules  has  centrally  placed 
nuclei.  Some  of  the  tubules  are  fairly  large  and  others  have  ap- 
parently been  compressed  by  the  surrounding  tissue  until  they  are 
very  small  flattened  spaces  bordered  by  only  a  few  cells  which  are 
encroached  upon  by  fibrous  tissue.  The  sections  have  no  border  of 
epithehum  or  other  distinguishing  feature  by  which  its  site  could  be 
determined. 

Diagnosis:  Adenomyoma  of  uterine  wall. 

The  symptom-complex  of  adenomyoma  of  the  rectogenital  space 
which  I  described  in  my  previous  paper  after  study  of  seventeen  cases 
reported  in  literature  was  as  follows:  Symptoms — The  chief 
symptoms  are  pain  and  menorrhagia.  Pain — Two  types  are  des- 
cribed, a  grinding  sensation  in  the  lower  abdomen  and  a  distressing 
fullness  or  pressure  in  the  rectum,  aggravated  during  defecation. 
The  latter  is  the  more  characteristic.  Its  relation  to  menstruation 
is  usually  distinct,  being  more  pronounced  at  that  time  and  much 
abated  or  even  absent  between  the  periods.  An  interesting  as  weU 
as  important  point  is  the  persistence  of  the  painful  pressure  in  the 
rectum  for  several  days  after  the  cessation  of  the  menstrual  flow. 
This  feature  of  the  pain,  when  present,  should  serve  to  distinguish 
it  from  ordinary  dysmenorrhea.  The  exacerbation  in  the  pain 
during  the  menstrual  periods  is  ascribed  to  the  swelling  in  the  tumor 
which  is  claimed  by  CuUen  to  occur  in  adenomyoma  "no  matter 
where  situated." 
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Lockyer  places  importance  upon  painful  coitus  as  the  first  symp- 
tom which  might  occur.  In  several  cases  it  appeared  even  while 
the  tumor  was  small  and  had  not  as  yet  involved  the  vaginal  wall. 

Hemorrhage. — In  nearly  all  cases  menorrhagia  occurs.  In  some 
the  bleeding  exhibits  itself  as  prolongation  in  time  of  the  period,  in 
others  as  excessive  flow  during  a  period  of  normal  duration,  and  in 
still  others  as  a  combination  of  both  features. 

Continuous  or  almost  continuous  vaginal  hemorrhage  is  recorded 
in  several  cases.  Spontaneous  bleeding  from  the  rectum  was  noted 
in  two  instances. 

Physical  Signs. — The  uniformity  in  the  descriptions  of  the  physical 
manifestations  of  the  reported  tumors  is  remarkable.  It  presents 
itself  as  a  dense  indurated,  nodular  or  flattened  mass  beneath  the 
upper  part  of  the  posterior  vaginal  wall,  to  which  it  is  usually  closely 
adherent  as  well  as  the  rectal  wall.  When  of  large  size  or  situated 
high  up  the  mass  becomes  fixed  to  the  supravaginal  cervix  and  is 
movable  only  with  it.  It  spreads  along  the  route  of  the  pelvic 
connective  tissue  and  involves  the  broad  and  uterosacral  ligaments 
extending  even  to  the  pelvic  walls.  In  such  cases  the  entire  pelvic 
contents  become  fixed  as  in  massive  pelvic  cellulitis.  In  only  a  few 
cases  are  the  nodules  freely  movable  and  not  firmly  attached  to  the 
surrounding  organs.  The  tumor  may  be  more  distinctly  outlined  by 
the  finger  in  the  rectum  than  in  the  vagina.  At  the  same  time  the 
mobility  of  the  rectal  mucous  membrane  over  the  mass  can  be  deter- 
mined. The  rectal  examination  will  also  best  make  manifest  the 
extent  to  which  the  tumor  has  penetrated  the  pelvic  connective  tissue. 

One  of  the  interesting  features  which  I  noted  in  reviewing  the 
literature  of  this  subject  is  that  30  of  the  52  reported  cases  have  come 
under  the  observation  of  only  seven  authors;  as  foUows: 

R.  Meyer,  4  cases;  Sitzenfrey,  4  cases;  Lockyer,  5  cases  (3  oper- 
ated on  by  Wilson);  Stevens,  5  cases;  Cullen,  8  cases;  Clifford 
White,  2  cases;  Jessup,  2  cases. 

This  I  ascribe  to  the  fact  that  having  once  recognized  the  dis- 
tinctive characteristics  of  this  unusual  tumor,  they  became  so  in- 
dehbly  impressed  on  the  mind  as  to  render  its  subsequent  recognition 
easy.  I  am  certain  that  I  would  not  have  suspected  the  true  nature 
of  the  small  nodule  in  the  third  case  of  my  series  if  I  had  not  had 
experience  with  the  two  preceding  ones. 

As  to  the  treatment  of  adenomyomas  of  the  rectogenital  space 
all  writers  agree  that  their  removal  should  be  undertaken  as  soon  as 
possible.  What  should  be  done  with  the  rectum  in  those  cases  in  which 
the  neoplasmic  mass  invades  the  rectal  wall  is  still  a  debated  question. 
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In  the  cases  of  rectal  involvement  recorded,  partial  or  complete 
resection  of  the  rectum  was  done  in  ten;  the  part  of  the  bowel  re- 
moved varied  in  size  between  an  area  of  anterior  rectal  wall  4  cm. 
in  diameter  to  complete  resection  20  cm.  in  length.  In  several 
others  the  tumor  was  dissected  from  the  rectal  wall  leaving  a  por- 
tion of  the  infiltrated  bowel  behind. 

"The  question  of  how  to  deal  with  the  rectum  was  made  the  sub- 
ject of  a  discussion  by  Fiith  at  the  84th  Versamm.  Deutsch.  Natur- 
forsh.  and  Aerzte  in  Mlinster,  September,  1912,  and  the  conclusion 
arrived  at  was  that  although  an  excision  of  the  rectum  might  appear 
to  be  indicated  the  patients  get  well  without  it  (i.e.,  if  a  portion  of 
infiltrated  bowel  is  left  behind)." 

Sitzenfrey,  speaking  of  adenomyoma  of  the  rectovaginal  septum, 
says:  "We  have  had  half  a  dozen  cases  where  the  fusion  between 
the  uterus  and  rectum  could  be  separated  more  or  less  easily  by 
blunt  or  sharp  dissection.  Although  infiltrated  bowel  was  left 
behind  at  the  operations  and  although  the  histological  examinations 
proved  the  presence  of  adenomyoma  in  the  bowel  wall,  there  was  not 
a  single  recurrence  even  after  ten  years."  He  makes  a  distinction, 
however,  between  adenomyositis  recti  and  a  true  adenomyoma  recti, 
and  believes  that  it  is  possible  for  the  latter  to  develop  on  top  of  the 
former.  He  concludes  that  in  the  infiltrative  type  (adenomyositis) 
experience  has  taught  that  the  infiltration  in  the  rectal  wall  dis- 
appears after  operation,  so  that  where  there  is  no  stenosis  the  bowel 
may  be  left  alone.  In  the  case  of  a  true  tumor  (adenomyoma) 
resection  of  the  bowel  is  indicated  as  in  this  first  case. 

Filth's  case,  previously  mentioned,  and  that  of  von  Franque 
reported  by  Kleinhaus  (Case  II),  and  also  that  of  MoraUer  showed 
the  same  benign  character.  The  patients  recovered  from  operation 
with  a  lump  in  the  anterior  wall  of  the  rectum  which  subsequently 
disappeared. 

In  Moraller's  case,  the  entire  rectal  wall  was  occupied  by  an  invad- 
ing growth  composed  of  closely  opposed  processes;  there  was  a 
general  papuliferous  excrescence  on  the  vaginal  wall;  the  processes 
of  the  growth  were  sessile  and  partly  polypoid.  The  neighboring 
mucous  membrane  was  thickened.  The  growth  extended  to  the 
anterior  wall  of  the  rectum  and  to  the  base  of  the  broad  ligament. 
No  exact  clinical  diagnosis  could  be  made.  Operation  was  per- 
formed in  consequence  of  severe  hemorrhage  and  pain.  The  uterus 
was  removed  by  Wertheim's  hysterectomy  with  morcellement  of 
the  growth;  a  portion  of  the  latter  was  left  behind  on  the  rectal  wall. 
The  patient  stood  the  operation  badly.     MoraUer  intended  to  extir- 
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pate  the  rectum  by  Kraske's  method  later  on,  but  this  was  found 
to  be  unnecessary  as  the  growth  disappeared  from  the  rectum  and 
vaginal  wall  and  the  patient  increased  37  pounds  in  weight. 

Rump's  case  of  rectouterine  growth  was  well  four  years  after 
operation,  and  that  of  Glockner  two  years  later.  In  one  of  Meyer's 
cases  nearly  the  whole  of  the  vagina  was  excised;  the  vaginal  wall  was 
riddled  with  gland  tubules.  The  upper  part  could  not  be  removed, 
because  it  was  so  densely  adherent  to  the  rectum;  nevertheless, 
"cure  occurred  contrary  to  expectation." 

As  opposed  to  the  conservative  view  of  these  authors  concerning 
treatment  of  the  involved  rectal  wall,  CuUen  takes  the  stand  "  that 
if  the  growth  be  firmly  adherent  to  the  rectum  a  wedge  of  the 
rectum  should  be  removed  together  with  the  uterus,  and  where  the 
lumen  of  the  bowel  is  greatly  narrowed  a  complete  segment  of  the 
rectum  should  be  removed  together  with  the  uterus  and  an  anasto- 
mosis made."  He  said  that  "these  growths  while  histologically  not 
malignant  remind  one  of  glue.  Unless  they  are  completely  removed 
further  trouble  is  liable  to  occur. 

Radium  is  mentioned  as  a  therapeutic  measure  in  only  two  cases. 
One  reported  by  Grifiith  at  the  (July  1914)  meeting  of  the  Obstet- 
rical and  Gynecological  Section  of  the  Royal  Society  of  Medicine. 
The  patient  had  a  pregnancy  complicated  by  a  soft,  spongy  mass 
situated  in  the  rectogenital  space  which  had  invaded  the  posterior 
vaginal  fornix  and  caused  free  hemorrhage.  Stained  sections  showed 
large  masses  of  typical  decidual  cells  in  a  stroma  of  muscle  and 
connective  tissue.  In  one  part  was  a  dilated  gland  tubule  Hned 
by  low  cubical  epithelium  and  completely  surrounded  by  large  de- 
cidual cells  in  three  or  four  layers  only.  The  histological  features 
were  those  of  adenomyoma  and  the  stroma  cells  surrounding  the 
gland  tubules  had  undergone  decidual  reaction. 

"  Radium  was  introduced  into  the  growth  (3  tubes  100  mg.  and  50 
mg.  of  radium  bromide  and  37  mg.  of  radium  carbonate),  and  these 
were  removed  after  twenty  hours'  exposure.  Three  months  after 
the  treatment  by  radium  the  excess  of  liquor  amnii  was  less  marked. 
The  vaginal  discharge  had  ceased  entirely,  and  the  cervicorectal 
mass  was  much  diminished  and  was  softer.  Subsequent  delivery 
was  spontaneous  and  easy."  The  other  case  in  which  radium  was 
used  is  reported  by  Cullen. 

Prolongation  of  operation  by  resection  of  the  rectal  wall  in  the 
patient  seemed  inadvisable  because  of  her  anemia  and  general  weak- 
ness prior  to  operation.  Three  applications  of  radium  were  made  at 
intervals  of  several  weeks  subsequent  to  the  operation.     Rectal 
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examination  six  months  after  the  operation  showed  an  increase  in 
thickness  in  the  anterior  rectal  wall,  but  one  month  later  the  patient 
said  that  she  had  no  pain  since  operation  and  during  the  year  follow- 
ing this  report  she  had  gained  in  weight  and  is  able  to  attend  to  her 
work  of  stenography. 

Sixteenth  &  Spruce  Streets. 
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THE    STATUS   OF   UTERINE   CURETTAGE   BASED    ON 
HOSPITAL  RECORDS.* 

BY 
REGINALD  M.  RA\VLS,  M.  D., 

Junior  Attending  Surgeon,  Woman's  Hospital, 
New  York,  N.  Y. 

A  VAGINAL  discharge  other  than  a  moderate  periodical  bloody 
flow  has  always  been  recognized  as  significant  of  uterine  disease. 
The  Egyptians(i),  1600  years  before  Christ,  treated  this  condition 
with  the  peppermint  vaginal  douche,  intrauterine  medicated  pes- 
saries and  vaginal  and  interuterire  fumigations.  To-day  often 
the  first  and  too  often  the  ultimate  treatment  of  this  symptom  is 
divujsion  and  curettage.  As  a  therapeutic  measure  divulsion 
of  the  cervix  antedates  curetment  of  the  uterine  cavity  by  many 
centuries.  In  the  work  attributed  to  Hippocrates (i),  born  460  years 
before  Christ,  is  described  the  use  of  graduated  cervical  sounds 
made  of  pine- wood,  tin,  and  lead  and  the  use  of  raw-flax  tents. 
Soranus(i),  who  wrote  in  the  first  century,  advocated  in  obstetrics 
the  use  of  the  finger  for  cervical  dilatation  and  mentions  digital 
curettage  in  a  septic  puerperal  uterus.  Metal  dilators  for  obstetric 
use  that  separate  after  introduction  were  first  described  in  the  twelfth 
century  by  Albucasius(i).  The  uterine  curet  was  invented  by 
Recaimier(2)  in  the  middle  of  the  nineteenth  century,  and  his  instru- 
ment was  later  modified  by  Simpson,  Simon  and  Sims(3).  The  latter 
in  1865  presented  before  the  London  Obstetrical  Society  a  short 
paper  entitled  "On  a  New  Form  of  Curet  for  the  Removal  of 

*  Read  at  a  meeting  of  the  Section  on  Obstetrics  and  Gynecology  of  the  New 
York  Academy  of  Medicine..  February  25,  1919. 
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Uterine  Fungoid  Granulations."  The  Sims'  curet  was  still  further 
modified  by  Thomas  with  his  dull  curet  and  by  Fmmet  with  his 
curet  forceps.  Emmet(4)  says,  "As  regards  the  instrument  of 
Dr.  Sims,  I  honestly  believe  that  the  ingenuity  of  man  has  never 
devised  one  more  capable  of  doing  more  injury."  This  statement 
seems  extreme  but  we  well  know  the  pendulum  has  swung  too  far  and 
curettage  is  now  often  done  for  the  slightest  indication  and  sometimes 
as  a  cure-all  in  gynecology.  Therefore  it  seems  wise  to  take  stock 
and  from  the  records  of  the  Woman's  Hospital  to  establish  the 
status  of  uterine  curettage. 

From  an  examination  of  Table  I  we  find  that  at  the  Woman's 
Hospital  in  the  last  eleven  years,  1908  to  1918  inclusive,  20,011 
patients  have  been  treated  and  36,029  operations  performed  of  which 
6219  were  divulsion  and  curettage.  Thus  31.07  per  cent,  of  the 
patients  had  and  17.26  per  cent,  of  the  operations  performed  were 
divulsion  and  curettage.  Further  we  find  that  the  number  of 
patients  who  had  this  operation  has  gradually  decreased  from  60.31 
per  cent,  in  1908  to  26.76  per  cent,  in  1918  and  even  to  24.79  P^r  cent, 
in  191 6,  Likewise  the  number  of  cases  of  divulsion  and  curettage 
compared  with  the  total  number  of  operations  has  decreased  from 
43.17  per  cent,  in  1908  to  14.39  Per  cent,  in  1918,  and  even  to  12.33 
per  cent,  in  191 7.  The  percentages  for  this  operation  seem  high 
and  a  number  of  them  must  have  been  done  as  a  matter  of  routine 
or  for  indications  based  on  insufl&cient  clinical  study  of  the  cases. 
To  prove  or  disprove  this  statement  the  case  records  for  the  year 
1916  have  been  studied  and  show  that  336  or  26.48  per  cent,  of  the 
1269  gynecological  ward  cases  operated  upon  had  a  divulsion  and 
curettage  either  alone  or  combined  with  other  measures.  The  result 
of  this  study  is  shown  in  Table  II. 

The  most  striking  facts  are:  First,  in  182  or  54.17  per  cent,  of  the 
cases  cureted  the  operator  failed  to  obtain  sufiicient  material  for 
microscopical  diagnosis  or  failed  to  save  what  was  obtained.  Of  the 
336  cases  there  were  159  or  47.32  per  cent,  in  which  no  specimen  was 
saved  by  the  operator.  From  this  fact  we  must  conclude,  as  the 
rule  of  the  hospital  is  to  have  all  tissue  sent  to  the  laboratory  for 
examination,  that  the  operator  considered  a  macroscopic  examination 
sufficient.  Therefore  in  54.17  per  cent,  the  curettage  was  explora- 
tory or  a  routine  procedure.  Second:  In  nineteen  cases  or  5.65 
per  cent,  there  is  no  pathological  record  of  the  cure  tings.  In  nine 
the  operator  states  the  specimen  was  sent  to  the  laboratory  and  in  ten 
there  is  only  a  record  of  other  tissue  removed  at  the  same  time.  This 
fact  together  with  the  evidence  in  two  cases  not  included  in  the  above 
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that  the  specimen  was  lost,  may  account  for  the  absence  of  a  patho- 
logical report  in  some  of  the  above-mentioned  cases.  Third:  Only 
134  or  39.5  per  cent,  of  the  curetings  were  examined  microscopically 
and  94  or  70.1  per  cent,  showed  normal  endometrium.  In  27  or  20.5 
per  cent,  there  was  hyperplasia  and  in  13  or  9.4  per  cent,  there  was 
interstitial  change.  These  percentages  seem  unduly  high  and  I 
believe  a  more  accurate  figure  would  be  obtained  if  we  added  to  the 
134  cases  actually  examined  those  cases  in  which  blood  clot  or 
insufficient  material  for  microscopic  examination  was  obtained 
and  also  those  cases  in  which  the  operator  failed  to  save  what  was 
obtained.  This  would  give  us  a  total  number  of  316  cases  with 
hyperplasia  in  8.5  per  cent,  and  interstitial  changes  in  4. 11  percent. 
Even  these  figures  may  be  high  because  of  the  small  number  of 
cases  in  our  series  or  Kelly  (5)  reports  in  i8oo  cases  an  examination 
of  the  endometrium  showed  definite  inflammatory  changes  exclusive 
of  tuberculosis  in  forty-nine  cases  or  2.7  per  cent. 

As  the  total  number  of  cases  for  1916  showing  endometrial  changes, 
was  so  small  I  then  reviewed  all  ward  cases  for  191 7  and  1918  show- 
ing endometrial  change.  For  the  three  years  there  were  123  cases 
with  hyperplasia  in  seventy-five  and  interstitial  changes  in  forty- 
eight.  In  Table  III  these  cases  are  arranged  to  show  the  gyneco- 
logical conditions  in  which  they  occurred.  A  review  of  this  table 
gives  twenty-one  cases  of  abdominal  section:  sixteen  showing 
hyperplastic  changes  (in  cases  of  retroversion  of  the  uterus  simple 
or  complicated  by  adnexal  changes)  and  five  interstitial  changes  all 
occurring  in  cases  of  salpingitis.  In  twenty-one  cases  of  combined 
abdominal  and  plastic  operations  fourteen  showed  hyperplastic 
changes  and  were  found  in  retrodisplacements  of  the  uterus  with 
associated  adnexal  disease  and  lacerations  of  the  cervix  and  pelvic 
floor,  and  seven  showed  interstitial  changes  and  were  found  in  cases 
of  retroversion  wdth  laceration  of  the  cervix  or  plevic  floor.  In 
two  cases  of  vaginal  and  plastic  operations  for  prolapsus  and  lacerated 
cervix  and  pelvic  floor,  both  showed  interstitial  changes  and  in 
twenty-three  plastic  operations  there  were  hyperplastic  changes  in 
sixteen  and  interstitial  changes  in  seven. 

In  fifty-six  cases  which  were  only  divulsed  and  curetted  because 
of  menstrual  disturbance  or  for  anteflexion  or  sterility,  there  were 
twenty-nine  which  showed  hyperplastic  changes  (ten  with  metror- 
rhagia as  the  chief  symptom)  and  twenty-seven  with  interstitial 
changes    (fifteen   with   metrorrhagia   as   a   prominent   symptom). 

A  further  study  of  the  forty-eight  cases  showing  interstitial 
changes,  shows  in  seventeen  or  35.42  per  cent,  a  history  of  early 
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abortion  within  a  period  of  a  few  days  to  a  year  and  in  some  there 
was  an  infection  resulting;  and  one  of  these  cases  was  an  acknowl- 
edged criminal  abortion.  In  three  other  cases  the  patients  dated 
their  symptoms  from  a  confinement  which  had  occurred  within  one 
to  nine  months.  Thus  there  were  postpuerperal  conditions  in 
41.67  per  cent,  of  the  cases  of  interstitial  changes.  Of  the  remaining 
twenty-eight  cases  there  was  a  lacerated  cervix  in  six;  polypus  in 
two;  inflammation  of  the  tubes  in  five;  and  cellulitis  in  one.  Thus 
70.83  per  cent,  of  the  cases  showing  interstitial  changes  gave  clinical 
evidence  of  abortion,  postpuerperal  changes,  cervical  laceration 
or  polypus  or  inflammation  in  the  tubes  or  the  tissues  adjacent  to 
the  uterus. 

Sequelae. — In  our  series  there  are  no  cases  of  divulsion  and  curet- 
tage and  in  twenty-four  of  these  an  intrauterine  stem  was  also 
introduced.  In  only  six  cases  or  5.5  per  cent,  was  there  a  post- 
operative elevation  of  the  temperature  above  101.2°  F.  or  of  the  pulse 
above  100  even  though  two  of  the  cases  had  a  temperature  before 
operation.  These  were  cases  with  interstitial  changes  and  histories 
of  recent  abortions.  In  one  the  preoperative  temperature  had  been 
as  high  as  103°  F.  and  in  the  other  102.2°  F.  The  postoperative 
temperature  in  the  former  only  reached  100.4  °F.  and  in  the  latter 
only  99°  F.  The  six  cases  showing  a  postoperative  reaction  were 
the  following: 

Case  I. — The  temperature  rose  the  first  day  to  101.8°  F.  and  the 
pulse  to  88.  The  patient  was  curetted  because  of  symptoms  of 
menorrhagia,  dysmenorrhagia  and  a  severe  leukorrhea.  This 
reaction  was  evidently  due  to  lymphatic  absorption  of  infection 
introduced  from  the  cervix  by  the  curet. 

Case  II. — Forty-eight  years  of  age  with  slight  symptoms  of  the 
menopause  and  metrorrhagia.  Insufiicient  material  for  micro- 
scopic examination  was  obtained  but  by  means  of  the  curet  a 
diagnosis  was  made  of  small  submucous  fibroids.  The  temperature 
rose  to  102°  F.  the  second  day  but  in  twelve  hours  it  came  to  normal. 
The  reaction  here  was  probably  due  to  interference  with  the  blood 
supply  of  the  fibroids  and  a  slight  resulting  necrosis. 

Case  III. — Had  a  history  of  six  weeks  amenorrhea  followed  by 
a  two  weeks  metrorrhagia.  The  curet  removed  only  interval 
mucosa  yet  the  temperature  ranged  around  101°  to  101.6°  the  first 
three  days. 

In  Cases  IV  and  V  the  curettage  was  an  exploratory  or  diagnos- 
tic procedure  and  later  the  former  case  was  found  to  be  sufi"ering 
from  a  bacillus  coli  pyelitis  and  the  latter  from  a  pyelonephritis  in 
addition  to  an  interstitial  endometritis.  The  postoperative  tem- 
peratures in  both  of  these  cases  were  unquestionably  due  to  the 
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existing  kidney  conditions  although  the  curettage  may  have  caused 
an  acute  exacerbation  of  these  lesions. 

Case  VI  was  the  only  one  in  the  series  which  caused  sufficient 
sequelae  to  necessitate  an  abdominal  section.  This  may  have 
been  the  case  in  others  but  not  observed  as  the  average  case  of 
curettage  remains  in  the  hospital  but  a  week  and  the  symptoms  in 
this  case  did  not  develop  until  the  tenth  day  after  operation.  I 
shall  give  the  case  somewhat  in  detail  as  it  is  an  example,  in  my 
opinion,  of  the  commonest  sequela  of  curettage.  Especially  is 
this  the  case  in  the  hands  of  the  casual  operator  or  one  of  only 
average  diagnostic  ability. 

Case  VI. — Admitted  with  normal  temperature,  pulse  and  respira- 
tion, complaining  of  pain  in  the  lower  part  of  abdomen,  worse 
postmenstrual  and  recurring  for  past  three  months.  At  times  so 
severe  as  to  cause  patient  to  double  up  because  of  the  pain.  There 
is  also  a  history  of  severe  profuse  leukorrhea,  severe  and  frequent 
frontal  headache,  and  at  times  there  were  chills.  Three  days  after 
admission,  an  ether  examination  failed  to  reveal  adnexal  disease 
and  patient  was  divulsed  and  curetted  and  only  interval  uterine 
mucosa  was  obtained.  Highest  postoperative  temperature  99.4  ° 
and  patient  out  of  bed  the  ninth  day.  The  afternoon  of  the  tenth 
day,  temperature  rose  to  100°  F.  and  the  afternoon  of  the  eleventh 
day  to  101.6°  F.  and  patient  complained  of  severe  pain  in  abdomen. 
The  temperature  remained  high  until  the  thirteenth  day  and  there 
were  acute  exacerbations  the  seventeenth,  twenty-third,  and  twenty- 
fifth  days.  On  the  twenty-sixth  day  an  abdominal  section,  a 
right  salpingectomy,  left  salpingo-oophorectomy  and  appendectomy 
were  done.  The  pathological  examination  showed  double  chronic 
salpingitis.  Evidently  this  was  the  condition  that  had  been  causing 
the  symptoms  but  was  quiescent  and  the  curettage  caused  an  acute 
exacerbation. 

Diagnostic  Value  of  Curettage. — For  three  years,  1916  to  191 8, 
there  were  treated  at  the  Woman's  Hospital  thirty-nine  cases  of 
corpus  carcinoma  and  in  four  the  condition  was  inoperable.  In 
twenty-seven  or  69.23  per  cent,  no  curettage  was  done  as  the  con- 
dition warranted  a  hysterectomy  even  if  carcinoma  was  not  always 
suspected.  Of  eight  or  20.51  per  cent,  of  the  cases  curetted  there 
were  five  in  which  the  curetings  were^  obtained  at  the  time  of  the 
hysterectomy  and  were  only  of  macroscopic  diagnostic  value.  In 
another  of  these  cases  a  curettage  only  was  done  as  the  patient  took 
the  anesthesia  badly  and  a  subsequent  microscopic  examination 
of  the  curetings  confirmed  the  preoperative  diagnosis.  In  only  two 
or  5.13  per  cent,  of  the  cases  was  the  curettage  of  diagnostic  value 
and  determined  a  hysterectomy  at  a  later  date.  These  cases  are  as 
follows : 

Case  I. — Fifty-eight  years  of  age  with  just  one  menstrual  flow 
in  three  years  and  for  three  or  four  months  a  reddish-brown  vaginal 
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discharge.  Examination  under  anesthesia  revealed  a  small  hard 
fundus  and  sHghtly  eroded  cervix.  Microscopic  examination  of 
the  curetings  showed  Adenoma  destruens  uteri.  Nine  days  later 
a  complete  hysterectomy  and  a  microscopic  examination  of  the 
uterus  showed  Adenocarcinoma  corporis  uteri  incipiens. 

Case  II. — Sixty-three  years  of  age,  menopause  seven  years  ago — 
for  one  week  slight  abdominal  pain  and  a  show  of  blood  with  a 
moderate  yellow  watery  leukorrhea  worse  after  exercise.  Patho- 
logical examination  of  the  curetings  showed  complete  necrosis  of 
intrauterine  tissue  with  alveoli  arrangement  of  necrotic  masses.  A 
panhysterosalpingo-oophorectomy  was  done  and  a  further  examina- 
tion showed  carcinoma  in  polypo  uteri  with  extraordinary  stroma 
changes.  It  seems  that  in  these  two  cases  a  diagnosis  of  carcinoma 
might  have  been  made  on  the  history  and  a  hysterectomy  was  the 
operation  of  choice. 

The  unreliability  of  an  examination  of  the  curetings  as  an  aid 
to  the  diagnosis  in  cases  of  ectopic  gestation  is  illustrated  in  the 
following: 

Case  I. — A  young  woman  married  ten  months  with  a  metrorrhagia 
for  four  weeks.  Examination  under  an  anesthetic  was  negative, 
examination  of  the  curetings  showed  chronic  interstitial  endo- 
metritis. Two  weeks  later,  from  a  second  curettage,  no  debris  was 
obtained  but  abdominal  section  revealed  a  right  unruptured  tubal 
gestation  4  by  2  cm. 

Case  II. — Twenty-nine  years  of  age,  married  six  months,  metror- 
rhagia with  pain  in  hypogastrium  and  nausea  and  vomiting.  Ex- 
amination of  curetings  showed  decidua  compacta  uteri  graviditatis 
or  dysmenorrhea  membranticia.  Five  weeks  later  abdominal 
section  revealed  a  right  ruptured  tubal  gestation. 

Case  III. — Seven  weeks  amenorrhea  with  spotting.  Curetings 
showed  only  the  interval  phase  of  the  endometrium  but  abdominal 
section  revealed  a  right  ruptured  tubal  gestation. 

The  following  case  illustrates  the  importance  of  curettage  in 
certain  cases.  Patient  entered  hospital  with  history  that  when  two 
months  pregnant  she  began  to  flow  and  has  flowed  slightly  for  the 
past  few  weeks.  She  also  was  suffering  from  an  inguinal  abscess. 
She  was  curetted  and  the  abscess  incised.  The  curetings  showed 
chorioepithelioma  and  fifteen  days  later  a  second  curettage  showed 
only  hyperplasia  of  the  uterine  mucosa. 

It  would  be  most  interesting  to  report  in  this  paper  final  end-results, 
but  it  was  found  impossible  to  do  this  in  any  considerable  number  of 
cases.  Therefore  I  report  the  following  early  end-results  which 
illustrate  the  uselessness  of  curettage  in,  and  the  necessity  of  a 
thorough  study  of,  our  cases  of    metrorrhagia  and   menorrhagia. 

Case  I. — Miss  S.,  seventeen  years  of  age,  first  menses  at  thirteen 
years.     Regular  until  last  six  months,  7-day  flow  and  four  napkins 
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a  day.  For  past  six  months  menorrhagia  and  last  menstruation 
continued  twenty-five  days.  Curetings  showed  the  premenstrual 
phase  of  the  endometrium.  Patient  readmitted  seven  months  later 
with  the  history  that  following  the  curettage  she  menstruated  nor- 
mally for  two  months.  Then  amenorrhea  for  three  months  fol- 
lowed by  menorrhagia  for  the  past  thirty  days.  A  second  curettage 
obtained  only  a  small  amount  of  debris  but  relieved  the  flowing. 
Three  months  later  she  was  admitted  to  the  hospital  a  third  time 
stating  that  menstruation  had  been  regular  until  three  weeks  before 
and  had  been  flowing  with  only  a  five-day  interval  in  this  time. 
This  continued  nineteen  days  afterward  although  she  was  given 
thyroid  extract,  calcium  lactate,  ergot,  and  rabbit's  serum.  How- 
ever, flow  gradually  diminished  and  patient  was  discharged  one  week 
later.  Two  or  three  months  later  she  again  returned  to  the  clinic 
with  recurrence  of  her  symptoms  and  was  advised  to  take  Radium 
treatment,  and  since  that  time  patient  has  passed  from  observation. 
Case  II. — Mrs.  L.,  twenty-three  years  of  age,  married  six  months. 
Menses  began  at  twelve  years,  always  irregular,  flow  seven  days, 
moderate  in  amount.  Since  marriage  has  been  flowing  constantly 
with  increase  of  amount  at  times  for  regular  periods.  For  two  weeks 
has  passed  clots  but  without  pain.  There  was  no  nausea  or  vomit- 
ing or  history  of  fever  or  chills.  Curetings  showed  only  interval 
uterine  mucosa.  About  four  months  later,  readmitted,  she  said 
following  operation  there  was  amenorrhea  for  seven  weeks  and  then 
had  a  flow,  profuse  for  six  days  and  then  scant  for  six  days.  Five 
weeks  later  started  to  flow  again  and  has  continued  for  one  month. 
Recurettage  again  only  showed  interval  uterine  mucosa. 


TABLE  I. — Statistics  for  eleven  years  (1908  to  1918  inclusive):  Number  of 
patients,  operations,  and  divulsion  and  curettage  mth  percentages  of  divulsion 
and  curettage  compared  with  number  of  patients  and  with  other  operations 
performed. 


Year 

Number 

of 
patients 

Number 

of 

operations 

Number 

of 
D.  and  C. 

Per  cent,  of 
D. and  C. 
to  patients 

Per  cent,  of 

D.  and  C. 

to  other 

operations 

1908 

907 

1,267 

547 

60.31 

43-17 

1909 

1,149 

1,745 

540 

46.99 

30 -94 

1910 

1,398 

1,839 

384 

27.47 

20.88 

1911 

1,595 

3,172 

600 

37.62 

18.92 

1912 

2,003 

3,600 

571 

28.51 

15.86 

I913 

2,064 

4,169 

668 

32.36 

16.02 

1914 

1,987 

3,527 

562 

28.29 

15-93 

191S 

2,011 

3,728 

SS6 

27.65 

14.91 

1916 

2,239 

3,658 

555 

24.79 

15-17 

1917 

2,390 

5,119 

631 

26.40 

12.33 

1918 

2,268 

4,205 

60s 

26.76 

14-39 

Total  for  11  years 

20,011 

36,029 

6,219 

31.07 

17.26 
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TABLE  III. — Curetings  of  gynecological  ward  cases  for  the  years  191 6,  1917, 
and  1918  which  showed  on  microscopical  examination  hyperplastic  uterine 
mucosa  or  interstitial  endometritis  with  a  classification  of  the  conditions  in 
which  they  occurred. 


Operations 


No. 


Hyper- 
No.      plastic 
mucosa 


Abdominal 21 

For  fibromyoma 

For  salpingitis ,    . . 

For  oophoritis j    . . 

For  retroversion '    . . 

For  retroversion  and  salpingitis  oophoritis 

For  retroversion  and  oophoritis I    . . 

Abdominal  plastic 21 

For  retroversion,  lacerated  cervix,  and  perineum 

For  retroversion  and  lacerated  cervix 

For  retroversion  and  lacerated  perineum i    . . 

For  retroversion,  lacerated  perineum,  and  pelvic 

adhesions 

For  retroversion,  oophoritis,  and  lacerated  cervix.  .1    . . 
For  retroversion,  oophoritis,  lacerated  perineum, 

and  cervix >    . . 

For  retroflexion,  lacerated  cervix,  and  perineum. . . '    . . 

For  prolapsus,,  lacerated  cervix,  and  perineum [    . . 

Vaginal  and  plastic '      2 

For  prolapsus,  lacerated  cervix,  and  perineum. . 

Plastic 

For  lacerated  cervix 

For  lacerated  perineum :    .  . 

For  lacerated  cervix  and  perineum '    . . 

For  rectovaginal  fistula  and  perineum 

Divulsion  and  curettage 56 

For  metrorrhagia 

For  metrorrhagia  and  polypus 

For  menorrhagia j    . , 

For  metrorrhagia  and  menorrhagia '    .  . 

For  dysmenorrhea 

For  dysmenorrhea  and  menorrhagia 

For  dysmenorrhea,  metrorrhagia,  and  poljrpus 

For  amenorrhea  and  pelvic  cellulitis 

For  anteflexion 

For  sterility 

For  leukorrhea 

Total 123 


23 


10 
2 


3 
6 

13 

I 
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Case  III.— Illustrates  the  importance  of  changes  in  the  tubes 
causing  menstrual  disturbance.  Mrs.  L.,  aged  thirty-five,  married 
seventeen  years,  two  children  sixteen  and  fourteen  years  of  age, 
abortion  tliirteen  years  and  gonorrhea  fourteen  years  ago.  First 
menses  at  twelve  and  was  regular  up  to  birth  of  second  child  which 
was  followed  by  retained  placenta  and  irregular  and  profuse  metror- 
rhagia. For  past  three  months  has  flowed  daily,  at  times  passing 
clots.  Curetings  showed  hyperplasia  of  uterine  mucosa.  Patient 
readmitted  three  months  later  as  symptoms  have  continued.  At 
this  time  a  complete  removal  of  the  uterus  and  adnexae  was  done 
and  a  pathological  examination  showed  hematosalpinx  (exhydro- 
salpinge)  and  hyperplasia  of  uterine  mucosa. 


CONCLUSIONS. 

1.  About  96  per  cent,  of  gynecological  cases  show  no  endo- 
metrial changes  and  therefore  curettage  is  unnecessary. 

2.  In  about  4  per  cent,  showing  endometrial  changes  the  pro- 
cedure is  of  questionable  therapeutic  value. 

3.  As  a  diagnostic  measure  it  is  of  practical  value  in  only  5.1 
per  cent,  of  carcinoma  of  the  uterus. 

4.  When  curettage  is  performed  in  a  hospital  and  by  skilled 
operators,  there  is  a  morbidity  in  at  least  5.5  per  cent. 

350  West  Eighty-eighth  Street. 
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THE  "FOLLOW-UP"  SYSTEM  IN  THE  WOMAN'S  HOSPITAL. 

BY 
BYRON  H.  GOFF,  M.  D., 

New  York.  N.  Y. 

The  importance  of  an  efficient  "follow-up"  system  in  the  modern 
hospital  is  fully  appreciated  when  the  objects  of  such  a  procedure  are 
considered.     They  are: 

1.  To  follow  up  every  ward  patient  after  discharge  from  the 
hospital  for  a  period  of  time  sufficient  to  determine  whether  the 
treatment  given  has  been  permanently  successful  or  not.     Only 

.  from  reports  upon  the  facts  obtained  through  such  a  procedure  is 
it  possible  for  a  lay  Board  of  Governors  to  learn  of  the  character 
of  the  service  rendered  to  the  pubhc  by  the  institution  for  which 
they  are  responsible. 

2.  To  provide  means  for  the  placing  of  responsibility  for  both 
successes  and  failures  in  treatment. 

3.  To  afford  opportunities  for  scientific  studies  of  end-results. 
The  "follow-up"  system  used  at  the  present  time  in  the  Woman's 

Hospital  of  New  York  is  the  result  of  considerable  experience  gained 
during  the  three  years  which  have  elapsed  since  the  introduction 
of  the  "follow-up"  idea.  Every  effort  has  been  exerted  to  make  it 
practical  and  simple. 

The  "follow-up"  work  in  each  case  is  begun  before  the  patient 
is  discharged  from  the  hospital.  On  the  day  preceding  the  day 
of  discharge,  an  examination  is  made  by  the  attending  surgeon  who 
has  assumed  the  responsibihty  for  the  treatment  of  the  patient, 
and  signed  discharge  notes  on  important  points  in  the  case,  the 
convalescence,  the  condition  of  the  patient  upon  discharge  and  the 
prognosis  are  recorded  in  the  case  history  by  him.  Any  instructions 
that  may  be  considered  necessary  are  given,  and,  finally,  emphasis 
is  laid  upon  the  fact  that  the  patient  will  be  expected  to  return  to  the 
'follow-up  cHnic"  at  intervals  over  a  considerable  period  of  time 
so  that  she  may  be  kept  under  observation  and  advised  until  the 
final  result  of  the  treatment  has  been  determined.  An  effort  is 
made  to  make  the  patient  realize  the  importance  of  such  visits 
and  to  make  her  feel  that  the  hospital's  interest  in  her  does  not 
terminate  with  her  departure  from  the  ward. 
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Name History  No 

Address 

Please  Call  at  the  Out-patient  Department, 
141  West  109TH  Street,  at  10  a.  m. 


If  you  change  your  address,  please  send  the  new  address  to 

the  Record  Department  of  the  Woman's  Hospital, 

141  West  109th  Street,  New  York,  N.  Y. 

ALWAYS  BRING  THIS  CARD 


Fig.  I,  a. — Card  which  patient  keeps  permanently  and  presents  upon  each 
visit  to  the  Follow-up  Clinic.     (Size  of  card  3X5  inches.) 


After  the  final  examination,  notification  that  the  patient  is  a 
candidate  for  discharge  is  sent  to  the  Social  Service  Department 
by  the  nurse  in  charge  of  the  ward.  Within  two  hours  of  such 
notification  a   worker  from   that  Department,   whose   duties   are 


Fig.  I,  h. — Reverse  side  of  above  card, 
this  side  of  card  by  Record  Clerk. 


Date  of  next  visit  is  placed  upon 
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confined  to  the  "follow-up"  work,  visits  the  patient  in  the  ward. 
The  objects  of  this  visit  are: 

1.  To  again  impress  the  importance  to  the  patient  of  the  visits 
to  the  "follow-up  chnic." 

2.  To  arrange  the  date  of  the  first  visit  to  the  "follow-up  clinic" 
and  to  place  same  on  the  bedside  card  so  that  it  may  be  referred 
to  later  by  the  Record  Department. 

3.  To  present  the  patient  with  a  card  (Fig.  i,  a  and  h)  upon  which 
are  written  the  name  of  the  patient,  the  history  number  and  the 
date  of  the  first  visit  to  the  "follow-up  clinic." 

4.  To  inquire  into  the  home  conditions  of  the  patient  and  to  ofifer 
assistance  where  it  is  deemed  necessary. 

With  such  preliminary  work  properly  carried  out  in  the  Hospital 
much  has  been  done  toward  securing  a  satisfactory  number  of 
visits  by  the  patient  to  the  "follow-up  cHnic. " 

Upon  the  departure  of  the  patient  and  the  delivery  of  the  case 
history  with  the  bedside  card  to  the  Record  Department,  the  record 
clerk  in  charge  of  the  "follow-up"  record  work 

I.  Places  the  bedside  card  in  an  alphabetical  file  where  it  remains 


Name  Mrs.  E.  G. 


Hospital  No.  21256. 


Address   .  .  Faile  Ave.,       Referred  by  Dr.  J.  S.  E. 

Bronx. 
S  M  W  Married  five  Address    .  .     E St. 

years.  Bronx. 

Age     36.  Friend  Mrs.  E.  B. 

Address  .  .  Faile  Ave., 
Chief  Complaint:  Hemorrhage  from  the  uterus. 


Admitted  4-25-18. 

Discharged  5-15-18. 

Operation  4-30-18. 
Operator  Dr.  Bissell. 
Anes.,  Gas  and  ether . 


Preop.  Diagnosis         Myoma  uteri. 

Postop.  Diagnosis        Myoma  uteri. 

Path.  Diagnosis        Myoma  uteri.     Normal  appendix. 

Operation        Supravaginal  hysterectomy.     Appendectomy — Prophylactic. 

Important  Points        Normal  ovaries  were  left  in  situ. 

Convalescence         Uneventful  recovery.     Patient  discharged  in  good  condition 
by  Dr.  BisseU. 


Fig.  2,  a. — Face  side  of  Follow-up  Abstract  Card.     (Size  of  card  ^y2  X  9H 
inches.) 


} 
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as  a  permanent  card  index  to  the  history  of  the  case  and  to  the 
"follow-up  abstract"  of  the  corresponding  number. 

2.  Abstracts  the  history  on  the  face  side  of  a  follow-up  abstract 
card  (Fig.  2,  a). 


52058 


RESULTS 


5-3-18.     Symptomatic  and  anatomic  results  satisfactory.     To  return  in  3  months 

Dr.  Bissell. 

8-29-18.     Patient  says  that  she  is  well.     Anatomic  result  satisfactory.     Gen- 
eral physical  condition  much  improved.     To  return  in  3  months. 

Dr.  Bissell. 

11-28-18.   Symptomatic  and  anatomic  results  are  satisfactory.     The  patient  is 
in  good  health.     To  return  in  3  months.  Dr.  Bissell. 


Fig.  2,  b. — Reverse  side  of  Follow-up  Abstract  Card  upon  which  are  recorded 
Follow-up  Notes. 


WOMAN'S  HOSPITAL 

IN  THE  STATE  OF  NEW  YORK 

MEMORANDUM  CARD 

Name     Mrs.  Ethel  G. 

Hospital  No.  21256 

Address  . .  .   Faile  Avenue,  B 

ronx 

Change  of  Address 

Friend's  Name        Mrs.  E.  B 

.;     Address 

.  .  .   Faile  Ave. 

Surgeon    Dr.  Bissell 

Date  of  Operation  4/30/18 

Date 

of  Discharge  5/1 5/1 8 

,  To  Return  for  Examination 

5/30/18.  ^ 

8/29/18  ^ 

11/22/18.^^           2/29/18.                3/1. 

;/i8.            S     4/4/18 1/ 

Fig.  3. — Blank  space  after  a  date  signiiies  that  the  patient  has  failed  to  return 
a  check  mark  that  she  has  returned  for  examination  and  the  letter  S  that  the 
case  has  been  placed  in  the  hands  of  the  Social  Service  Department. 
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3.  Fills  in  a  Memorandum  Card  (Fig.  3)  which  is  used  in  recording 
the  dates  upon  which  the  patient  is  due  to  return  for  examination. 
The  date  of  the  first  return  is  taken  from  the  bedside  card. 

4.  Files  the  Memorandum  Card  in  the  Calendar  File  under  the 
month  and  date  upon  which  the  patient  is  due  to  return  for  examina- 
tion.    The  file  contains  a  set  of  cards  for  each  month  in  the  year. 

Four  days  before  the  date  set  for  the  first  visit  to  the  "follow-up 
clinic"  the  patient  receives  as  a  jog  to  her  memory  the  following 
letter: 


Dear  Mrs 

Will  you  kindly  call  at  the  Out  Patient  Department  at  ten  o'clock  in  the 

morning  on for  examination? 

Before  you  left  the  hospital  we  explained  to  you  the  importance  of  return- 
ing at  intervals  for  observation  so  that  we  may  give  you  any  advice  neces- 
sary in  order  that  you   may  derive   the   utmost   benefit  from   the  hospital 
treatment. 
You  will  be  examined  by  the  surgeon  who  operated  upon  you. 

Very  truly  yours, 

WOMAN'S  HOSPITAL. 


The  same  form  is  used  to  notify  the  patient  four  days  before  each 
subsequent  visit. 

There  are  held  each  week  in  the  Out-patient  Department  at  10 
A.  M.  four  "follow-up  clinics,"  one  and  the  same  day  each  week 
being  assigned  to  the  same  attending  surgeon  who  conducts  the 
examination  of  patients  personally.  Patients  operated  upon  or 
treated  by  him  or  his  assistants  are  permitted  to  return  only  upon 
the  day  of  the  week  assigned  to  him. 

The  first  visit  made  by  the  patient  to  a  "follow-up  chnic"  is  set 
for  a  date  approximately  one  month  from  the  date  of  discharge. 
Subsequent  visits  are  arranged  according  to  the  following  rules: 

1.  Patients  treated  for  mahgnant  neoplasms  are  to  remain  under 
observation  for  a  period  of  five  years  Four  visits  to  the  "follow- 
up  clinic  "  will  be  made  every  year  by  all  such  patients. 

2.  Patients  upon  whom  abdominal  section  has  been  performed 
will  remain  under  observation  for  two  years.  Four  visits  will  be 
made  in  the  first  year  and  two  in  the  second. 

3.  Patients  upon  whom  plastic  operalions  have  been  performed  are 
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to  remain  under  observation  for  three  years.     Four  visits  will  be 
made  in  the  first  year  and  two  each  year  thereafter. 

4.  Patents  upon  whom  minor  operations  have  been  performed  are 
to  remain  under  observation  for  a  period  of  six  months. 

If  the  patient  return  for  examination  as  requested,  the  attending 
surgeon  dictates  to  the  Record  Clerk,  who  is  present  at  each  clinic, 
h  s  findings  which  are  recorded  in  short  hand  and  later  transferred 
to  the  reverse  side  of  the  "follow-up  abstract"  (Fig.  2,  b).  The 
date  of  the  next  visit  is  given  by  the  surgeon  to  the  Record  Clerk 
who  p'aces  it  upon  the  reverse  side  of  the  card  (Fig.  1,  b),  which  is 
then  returned  to  the  patient  At  the  same  time  the  Record  Clerk 
places  the  date  of  the  next  visit  upon  the  Memorandum  Card  which 
is  later  filed  under  that  date  in  the  Calendar  File. 

If,  however,  the  patient  fails  to  return  for  examination,  the  Memo- 
randum Card  is  filed  ahead  two  weeks  n  the  Calendar  File  and  a 
second  form-letter  requesting  the  patient  to  return  on  that  date  is 
mailed  four  days  previously.  Should  she  then  fail  to  appear,  the 
Memorandum  Card  is  removed  from  the  Calendar  File  and  placed 
in  the  Social  Service  File — an  alphabetical  file — where  it  remains  un- 
til the  patient  has  been  interviewed  in  her  home  by  the  Social  Service 
Worker  and  a  promise  has  been  secured  for  a  visit  to  the  "follow- 
up  clinic'  The  Memorandum  Card  is  again  placed  in  the  Calendar 
File  under  the  date  upon  which  the  patient  has  promised  to  return, 
and  the  usual  letter  is  sent  as  a  reminder  four  days  before  that  date. 
Should  the  patient  then  fail  to  return,  a  second  visit  is  made  by  the 
Social  Service  Department  to  induce  her  to  do  so.  If  failure  is 
finally  met,  the  Memorandum  Card  is  placed  in  the  Dehnquent 
File — an  alphabetical  file — where  it  remains  for  one  year  after  which 
it  is  destroyed,  if  the  patient  has  not  appeared  in  the  meantime. 
Note  of  the  failure  of  the  patient  to  return  is  made  upon  the  Abstract 
wh  ch  remains  in  its  place  in  the  Numerical  File  as  a  permanent 
record. 

At  times  patients  who  do  not  Hve  in  Greater  New  York  find  it 
impossible  to  return  for  examination.  In  such  a  case,  a  personal 
letter  is  written  by  the  Record  Clerk  in  an  attempt  to  learn  whether 
the  result  has  been  satisfactory  to  the  patient.  The  reply  is  recorded 
on  the  "follow-up  abstract." 

During  the  year  beginning  October  i,  1917,  and  ending  Septem- 
ber 30,  1918,  eleven  hundred  sixty-one  (1161)  "follow-up  abstracts" 
were  made  out  for  patients  treated  in  the  free  wards  of  the  Woman's 
Hospital  Of  that  number  62  per  cent,  have  responded  promptly 
and  satisfactorily  to  requests  for  visits  to  the  "follow-up  clinics," 
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20  per  cent,  have  responded  in  a  partially  satisfactory  manner  and 
18  per  cent,  have  refused  to  return  for  examination.  Of  the  20 
per  cent,  responding  in  a  partially  satisfactory  way,  a  large  majority 
returned  a  sufl&cient  number  of  times  so  that  certain  conclusions 
could  be  drawn  in  regard  to  the  success  or  failure  of  the  treatment. 
The  results  for  the  first  quarter  of  the  present  year  show  an  improve- 
ment over  the  above,  due  to  the  facts  that  the  "follow-up  chnics" 
are  now  personally  conducted  by  the  Attending  Surgeons,  and  each 
patient  is  assured  of  an  examination  upon  each  visit  to  the  cUnic  by 
the  surgeon  who  treated  her  while  in  the  hospital. 

A  feature  of  the  "follow-up  work"  which  is  worthy  of  special 
mention  is  the  monthly  report  by  each  Attending  Surgeon 
before  the  Stafif  Conferences,  which  are  held  weekly,  upon  the  "follow 
up"  cases  examined  during  the  preceding  month  by  him.  The 
cases  are  classified  in  such  reports,  into  successes,  partial  successes 
and  failures.  The  numbers  in  each  class  are  stated  and  the  failures 
and  partial  successes  are  reported  in  detail.  Discussion  by  the  staff 
follows  in  order  that  the  cause  of  the  undesirable  result  may  be 
determined.     Obviously  such  reports  are  a  source  of  much  valuable 

information  to  the  entire  staff. 
116  East  Sixty- third  Street. 


INDUCTION  OF  LABOR  BY  THE  USE  OF  BOUGIES.* 

BY 
COLLIN  FOULKROD,  M.  D., 

Philadelphia,  Pa. 

For  a  period  of  about  two  years  I  have  been  using  a  simple 
method  of  induction  of  labor  which  I  desire  to  report. 

The  incidence  of  twenty-three  cases  of  induced  labor  in  a  recent 
series  of  233  cases,  making  practically  a  total  of  10  per  cent,  seems 
to  me  worthy  of  our  consideration.  In  an  effort  to  classify  the  real 
field  in  which  the  induction  of  labor  is  of  value,  the  operation  should 
be  approached  with  this  knowledge:  That  no  matter  what  method 
we  pursue,  invariably  the  women  upon  whom  we  induce  labor  are 
not  normal  and  are  therefore  not  likely  to  produce  a  normal  labor. 
The  operation  itself  should  not  therefore  be  condemned  because 
of  any  method  we  have  at  hand  we  are  unable  to  produce  reaction 
in  the  uterine  muscles. 

It  is  rather  a  commendable  point  that  when  carefully  done  and  in 

*Read  at  a  meeting  of  the  Philadelphia  Obstetrical  Society,  January  2,  1919. 
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the  right  situation,  it  presents  distinct  advantages  over  a  major 
operation  for  the  mother,  while  at  times  it  proves  a  major  operation. 
The  infant  mortahty  is  increased.  In  the  twenty-three  cases  which 
furnish  the  basis  for  the  present  paper:  six  were  induced  for  toxemic 
conditions  of  the  mother,  six  were  induced  for  contracted  pelvis, 
seven  for  R.  O.  P.  at  term,  one  for  placenta  previa,  one  for  transverse 
position  and  one  for  double  mitrate  heart  lesion  and  one  for  pyelitis. 
This  furnishes  a  good  representation  of  indications  for  which  the 
operation  is  applicable  to-day. 

The  tendency  for  a  long  time  apparent  to  condemn  the  induction 
of  labor  because  of  its  difl&culty,  of  substitution  of  Cesarean  section 
for  many  conditions  in  which  induced  labor  is  indicated,  has  led 
some  of  us  to  raise  the  question  whether  the  increased  mortality 
of  Cesarean  section  over  induced  labor  was  not  sufficient  to  make 
the  operator  perform  the  operation  of  induced  labor  wherever  the 
patient  presents  a  poor  operative  risk  in  such  situations  where  either 
may  be  applied. 

indications. 

A  certain  number  of  us  desire  to  avoid  the  serious  explosions  of  the 
conditions  known  as  eclampsia,  may  even  pride  ourselves  that  in 
cases  coming  primarily  under  our  care,  who  have  followed  prescribed 
treatment,  that  such  conditions  can  be  eliminated.  Those  not 
eliminated  by  dieting  and  treatment  finally  come  into  that  class  of 
cases  called  preeclamptic  toxemia,  where,  by  careful  and  repeated 
urine  examinations,  associated  with  careful  blood  pressure  records 
we  may  find  the  widest  field  for  induction  of  labor.  That  is  by  such 
careful  watching  and  treatment  we  have  carried  on  the  pregnancy 
until  the  child  is  viable  and  until  the  remaining  in  the  womb  of  a 
highly  toxic  mother  is  a  greater  menace  to  the  child's  life  than  life 
outside  could  be  and  certainly  a  menace  to  the  mother's  life  and 
future  health.  Then  bringing  a  normal  labor  on  before  convulsions 
have  occurred  or  before  any  serious  impressions  have  been  made  on 
the  organs  of  the  mother  or  child,  offers  a  wide  field  of  application. 

In  this  situation  I  have  at  times  in  elderly  primipara,  after 
acquainting  the  patient  wdth  the  relative  risk  of  section,  found  them 
willing  to  accept  this,  an  operation  of  election. 

May  I  say  at  this  point,  before  considering  the  next  class  of  cases, 
that  I  consider  it  just  to  the  patient  in  all  but  a  small  percentage  of 
my  cases  to  explain  the  advantages,  the  relative  mortality  and  mor- 
bidity of  Cesarean  section  at  the  same  time  that  we  discuss  inter- 
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ference.  I  have  considered  my  patients  and  their  husbands,  inter- 
ested parties  whose  vision  and  range  of  education  must  be  somewhat 
of  a  guide  as  to  the  choice  of  operation.  I  carefully  weigh  the  essen- 
tial factors  in  each  patient  and  myself  help  them  to  decide  when  I 
learn  their  attitude,  never  forgetting  that  it  is  somewhat  easier  for  a 
mother  to  become  infected  and  die  by  the  elective  section  route  than  by 
the  vaginal.  It  has  been  my  honest  conviction  that  I  should  recom- 
mend at  least  one  efifort  at  induced  labor  in  any  of  these  indications 
before  attempting  section.  In  the  field  of  contracted  pelvis,  judg- 
ment as  to  the  question  of  the  operation  of  induction  is  essentially 
different  from  the  attitude  of  fifteen  or  twenty  years  ago  when  a 
measured  contraction  demanded  induction  at  a  definite  time  in 
pregnancy. 

We  make  pelvic  measurements  not  so  much  to  determine  the 
true  conjugate  as  the  ease  with  which  the  head  enters  the  pelvis 
in  the  latter  months  of  pregnancy  and  I  have  frequently  refused  to  do 
an  induction  in  the  average  or  justomajor  pelvis  and  at  section  have 
congratulated  myself  on  not  attempting  the  impossible  when  an 
enormous  child  came  to  light.  Here  then  the  contracted  pelves  are 
suspicious  cases  meriting  repeated  examinations  bimanual,  perhaps 
under  ether  or  gas  to  determine  when  the  head  is  tightly  fitting 
without  molding.  Then  the  patient's  mode  of  Hfe,  lazy  or  active, 
her  courage,  her  physical  ability  and  condition  all  enter  into  the 
question — Can  I  make  this  uterus  react  normally  by  any  method  at 
my  command?  Again  the  position  of  the  child  in  moderately  con- 
tracted pelvis  is  a  disturbing  factor.  All  right-sided  children 
during  the  latter  months  of  pregnancy  merit  careful  study.  What 
follows  applies  also  to  the  next  class  of  cases  when  the  child  comes 
down  in  R.  O.  P.  position.  It  has  been  my  observation  that  such 
positions  formed  a  much  larger  proportion  of  my  cases  than  previously 
studied  statistics  led  me  to  expect. 

It  became  evident  that  many  of  my  cases  of  premature  rupture 
of  the  membrane  were  directly  traceable  to  these  right-sided  posi- 
tions. It  was  also  evident  that  the  mechanics  of  descent  in  right- 
sided  occiput  positions  was  not  easy  and  because  of  this  something 
was  lacking  in  reflex  stimulus  to  labor.  Perhaps  the  head  did  not 
get  low  enough,  perhaps  the  occiput  boring  against  the  posterior 
cervical  lip  did  not  open  up  the  os  enough  to  discharge  the  mucous 
fluid,  perhaps  the  pressure  on  the  nerve  reflexes  was  not  enough  to 
stimulate  labor.  Certainly  it  became  evident  that  such  women 
seemed  as  a  class  to  go  longer  than  280  days  from  the  last  known 


foulkrod:  induction  of  labor  by  the  use  of  bougies    553 

menstrual  period  and  after  never  going  into  labor  until  after  the 
membrane  was  ruptured. 

This  situation  in  moderately  contracted  pelves  and  also  in  average 
pelves  led  me  to  more  frequently  advise  induction  of  labor  ahead 
of  time  in  contracted  and  at  computed  280  days  in  average  pelves, 
to  avoid  difficulties  incidental  to  expelling  large  children  and 
also  the  menace  to  the  child  of  trying  to  mold  an  ossified  head  with 
small  sutures  or  fontanelles. 

In  placenta  previa  when  the  diagnosis  is  made,  the  uterus  should 
be  immediately  emptied,  here  a  certain  per  cent,  of  cases  of  lateral, 
marginal  and  perhaps  partial  come  within  the  field  of  induced 
labor.  Some  men  prefer  to  use  gauze  packing,  some  the  dilating 
bag;  by  either  method  in  the  hands  of  men  who  have  practised  it 
good  results  may  be  obtained  in  these  minor  forms.  In  central 
placenta  previa  excepting  in  very  early  months  of  pregnancy  un- 
doubtedly the  best  results  are  obtained  by  section. 

Transverse  positions  discovered  previous  to  beginning  of  labor 
need  some  active  treatment  near  term.  It  is  unwise  and  perhaps 
unsafe  to  let  patients  go  into  labor  with  the  possibility  of  a  rupture 
of  membranes  and  prolapse  of  the  cord.  We  therefore  have  set  a 
time;  turned  the  child,  introduced  bougies,  stimulated  labor  and  in 
that  manner  held  the  child  in  a  vertex  position.  This  is  easy  of 
accompHshment  in  multipara  in  whom  most  transverse  positions 
occur.  Heart  lesion  in  which  compensation  shows  signs  of  breaking 
down,  and  those  of  the  stenotic  variety  in  women  past  thirty-five, 
present  a  very  difiicult  problem  for  solution.  Here  again  I  believe 
that  labor  induced  at  a  time  when  the  heart  is  still  acting  well,  offers 
the  best  solution  of  this  difficulty.  There  are  instances  in  which  no 
form  of  delivery  is  successful. 

Regarding  the  treatment  of  pyelitis,  the  case  here  described  is  a 
typical  illustration  of  one  that  demands  operative  interference: 

Mrs.  A.  C.  H.  was  admitted  to  the  Presbyterian  Hospital  in  June, 
191 8,  with  a  very  high  temperature  and  pain  in  right  lumba  region. 
She  was  due  to  be  confined  August  ist,  1918.  A  careful  examina- 
tion showed  a  right-sided  pyelitis.  We  administered  uro tropin  and 
placed  an  ice-bag  on  the  afflicted  side.  Temperature  came  to  nor- 
mal in  about  two  weeks  and  she  was  allowed  to  go  home  and  had  in 
a  week  again  the  same  condition.  On  July  ist,  19 18,  she  was  ad- 
mitted to  the  Hospital  and  this  time  the  temperature,  under  the  same 
treatment,  refused  to  come  to  normal.  On  July  7th  she  had  a  sudden 
rise  to  1033^^°  and  then  a  sudden  drop  to  97°  and  on  the  morning  of 
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the  8th  a  decided  chill.  We  then  decided  that  it  was  impossible 
to  carry  her  any  further  in  this  pregnancy.  Bougies  were  intro- 
duced at  9.30  p.  M.  July  8,  1918,  pains  began  at  3  a.  m.  and  i  p.  m. 
July  9th  dilatation  was  complete,  child  presented  by  a  breech.  The 
women  having  had  other  children  the  membranes  were  ruptured  and 
under  ether  a  live  child  extracted,  no  lacerations.  Following  that 
day  her  temperature  never  rose  above  99°  and  she  made  an  unin- 
terrupted recovery.     The  child  has  lived  and  thrived. 

This  to  me  is  a  situation  in  which  induced  labor  is  of  value  in 
pyelitis.  After  a  careful  attempt  with  hospital  treatment  to  carry 
the  patient  to  term  the  uterus  should  be  emptied  at  such  a  time 
when  the  disease  shows  evidence  of  endangering  the  mother. 

Method  of  Performing  Induction  of  Labor. — An  examination  of  all 
methods  proposed  for  inducing  labor  must  include  those  which 
offer  the  best  chance  of  producing  normal  labor  in  any  patient  not 
in  labor  and  in  whom  we  think  normal  labor  should  supervene  or  is 
necessary  to  save  the  life  of  the  mother  or  baby  and  also  exclude 
any  method  which  might  increase  the  mortality  or  morbidity  of 
either  mother  or  baby. 

Induced  labor  then  includes: 
Hot  packs. 

Simple  rupture  of  the  membrane. 
Introduction  of  one  or  more  silk  bougies. 
Introduction  of  gauze  into  the  uterus  and  vagina. 
Introduction  of  a  rectal  tube. 

Introduction  of  various  sizes  and  shapes  of  the  rubber  dilating 
bag. 

I  have  excluded  from  this  list  as  being  unsafe  any  attempt  by 
oxytonic  drugs  to  induce  labor  ab  initio. 

The  claims  of  the  dilating  rubber  bag  as  a  method  for  inducing 
labor  have  been  examined  by  me  in  the  last  fifteen  years  very  care- 
fully. I  have  tried  in  numerous  cases  almost  every  form  of  bag 
presented,  the  Barnes,  Voorhees  and  Pomeroy  as  representatives 
types.  The  bag  introduced  into  the  cervix  alone  fails  absolutely 
its  purpose  of  bringing  on  labor  pains.  It  represents  simply  a 
foreign  body  pressing  the  tissue  of  the  cervix  and  by  that  pressure 
softens  the  cervix.  A  fact  that  could  be  accomplished  by  gauze 
alone,  except  that  the  bag  is  larger  in  size  and  perhaps  causes  a  wider 
dilatation  of  the  cervix.  I  have  yet  to  see  the  bag  that  will  not 
displace  the  presenting  part  and  such  a  bag  when  large  enough  to 
produce    reasonable    dilatation    usually   pushes   the   parts  out   of 
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the  pelvis  oflfering  a  potential  chance  of  abnormal  presentation. 
The  dome  of  the  bag  to  maintain  wide  dilatation  properly  must  be 
convex.  This  convex  surface  meeting  a  convex  head  certainly 
does  not  produce  the  ideal  method  of  dilatation.  Such  a  bag 
rendered  concave  on  its  dome  loses  its  dilating  power;  the  exception 
to  this  being  the  Pomeroy  bag  which  does  stimulate  labor  pains  by 
pressing  the  perineum,  but  is  distinctly  brutal,  and  has  but  a  limited 
field.  This  had  led  me  to  limit  the  field  for  the  uses  of  the  rubber 
dilating  bag  to  such  situations  in  which  it  can  be  used  to  control 
hemorrhages  in  placenta  previa  and  to  replace  the  prolapse  of  the 
cord;  in  both  of  which  instances  it  is  an  emergency  instrument 
and  not  an  instrument  of  precision. 

Let  us  turn  our  attention  then  to  those  methods  that  have  stood 
the  test  of  several  years'  trial  and  attempt  to  limit  their  field.  The 
hot  pack  for  a  long  time  given  to  toxemic  patients  suffering  from 
preeclamptic  toxemic  in  many  instances  acts  as  a  form  of  labor 
stimulus  rather  variable  in  its  reaction  it  is  true  but  neverthe- 
less a  valuable  help  in  soothing  the  sick  person  and  at  the  same  time 
in  urging  labor. 

In  a  large  series  of  cases  it  has  been  for  years  a  common  observa- 
tion that  labor  may  begin  after  spontaneous  rupture  of  the  mem- 
brane. This  may  occur  without  any  particular  cause  and  produces 
what  is  known  in  lay  parlance  as  "dry  labor."  We  presume  that 
such  a  labor  is  harder  on  the  child  and  yet  after  watching  labor  un- 
der such  circumstances  for  years,  I  rarely  find  that  such  deliveries 
have  a  greater  number  of  stillbirths  than  in  other  forms  of  labor, 
when  its  dangers  are  recognized.  As  Nature  herself  deems  such  a 
labor  possible,  I  have  pursued  this  plan:  To  carefully  w^atch  toxemic 
patients  and  when  the  pulse  tension  height  gives  warning  that  they 
are  approaching  convulsions,  have  ruptured  membranes  with  invari- 
ably good  results  and  consequent  lowering  of  the  blood  pressure, 
they  should  start  labor  within  a  reasonable  time  after  rupture.  I 
believe  this  method  such  a  valuable  asset  that  I  have  no  hesitancy 
in  proposing  it  for  inducing  labor  in  other  cases  than  of  the  toxemic 
type,  when  the  blood  pressure  should  cause  no  alarm. 

The  uterine  muscle  is  apparently  an  automatic  muscle.  The  in- 
troduction of  any  foreign  body  within  its  cavity  tends  to  produce  a 
reaction  by  which  it  attempts  to  expel  that  foreign  body.  We 
make  use  of  this  action  of  the  uterine  muscle  when  we  attempt  to 
induce  labor.  The  foreign  body  however  small  in  calibre  must  be 
along  the  top  of  the  uterine  wall  above  the  pelvis  to  produce 
reaction. 
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There  is  not  the  slightest  question  of  doubt  in  my  mind  about 
this  point.  A  large  rectal  tube  coiled  up  in  the  cervix  will  not 
produce  labor,  the  rubber  bag  does  not  produce  labor  but  if  the 
operator  puts  a  stifif  silk  bougie  the  size  of  a  lead  pencil  straight  up 
into  the  cavity  of  the  uterus  between  the  membrane  and  wall  of 
the  uterus  labor,  pains  will  invariably  ensue  and  an  attempt  will 
be  made  to  expel  this  bougie. 

Basing  our  judgment  upon  these  facts  which  we  have  observed 
through  a  number  of  years,  we  have  recently  been  using  simply  two 
silk  bougies  with  or  without  iodoform  gauze  packing  to  induce  labor. 
These  bougies  must  be  w^ell  pl^aced,  that  is  the  patient  must  be  in  a 
good  position  on  the  edge  of  the  table  or  bed  and  must  be  very  well 
self  controlled  or  must  be  controlled  with  anesthesia  so  that  the 
operator  can  introduce  two  fingers  into  the  cervix  anterior  to 
the  child's  head  and  can  see  that  the  bougies  go  directly  up  into  the 
cavity  without  bending.  It  is  my  custom  to  dilate  the  cervix  first 
with  my  fingers  sufiiciently  for  this  purpose  and  then  carefully 
separate  the  membrane  around  the  internal  os  th^i  to  see  that  the 
bougies  do  not  touch  any  part  until  it  enters  this  open  cervix,  that 
it  is  well  lubricated  with  sterile  glycerine.  It  is  surprising  how 
easily  and  how  rapidly  the  bougie  when  well  lubricated,  can  be  made, 
to  travel  up  between  the  membrane  and  wall  of  the  uterus  without 
puncturing  the  membrane.  When  two  bougies  are  so  placed,  gauze 
is  packed  into  the  cervix  and  into  the  vagina.  There  are  several 
accidents  that  may  happen  for  which  you  must  be  mentally  pre- 
pared. You  may  strike  the  placenta,  this  usually  means  that  for 
some  strange  reason  the  bougies  are  not  going  to  be  as  effective  in 
starting  labor.  However,  it  seems  best  to  me  to  let  them  remain, 
to  introduce  your  packing  and  to  await  subsidence  of  the  bleeding 
when  they  may  be  introduced  at  later  time  in  another  quarter. 
You  may  puncture  the  membrane  with  the  tip  of  the  bougie,  this 
of  itself  is  not  a  serious  difficulty  but  does  seem  to  interfere  with 
the  quick  reaction  of  labor;  however  I  am  accustomed  to  leaving  the 
bougie  in  place;  omit  the  gauze  pack  and  await  onset  of  labor.  The 
reason  for  this  is  that  perhaps  the  puncture  is  well  above  the  child's 
head. 

The  Conduct  of  Labor  after  Bougies  are  Introduced. — The  patient 
is  returned  to  bed  and  the  onset  of  labor  pains  awaited.  They  may 
come  immediately,  they  may  not  appear  for  48  hours.  It  seems 
best  to  me  to  wait  even  two  days  before  changing  the  bougies, 
if  you  are  confident  they  are  well  placed.     I  have  seen  labor  occur 
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36  to  48  hours  after  introducing  bougies  and  have  a  successful 
termination. 

The  conduct  of  labor  in  multiparae  and  primiparae  varies.  Mul- 
tipara pursue  a  regular  course  of  labor  securing  complete  dilatation 
and  producing  expulsion  of  child  spontaneously. 

The  process  in  primiparae  is  more  tedious.  The  conduct  of  labor 
requires  that  the  same  rules  be  applied  to  this  tedious  labor  as  applied 
to  other  forms  of  tedious  labor.  That  is  the  patient  must  be  fed  at 
intervals,  must  be  stimulated  if  necessary  and  must  have  relief,  if 
pains  grow  severe.  We  have  found  that  in  such  labors  when  pains 
have  reached  their  crest  or  just  before  they  begin  to  wane,  while 
they  are  still  vigorous  and  the  uterus  muscle  contracted,  that  a  dose 
of  morphia  adjusted  to  the  patient,  not  enough  to  stop  labor  but 
sufficient  to  relax  the  cervix,  is  of  greatest  value.  If  we  do  not 
succeed  by  this  initial  dose  of  morphia  we  then  continue  to  inject 
hypodermatically  minute  doses  of  strychnine  combined  with  codeine 
/'i  to  y-4  of  a  grain  every  three  or  four  hours,  which  results  eventually 
in  bringing  the  head  through  the  cervix  into  the  pelvis  ready  for 
deUvery. 

Two  important  points  must  be  considered: 

First. — That  the  dose  of  morphia  must  be  given  at  the  right  time 
and  must  not  be  repeated. 

Second. — That  interference  must  not  be  practised  until  a  dose 
of  codeine  has  been  given. 

Suppose  for  example  the  patient  does  not  go  into  labor,  the  simple 
passage  of  the  bougie  into  the  cervix  at  the  end  of  24  to  48  hours 
secures  a  slow  softening  and  dilatation;  here  a  manual  dilatation 
at  each  examination  must  be  performed  and  it  has  been  my  experi- 
ence that  no  cases  will  go  for  several  days  without  eventually 
having  some  labor  pains  with  such  treatments. 

We  have  somewhat  lost  our  fear  of  rupturing  the  membranes 
before  the  canal  is  dilated  because  we  have  found  that  it  brings  on 
labor  pains  and  that  with  the  use  of  codeine  hypodermatically  at 
intervals  we  can  secure  complete  dilatation  and  reaction  in  almost 
every  instance  even  without  the  presence  of  the  bag  of  waters. 

The  use  of  gauze  alone  is  sometimes  of  value  in  early  pregnancy 
when  the  uterus  is  not  large  enough  to  accept  a  bougie.  This  is 
particularly  so  in  toxic  women  and  in  some  forms  of  placenta  previa 
where  gauze  packing  is  an  ideal  method  for  inducing  labor. 

Conclusions. — If  we  examine  the  facts  carefully  we  find  it  possible 
to  induce  labor  in  almost  every  case  in  which  it  is  needed  by  a 
simple  introduction   of  bougies  and  gauze  or  bougies  alone.     In 
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some  cases,  particularly  primipara,  we  may  have  to  wait  24  hours  or 
even  longer  for  labor  to  start  and  may  find  it  necessary  to  re-introduce 
bougies.  There  is  no  real  advantage  from  bougie  alone  in  cases  of 
unruptured  membrane  and  in  cases  of  ruptured  membrane  without 
labor  the  bag  is  of  doubtful  value  as  a  method  of  inducing  labor. 

After  several  years  of  treating  high-tension  cases  by  the  simple 
procedure  of  rupturing  membranes  and  supplementing  labor  with 
morphia  or  codeine  as  described,  I  beheve  this  to  be  a  simple, 
sure  and  safer  method  for  inducing  labor. 

One  feature  of  labor  can  never  be  imitated  by  any  artificial  means, 
the  retraction  and  consequent  thinning  out  of  the  cervix  caused  by 
the  action  of  the  powerful  fundul  muscles  of  the  uterus.  If  this 
were  not  necessary  it  would  long  ago  have  been  possible  to  have 
devised  an  instrument  to  divulse  the  cervix  and  grasp  the  head 
and  drag  it  through. 

The  use  of  the  rubber  dilating  bag  has  in  my  hands  been  slowly 
discarded  excepting  in  that  small  number  of  cases  represented  by 
certain  forms  of  minor  placenta  previa  and  prolapse  of  the  cord,  for 
the  reason  that  the  bag  itself  will  not  as  a  rule  stimulate  labor  pains 
but  will  only  tend  to  soften  and  dilate  the  cervix. 

It  has  been  my  observation  that  the  condemnation  of  induction 
of  labor  as  an  operation  is  due  to  the  inability  to  use  morphia  and 
codeine  discreetly  and  to  the  practice  of  too  early  interference. 

The  only  babies  lost  in  the  above  series  were  babies  of  highly 
toxic  mothers,  usually  of  a  doubtful  vitality  and  perhaps  not  of 
long  life. 
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DOCTOR  THOMAS  ADDIS  EMMET. 

1828-1919. 

AN   APPRECIATION. 

On  March  first  of  the  present  year  there  passed  from  our  midst 
and  earthly  sight  the  mortal  embodiment  of  a  man  of  distinction, 
a  scientist,  a  scholar,  and  a  patriot:  Dr.  Thomas  Addis  Emmet. 
The  lesson  of  his  Ufe  is  now  completely  written — the  radiant  ghmpse 
of  new  achievement,  the  persistent,  unswerving  devotion  to  an 
ideal  and  the  final  triumph  in  success.  The  records  of  his  deeds 
speak  his  praise.  To  Marion  Sims  and  Thomas  Addis  Emmet  the 
medical  opinion  of  the  world  has  accorded  the  honor  of  being  the 
originators  and  founders  of  modern  surgical  gynecology.  Dr. 
Emmet  devoted  himself  almost  exclusively  to  the  field  of  plastic 
surgery  and  was  regarded  as  the  highest  embodiment  of  the  skill 
of  his  time.  He  was  tireless  in  his  devotion  to  his  work  and  its 
many  details.  When  he  had  acquired  a  clear  conception  of  the 
principles  involved  in  a  surgical  procedure  for  the  repair  of  an 
injury,  infinite  patience  and  industry  were  applied  to  its  final 
accomplishment,  learning  by  his  failures  as  well  as  his  successes. 
In  the  extended  field  of  original  research  with  which  Dr.  Emmet's 
name  is  connected,  his  greatest  claim  for  fame  rests  on  his  work 
on  the  pathology  of  lacerated  cervix  uteri  and  its  surgical  treatment, 
childbed  injuries  to  the  pelvic  floor  and  their  repair,  and  a  procedure 
for  the  relief  of  procidentia  uteri.  In  addition  we  have  a  record 
which  includes  the  perfection  of  the  technic  of  manifold  gynecolog- 
ical procedures  and  the  contribution  to  the  armamentarium  of  this 
branch  of  valuable  original  instruments.  Many  of  the  latter  under 
somewhat  modified  form  are  still  in  daily  use  and  considered  quite 
indispensable.  Dr.  Emmet  displayed  his  scholarly  attainments 
in  the  clarity  of  his  writings,  the  graphic  word  pictures  of  his  opera- 
tions, his  pointed  anecdotes  and  his  engaging  conversation. 
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As  a  lover  of  his  country  and  a  patriot,  no  loyalty  could  surpass 
his  zeal  and  devotion  in  perfecting  the  records  of  the  American 
Declaration  of  Independence.  Into  this  undertaking  he  applied 
the  same  indomitable  perseverance  that  brought  him  success  in 
his  profession.  The  task  he  set  for  himself  was  to  secure  an  indis- 
putable, authentic  duplicate  of  every  signature  that  adorns  the 
immortal  document.  With  infinite  pains,  almost  inexhaustible 
correspondence  and  personal  investigation  he  sought  out  the  de- 
scendants of  the  signers  and  rummaged  through  their  letters  and 
family  archives  until  his  search  was  rewarded.  This  work  interested 
him  after  his  professional  activities  had  ceased  and  undoubtedly  was 
an  agency  in  prolonging  his  life — another  convincing  argument  for 
the  beneficence  of  a  fad. 

The  numerous  writings  of  Dr.  Emmet  attest  his  industry  in  his 
chosen  field  and  his  long  and  active  association  with  the  Woman's 
Hospital  afforded  him  the  opportunity  to  become  one  of  the  leaders 
in  American  gynecology.  His  life  was  a  long  and  active  one  as 
shown  not  only  by  his  professional  labors  but  also  his  close  associa- 
tion with  our  leading  medical  societies.  He  was  one  of  the  founders 
of  the  American  Gynecological  Society  and  had  the  honor  to  read 
the  first  paper  at  its  opening  meeting.  He  was  also  one  of  the 
founders  of  the  New  York  Obstetrical  Society  and  a  long  and  active 
participant  in  its  meetings.  Honored  both  here  and  abroad  in 
many  ways,  his  life  was  ended  in  retirement  that  was  most  congenial 
to  his  literary  tastes  and  inclinations.  His  name  stands  high  in  the 
roster  of  the  leaders  of  American  medicine  and  the  stimulus  accorded 
to  the  development  of  gynecology  throughout  the  world  can  to  a 
large  degree  be  traced  to  his  individual  efforts  and  influence. 

J.  Riddle  Goffe,  M.  D. 

Note:    A  more  extended  account  of  Dr.  Emmett's  life  and  work  will  appear 
in  a  subsequent  issue. 
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Meeting  of  February  ii,  191 9. 
The  President,  Dr.  L.  Grant  Baldwin,  in  the  Chair. 
Dr.  Leroy  Broun  reported  a  case  of 

ADENOMYOMA     of     THE     ROUND     LIGAMENT     FOLLOWING     GILLIAM's 

operation. 

The  history  of  this  condition  in  the  patient  is  as  follows:  Mrs. 
E.  E.,  aged  thirty-eight,  married,  has  had  three  children,  the  youngest 
of  whom  is  eight  years  old.  She  has  always  been  in  good  health. 
Four  years  ago  a  Gilliam  operation  was  evidently  done  together 
with  a  repair  of  the  posterior  vaginal  wall.  The  result  was  in 
every  way  satisfactory. 

I  saw  her  for  the  first  time  on  January  27th,  she  having  been  sent 
to  me  by  her  physician,  Dr.  J.  Gardner  Smith. 

She  gave  me  the  above  history  and  stated  that  the  operation  had 
been  done  by  Dr.  Harrington  of  Vassar  Brothers  Hospital,  Pough- 
keepsie,  who  is  now  in  the  army;  Dr.  Harrington's  absence  prevented 
my  communicating  with  him. 

The  patient  complained  of  a  tender  mass  in  the  abdominal  wall 
near  the  site  of  the  laparotomy  wound.  This  mass  had  been  present 
for  the  past  one  and  three-quarter  years.  For  the  past  ten  months 
it  had  become  periodically  tender  with  each  menstruation. 

The  pain  would  commence  at  the  beginning  of  each  menstruation 
and  would  increase  in  severity  for  ten  days,  although  her  period 
only  lasted  two  days.  At  the  end  of  the  two  weeks  the  pain  would 
cease  and  she  would  be  free  from  it  until  the  commencement  of  the 
next  menstrual  period.  This  periodical  pain  had  continued  as 
stated  for  the  past  ten  months  and  the  fear  of  cancer  caused  her  to 
seek  relief. 

The  examination  gave  a  small  tender  mass  of  some  2  or  3  cm.  in 
size,  situated  5  cm.  to  the  right  of  the  abdominal  scar.  The  mass 
was  superficial  in  character  and  had  the  feel  of  existing  above  the 
fascia.  Its  location  was  in  the  site  of  a  Gilliam  implantation  of  the 
round  ligament.  The  uterus  was  in  excellent  position  and  the 
posterior  vaginal  wall  well  repaired.  The  patient  was  told  that  the 
condition  was  probably  a  cyst  of  the  round  ligament. 

The  operation  done  on  the  following  day  was  not  easy.  A  part 
of  the  tumor  existed  above  the  fascia  and  was  cystx.     The  larger 
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part  was  within  the  rectus  muscle  and  necessitated  a  removal  of 
some  of  the  fibers  before  the  tumor  could  be  taken  away.  The 
dissection  was  continued  to  the  peritoneal  fascia.  The  unaffected 
part  of  the  round  ligament  was  readily  recognized  and  was  reim- 
planted  to  the  united  fascial  edges. 

The  pathological  report  of  the  specimen  is  as  follows: 

Path.  No.  16354. 

Specimen — Cyst  of  round  ligament. 

Diagnosis — ^Adenomyoma  of  the  round  ligament. 

Macroscopical. — ^A  hemorrhagic  shaggy  piece  of  tissue  3.5  cm. 
by  2  cm.  The  center  of  the  growth  is  composed  of  a  yellowish 
fibrous,  fairly  soft  tissue.  The  periphery  contains  a  few  small 
cyst  cavities. 
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Fig.  I. — Section  of  fibroma  from  anienor  vaginal  wall,     t  Broun.) 


Microscopical. — The  section  shows  irregularly  arranged  bundles 
of  smooth  musculature  enclosing  numerous  islands  of  glandular 
tissue  surrounded  by  a  loose  cytogenic  tissue.  The  periphery  of  the 
tumor  is  hemorrhagic  and  small  bundles  of  striated  musculature  are 
attached  to  the  tumor.  There  is  a  moderate  inflammatory  reaction 
present  within  the  cytogenic  cell  masses.  The  epithelium  lining 
the  glands  is  low  columnar.  It  is  not  ciliated;  shows  no  distinct 
basal  membrane  except  in  a  few  places. 

Cullen,  in  the  March,  1916,  Surgery,  Gynecology  and  Obstetrics, 
states  that  in  i8g6  it  fell  to  his  lot  to  report  the  first  case  of  adenomy- 
oma  of  the  round  ligament  and  states  that  since  this  report  a  number 
of  such  conditions  in  the  round  ligament  have  been  recognized. 
The  subject  of  Cullen's  article  above  referred  to  was  the  coincidence 
of  an  inguinal  hernia  with  an  adenomyoma  of  the  round  ligament  of 
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the  same  side.  He  states  that  the  increase  in  size  of  the  inguinal 
nodule  at  each  period  led  him  to  make  a  tentative  diagnosis  of 
adenomyoma. 

In  the  case  I  am  here  reporting  the  patient  did  not  note  any 
perceptible  increase  in  the  size  at  menstruation  but  did  have  increas- 
ing pain,  not  subsiding  until  two  weeks  after  menstruation. 

I  append  a  microphotograph  of  a  section  of  this  tumor  furnished 
by  the  Pathological  Department  of  the  Woman's  Hospital  (Fig.  i). 

Dr.  Leroy  Broun  also  reported  a  case  of 

FIBROMA   OF   THE   OUTER   THIRD   OF   THE   ANTERIOR   WALL   OF   THE 

VAGINA. 

I  report  the  occurrence  of  this  condition  in  a  patient  coming  under 
my  care  at  the  Woman's  Hospital  on  account  of  its  rarity.  In  my 
gynecological  practice  this  is  the  first  case  of  such  a  character  that 
has  come  under  my  observation. 

The  history  is  as  follows:  Miss  N.  K.,  aged  forty-one,  single. 
Her  menstrual  history  commenced  at  fourteen  and  has  been  normal 
in  time  and  amount,  without  pain.  It  is  of  a  twenty-eight-day  type, 
soiling  two  or  three  napkins  at  each  period.  The  last  period  was 
on  Jan.  8th,  1919.  Her  general  health  has  always  been  good,  having 
had  only  the  usual  infective  diseases  of  childhood. 

The  present  illness  began  in  March,  1918,  when  she  first  recognized 
a  small  mass  at  the  vaginal  outlet.  This  when  first  felt  could  be 
pushed  back.  There  was  a  white  odorless  discharge,  which  at 
times  became  mildly  hemorrhagic,  in  character,  especially  during 
the  last  few  months.  The  patient  thinks  that  the  growth  has  in- 
creased rapidly  during  the  last  month.  The  menstrual  function 
as  stated  has  always  remained  normal. 

The  patient  was  seen  on  January  18th  at  the  hospital.  The 
appearance  of  the  mass  at  this  time  is  best  described  by  the  photo- 
graph which  I  present.  The  dark  eroded  area  on  the  right  which  is 
probably  due  to  friction,  had  every  appearance  of  bladder  mucosa. 
The  examination  showed  that  the  tumor  was  well  defined,  not 
involving  more  than  the  outer  one-third  of  the  anterior  vaginal 
wall,  and  existed  chiefly  under  the  urethra  (Fig.  i).  The  consistency 
was  soft.     No  fluid  could  be  withdrawn  with  the  exploring  needle. 

Various  diagnoses  were  made  of  the  character  of  the  growth. 
My  own  was  that  of  a  solid  tumor  of  the  anterior  wall.  Its  removal 
was  without  difficulty,  the  mass  being  shelled  out  of  its  capsule, 
which  extended  well  up  in  the  sulci  on  each  side  of  the  urethra. 

The  pathological  report  was  as  follows: 

Path.  No.  16334. 

Diagnosis — Fibroma  of  the  septum  vesicovaginale. 

Macroscopical. — An  oval  tumor  with  a  thick  pedicle.  The  tumor 
measures  6  cm.  by  4  cm.  It  is  well  capsulated,  one  pole  is  covered 
with  a  small  piece  of  ulcerated  vaginal  mucosa.  The  pedicle,  meas- 
uring 4  cm.  in  length  by  i  cm.  in  diameter,  is  attached  to  the  other, 
pole.     On  section  one  sees  that  the  tumor  is  composed  of  a  fibrous 
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yellowish  tissue  (Fig.  2).    The  tumor  mass  is  well  defined  toward  the 
connective  tissue  which  separates  it  from  the  vaginal  mucosa. 

Microscopical. — Section  shows  vaginal  wall  with  broad  squamosa. 
The  tumor  which  is  well  separated  from  the  subvaginal  tissue  is 
composed  of  masses  of  fibrous  cells  densely  packed  and  in  certain 
places  showing  a  fair  number  of  mitoses  and  large  dark  staining 
nuclei.  The  number  of  fibrillae  is  comparatively  small.  The  tumor 
is  sharply  defined  toward  the  surroundings. 


Fig.  2. — Adenomyoma  of  the  round  ligament  following  a  Gilliam  operation 
four  years  previously  for  a  displaced  uterus.     (Broun.) 

Richard  R.  Smith,  in  an  article  on  this  type  of  growth,  in  which 
he  reported  a  case  coming  under  his  care,  in  1901  collected  reports 
of  forty-six  cases  in  addition  to  fifty-four  previously  reported  by 
Kleinwachter.  In  the  loi  cases  reviewed  by  Smith,  twice  as  many 
were  located  in  the  anterior  vaginal  wall  as  in  the  posterior. 

Pierre  Jacobie  has  written  an  extensive  thesis  upon  this  subject 
which  appears  in  the  volume  of  Theses  of  the  Faculte  de  Medecine 
de  Paris,  1908-09. 

He  refers  to  Richard  Smith's  collection  of  cases  and  also 
adds  twenty-two  cases  collected  by  himself.  In  this  thesis  he  states 
that  myomatous  tumors  of  the  vagina  are  extremely  rare,  in  almost 
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every  instance  being  pure  fibroma.  The  size  of  these  tumors  also 
varies  greatly  and  he  cites  one  instance  of  a  case  reported  by 
Baudier  of  io}/2  pounds  and  also  of  another  by  Grember  of  5 
kilograms. 

He  is  inclined  to  accept  the  theory  that  the  presence  of  these 
tumors  in  the  vagina  can  only  be  explained  on  the  basis  of  being 
migratory  in  character,  either  sessile  or  pedunculated.  I  doubt 
very  much  however  if  we  can  accept  this  conclusion,  for  unquestiona- 


FiG.  I. — Photograph  of  a  pure  tibroma  of  the  outer  third  of  the  anterior  wall  of 
the  vagina.     (Broun.) 

bly  fibroma  of  the  vagina  exist  in  which  there  is  no  evidence  of  a 
similar  condition  existing  in  the  uterus. 

In  the  case  I  here  present  the  tumor  occupied  the  outer  third  of 
the  anterior  wall  of  the  vagina  and  the  uterus  itself  was  small  with- 
out any  suspicion  of  the  myomatous  growth  within  it. 

DISCUSSION 

Dr.  W.  E.  Studdiford. — "I  have  not  had  any  experience  with 
adenomyoma  of  the  round  ligament,  but  as  Dr.  Broun  was  reading 
the  history  of  the  case  it  brought  to  my  mind  the  technic  in  round 
ligament  suspensions  through  the  anterior  abdominal  wall  and  the 
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question  of  drawing  the  ligament  through  the  fascia.  He  also 
mentioned  the  fact  that  this  woman  had  pain  at  the  time  of  her 
menstrual  period. 

"  I  have  seen  two  cases  in  which  the  loop  of  round  ligament 
was  drawn  through  the  fascia,  the  Uttle  tumor  of  the  ligament  was 
constant  and  it  increased  in  size  during  the  time  of  the  menstrual 
period.  Attention  has  been  called  to  the  manner  of  fastening  the 
ligaments,  especially  by  Simpson,  suturing  the  Hgament  so  that  as 
the  opening  in  the  fascia  is  closed,  and  the  ligament  is  fastened  to  the 
under  surface.  This  avoids  the  possibility  of  strangulation  from  the 
fascia,  and  I  wonder  whether  the  irritation  of  the  strangulation  of 
the  fascia  in  this  case  may  not  have  been  responsible  for  starting 
the  adenomyomatous  tumor." 

Dr.  L.  W.  Strong. — "  I  should  Hke  to  say  about  adenomyomata 
that  these  tumors  are  generally  recognized  to  be  embryonal  rests  of 
the  mesonephros.  They  are  certainly  very  rare.  We  have  had 
two  since  I  have  been  at  the  Woman's  Hospital. 

"As  to  the  fibroma  of  the  vagina,  the  interest  there  is  particularly 
in  the  rarity  of  the  condition,  and  one  must  remember  that  this  is  a 
pure  fibroma. 

"1  am  under  the  impression,  from  hearing  Dr.  Broun's  report  of 
the  literature  of  these  cases,  that  many  of  those  so  reported  cannot 
be  pure  fibromata.  It  was  said  that  some  of  these  were  migratory, 
and  in  that  case  they  would  certainly  have  originated  in  the  uterus. 
But  this  is  a  pure  fibroma  originating  in  the  vagina  and  it  must  have 
originated  from  the  connective  tissue  of  the  vesicovaginal  septum. 
It  could  not  have  originated  naturally  from  the  epithehum,  nor  could 
it  have  originated  from  the  bladder  wall,  which  is  muscular. 

"  I  have  not  looked  over  the  literature  carefully  of  these  fibromata, 
but  would  hke  to  state  that  no  case  at  all  is  mentioned  in  Veit's 
manual  of  Gynecology,  and  in  Kaufman's  Pathology  no  cases  are 
specifically  mentioned,  but  the  Russians  have  collected  i8  cases  in 
all,  most  of  which,  however,  have  turned  out  not  to  be  pure  fibromata. 

"I  think  the  subject  might  bear  a  little  further  investigation  as  to 
the  number  that  have  been  reported." 

Dr.  LeRoy  Broun. — "I  have  nothing  to  add  except  to  say  that 
in  the  case  reported  by  Smith  the  tumor  sprang  from  the  anterior 
wall.  This  was  a  pure  fibroma  which  filled  the  entire  vagina. 
During  the  removal  of  the  same  there  was  considerable  bleeding 
which  stopped  as  soon  as  the  tumor  was  removed.  There  was  no 
difficulty  in  removing  the  small  tumor  which  I  present. 

"The  hterature  which  I  looked  up,  and  in  which  I  was  interested, 
indicated  that  these  growths  occur  either  as  sessile  or  pedunculated 
and  have  no  connection  at  all  with  the  uterus,  also  that  they  may  be 
of  a  migratory  character.  In  the  article  by  Pierre  Taconie  which  was 
quite  extensive,  he  argues  that  as  migratory  tumors  of  the  peritoneal 
cavity  have  their  origin  in  the  uterus  a  similar  explanation  might  be 
made  of  the  vaginal  fibroma.  His  reasoning  is,  however,  I  think, 
faulty,  for  unquestionably  vaginal  tumors  do  exist  without  any  evi- 
dence of  such  conditions  in  the  uterus.     In  the  instance  I  report 


NEW   YORK   OBSTETRICAL    SOCIETY  567 

there  was  no  fibroma  in  the  uterus;  it  was  a  small  normal  uterus 
with  only  a  two  days'  menstrual  history." 
Dr.  John  O.  Polak  read  a  paper  on 

NEEDLESS    OPERATIONS    ON   THE   FEMALE    GENITALIA. 

(For  original  article  see  page  465.) 

DISCUSSION. 

Dr.  Geo.  Gray  Ward,  Jr. — "I  feel  that  the  reader  has  not 
emphasized  the  text  on  which  he  has  preached  too  strongly.  Those 
of  us  who  are  doing  work  in  hospitals  where  we  are  attempting  to 
advance  and  improve  and  to  have  a  follow-up  system  which  means 
something,  can  bear  out  every  word  that  he  says.  It  is  almost 
aopalling  to  see  the  derelicts  he  speaks  of  that  come  into  the  follow-up 
clinics  who  have  been  improperly  operated  upon  and  certainly  not 
properly  studied. 

"When  Dr.  Polak  commenced  to  read  his  paper  my  thoughts  went 
back  to  some  twenty-eight  years  ago  when  he  and  I  were  fellow- 
internes.  Whenever  a  serious  case  was  brought  into  the  hospital 
which  required  operation,  it  was  our  duty  as  house  surgeons  to  call 
up  the  consulting  staff  of  the  hospital,  as  well  as  the  whole  surgical 
board,  and  notify  them  that  a  consultation  would  be  held  at  the 
hospital,  usually  right  after  lunch.  The  case  was  presented  and  the 
youngest  man  on  the  staff  was  asked  to  give  his  opinion  first,  until 
finally  it  came  up  to  the  gray  beards  (and  they  wore  real  gray  beards 
in  those  days)  and  I  recall  that  the  senior  attending,  Dr.  Jarvis 
Wright,  who  has  since  died,  would  generally  follow  his  own  opinion 
whatever  the  result  of  the  consultation.  At  any  rate,  the  case  was 
at  least  given  the  benefit  of  a  careful  consultation  as  to  whether  the 
leg  should  be  taken  off  or  whether  the  abdomen  should  be  opened. 
From  that  far  cry  to  the  present  day  there  has  been,  of  course,  a 
notable  change.  We  have  lived  through  this  furore  of  operation 
where,  as  Dr.  Polak  states,  every  interne  feels  perfectly  competent 
to  open  an  abdomen  in  any  case  that  he  can  get  to  go  into  a  private 
sanitarium,  or,  if  he  has  the  privilege  of  a  hospital,  to  a  hospital, 
and  attempt  to  do  surgery  that  demands  long  training  and  experience. 

"The  whole  condition  of  the  interne  question,  I  think,  has  had 
a  great  deal  to  do  with  this  state  of  affairs.  When  Dr.  Polak  and 
I  were  internes  together,  the  most  we  got  in  the  way  of  operations 
at  the  end  of  our  service  was  a  cervix  and  a  perineum,  and  very  little 
more  if  I  remember  correctly.  As  to  doing  a  laparotomy,  such  a 
thing  was  never  thought  of.  You  all  know  that  nowadays  when 
internes  come  to  you  and  apply  for  position  one  of  the  first  ques- 
tions we  are  very  apt  to  be  asked  is  'How  many  operations  am  I 
going  to  get?'  I  invariably  reply  by  saying,  'You  will  not  get  any 
operations  as  a  right,  but  only  as  an  efficiency  reward.  If  you  show 
by  your  work  that  you  have  earned  a  reward  and  shown  an  ability 
to  operate  by  your  attention  and  care  of  the  cases  that  are  put  in 
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your  charge,  you  will  certainly  have  some  operations  given  you  under 
direction.'  Since  I  have  taken  charge  of  the  Woman's  Hospital 
I  have  laid  that  down  as  a  dictum  to  the  interne  staff.  We  know 
perfectly  well  that  in  some  of  the  large  hospitals  in  the  city  the 
number  of  operations  that  the  internes  are  allowed  to  do  is  extraordi- 
nary and  I  believe  it  is  owing  to  that  fact  that  so  many  young  men 
going  out  from  the  hospitals  feel  that  they  are  competent  to  operate 
on  any  case  that  comes  along.  This  state  of  affairs  I  hope  has 
reached  its  ascendency  and  is  now  commencing  to  decline.  I  beheve 
that  one  of  the  reasons  why  it  is  declining  is  due  to  the  excellent  work 
of  Dr.  Codman,  of  Boston,  in  his  insistence  upon  the  rights  of  the 
patient  and  the  responsibihties  of  the  trustees  of  hospitals  to  see 
that  the  patient  is  given  a  square  deal.  The  other  factor  which  is 
affecting  this  wave  of  promiscuous  surgery  is  undoubtedly  the  forma- 
tion of  such  a  body  as  the  American  College  of  Surgeons,  which  is 
founded  on  the  idea  that  men  should  be  competent  surgeons  and 
should  be  known  as  such  before  they  can  have  Fellowship  in  the  Col- 
lege, so  that  the  laity  may  be  protected  from  this  indiscriminate 
operating.  Those  of  us  who  are  founders  of  that  College  only  hope 
that  the  Regents  of  the  College  will  keep  up  their  standard  and  do 
their  part  as  they  started  out  to  do.  If  they  should  let  down  the 
bars  and  allow  everybody  in,  the  real  benefit  of  the  College  will 
amount  to  very  little,  in  my  opinion. 

"Now,  one  good  thing  has  come  out  of  the  College,  and  that  is 
the  standardization  of  hospitals.  The  stirring  up  of  the  country 
to  the  realization  that  hospitals  must  be  inspected  as  it  were  and 
must  produce  proper  results  as  far  as  the  patients  are  concerned 
is  a  great  work.  In  that  work  I  have  been  very  greatly  interested 
and  in  the  work  at  the  Woman's  Hospital  we  are  trying  to  live  up  to 
these  requirements.  The  follow-up  system  that  we  have  there  is 
conducted  seriously.  The  attending  surgeon  must  himself  examine 
his  own  cases  in  the  clinic  once  a  week,  and  at  the  end  of  a  month 
(every  four  weeks)  he  must  report  to  the  staff  publicly,  an  analysis 
of  his  month's  work.  He  must  classify  the  cases  that  he  has  seen 
that  come  back  to  his  follow-up  chnic  into  the  satisfactory,  the  par- 
tially satisfactory  and  the  unsatisfactory  cases. 

"The  satisfactory  cases  we  throw  aside  and  do  not  inquire  into 
further,  but  the  unsatisfactory  and  partially  satisfactory  cases  are 
analyzed  publicly  in  detail,  regardless  who  the  operator  is,  and  the 
nature  of  the  conditions  that  are  not  satisfactory. 

"The  point  that  Dr.  Polak  makes  about  careful  study  being 
necessary  in  these  cases  is  a  most  important  one.  That  means  that 
you  must  have  the  patient  in  the  hospital  for  a  sufficient  length  of 
time  before  the  operation.  The  old  idea  of  railroading  the  patient 
in  the  night  before  operation,  and  even  in  some  instances  the  morning 
of  the  operation,  is  absolutely  to  be  condemned  because  you  cannot 
study  most  cases  properly  in  less  than  three  of  four  days,  and  even 
longer  may  be  required.  At  the  Woman's  Hospital  the  patients 
average  three  or  four  days  and  in  some  instances  considerably  longer 
before  operation. 
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"That  brings  up  the  other  point  that  Dr.  Polak  emphasized,  and 
that  is  the  taking  of  a  proper  history.  I  do  not  think  there  is  any 
one  thing  in  which  the  preoperative  work  falls  down  on  more  than 
as  a  result  of  a  carelessly  taken  history.  The  trouble  with  taking 
a  history  is  that  it  is  tiresome  work;  it  takes  time  and  concentration 
and  the  lazy  man  who  is  in  a  hurry  will  never  take  a  history  that  is 
worth  very  much.  So  much  depends  on  an  accurate  history  in 
gynecological  cases.  It  makes  all  the  difference  in  the  world  to 
the  patient  whether  you  operate  on  an  ectopic,  or  whether  you  do 
not  operate  on  an  acute  salpingitis,  and  a  careful  history  will  often 
give  the  indication.  The  other  point  he  brings  out,  namely,  the 
necessity  of  consultations,  is  most  important  and  most  timely. 
Usually  consulting  stafifs  on  hospitals  to-day  are  figure-heads.  The 
position  of  consultant  is  one  of  honor  only  and  they  are  too  busy 
and  too  much  occupied  elsewhere  to  come  to  see  cases  in  the  wards. 
It  is  commonly  supposed  that  they  are  not  expected  to  come.  I 
think,  however,  that  if  these  men  are  called  to  see  cases  they  will 
come. 

"The  necessity  of  a  careful  study  in  gynecological  cases  cannot  be 
emphasized  too  much  as  they  are  often  complicated  with  gastro- 
enterologic  conditions.  We  have  to  go  above  the  waistline  in  our 
preoperative  study  or  we  do  not  give  the  patient  a  fair  deal.  In 
order  to  do  that  we  must  have  men  who  are  expert  in  that  particu- 
lar field.  It  is  a  special  field  and  I  am  sure  I  do  not  feel  competent 
to  go  into  it.  We  must  have  help.  I  am  very  happy  to  say  that  I 
was  able  to  establish  a  Gastroenterological  Department  at  the 
Woman's  Hospital  and  have  succeeded  in  obtaining  the  services  of 
a  well-known  specialist  to  take  charge  of  it.  I  expect  that  hereafter 
we  shall  be  able  to  give  our  cases  the  necessary  preoperative  study 
of  abdominal  conditions  along  lines  which  I  have  indicated.  The 
point  Dr.  Polak  made  about  the  general  surgeon  is  very  true.  He 
is  very  apt  to  fasten  up  the  uterus  by  a  ventral  suspension  and  forget 
to  shut  the  door  below." 

Dr.  W.  E.  Studdiford. — "I  concur  and  agree  with  all  the  things 
that  Dr.  Polak  and  Dr.  Ward  have  said.  I  felt  that  Dr.  Polak's 
experience  had  been  the  same  as  mine  in  connection  with  the  Bellevue 
Hospital  service  and  also  in  private  practice. 

"  I  have  not  the  figures  at  hand,  but  I  can  review  in  my  mind  cases 
which  were  very  similar  to  the  ones  he  has  given  us  to-night.  I 
have  thought  of  these  cases  a  great  many  times  and  have  tried  to 
reason  out  in  my  own  mind  as  to  just  how  the  thing  happened.  Of 
course,  I  think  some  of  it  is  undoubtedly  the  result  of  careless, 
hasty  diagnosis  and  an  imperfect  history,  but  I  do  not  believe  that 
is  all  of  it.     I  think  a  good  deal  of  it  is  due  to  the  laity. 

"Dr.  Ward  harked  back  to  the  days  of  twenty-eight  years  ago. 
If  he  would  go  back  a  little  further  he  would  remember  that  it  took 
about  the  whole  consulting  staff  and  all  of  the  general  surgeons  and 
the  medical  men  to  persuade  a  patient  to  have  an  operation.  Now, 
that  is  not  the  condition  to-day.  The  condition  to-day  is  just  the 
reverse.     The  patient  comes  in  and  says,  'I  want  to  be  operated  on' 
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and  you  have  a  hard  time  persuading  her  that  she  does  not  need  an 
operation  and  unless  you  have  succeeded  in  persuading  her  she  will 
go  to  some  other  man  to  do  it  for  her  with  the  result  that  we  have 
just  the  type  which  Dr.  Polak  describes. 

''It  is  a  mistake  to  speak  of  so-called  cases  of  chronic  appendicitis. 
I  do  not  think  there  is  any  such  condition.  The  fact  is  that  some  one 
told  the  woman  that  she  had  appendicitis,  or  her  intimate  friend 
who  has  had  her  appendix  taken  out  says,  'If  you  have  pain  in  your 
right  side  you  have  appendicitis  and  had  better  have  your  appendix 
taken  out.'  Then  she  goes  to  some  one  and  he  agrees  to  take  the 
appendix  out,  telUng  her  it  only  means  a  little  incision  and  that  she 
will  be  in  the  hospital  for  two  or  three  days,  and  that  will  be  the 
end  of  it.  That  is  the  history  of  a  great  many  of  these  cases.  It 
is  a  fact  that  the  appendix  has  been  used  as  a  pretext  for  operation 
in  many  instances.  When  you  speak  of  the  appendix  to  a  great 
many  people,  they  will  want  an  operation.  I  think  it  is  a  mistake 
to  call  it  appendicitis.  Years  ago  when  a  patient  had  a  floating 
kidney  she  was  told  it  would  bother  her  for  the  rest  of  her  Ufe. 
Then  some  one  would  anchor  it  for  her.  Fortunately,  the  result  of 
that  procedure  was  bad  and  they  do  not  ask  to  have  it  done  any  more. 
The  same  way  with  septic  cases.  It  is  a  difficult  matter  to  get  people 
to  understand  that  when  you  have  an  inflammatory  condition  of  the 
pelvis  it  is  all  a  question  of  time,  that  they  have  got  to  wait  and,  as 
Dr.  Polak  says,  it  is  time  and  then  more  time.  If  they  are  in  the 
hospital  they  get  impatient  and  then  the  question  of  expense  comes 
up.  It  may  be  a  bad  tubal  case  or  a  bad  septic  case.  They  may 
have  to  be  in  the  hospital  for  two  or  three  weeks  or  it  may  be  two, 
three  or  four  months  before  the  patient  is  ready  to  go  home  and  a 
great  many  of  them  will  go  home  without  operation.  On  the  other 
hand,  they  will  come  at  you  every  day,  some  friend,  the  mother  or 
the  husband  and  ask  'Why  don't  you  operate?'  and  then  the  patient 
wants  to  be  operated  on  and  it  takes  the  greatest  amount  of  tact 
and  persuasion  to  keep  the  woman  quiet  and  bide  the  result  of  the 
pathology.  If  she  waits,  she  will  get  well  without  operation. 
The  general  surgeon  often  classes  the  acute  tube  along  with  the 
acute  appendix,  consequently  he  rushes  in  and  operates.  Of  course, 
a  good  many  of  them  get  well,  but  they  are  not  as  well  off  as  they 
would  be  were  they  left  alone  and  not  operated  on.  The  same  way 
with  curettage,  A  woman  has  an  abortion  and  they  get  a  doctor 
in  to  curet  her.  It  is  a  popular  idea  that  an  abortion  or  miscar- 
riage must  be  curetted  and  if  you  go  in  and  say,  'Let  it  alone;  it 
will  be  all  right  if  left  alone,'  it  is  a  question  whether  you  know 
anything  about  it  or  not.  So  some  one  comes  in  and  curets  her 
and  she  gets  an  infection,  the  tubes  and  ovaries  become  involved  in 
the  process,  they  are  taken  out  and  finally  she  has  a  hysterectomy. 
That  is  the  history  of  lots  and  lots  of  cases.  The  same  way  with 
dilatation  and  curettage.  I  had  a  woman  in  the  hospital  only  yester- 
day, who  was  sent  by  one  of  my  patients,  who  told  her  she  needed  a 
dilatation  and  curettage  because  she  had  been  married  three  years 
and  had  no  children.     As  a  matter  of  fact  she  has  been  infected 
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and  a  dilatation  and  curettage  are  not  going  to  do  her  any  good,  and 
she  was  advised  not  to  have  any  dilatation  and  curettage.  The 
same  applies  to  obstetric  cases.  The  doctor  is  very  often  to  blame, 
more  often  it  is  the  insistent  family  who  are  pressing  him  to  do  some- 
thing, and  in  the  bad  cases,  the  delayed  cases  of  labor,  it  is  not  only 
the  family  that  is  to  blame,  but  the  doctor  has  a  great  many  things 
to  do  and  he  has  not  the  time  to  sit  around  and  wait  and  give  the 
woman  a  test  of  labor." 

Dr.  a.  M.  [Jacobus. — "There  are  two  patients  I  wish  to  speak 
of  in  line  with'  the  timely  criticisms  of  Dr.  Polak.  This  past  year  a 
colored  woman  was  referred  to  me  for  severe  pelvic  pain  and  vaginal 
discharge.  She  had  gone  to  a  gynecological  cHnic  in  this  city  and 
without  an  examination  was  referred  to  the  speciaHst  in  cystoscopy. 
He  did  a  cystoscopic  examination  but  no  vaginal  examination  and 
made  a  diagnosis  of  cystitis  and  nephritis.  He  made  an  autogenous 
vaccine  and  vaccinated  her  once  or  twice  a  week  for  several  months. 
She  did  not  get  better  and  a  friend  referred  her  to  me.  I  made  a 
vaginal  examination  and  found  she  had  a  very  tender  ovary  on  the 
left  side  nearly  as  large  as  a  bilhard  ball  and  an  old  salpingitis,  prob- 
ably from  gonorrheal  infection.  I  intended  to  refer  her  to  a  friend 
at  the  Woman's  Hospital  for  operation  but  some  few  years  pre- 
viously a  surgeon  in  a  hospital  in  New  York  had  taken  her  appendix 
out  and  she  preferred  to  go  back  to  him.  That  man,  by  the  way,  has 
pubUshed  a  two-volume  book  on  surgical  diagnosis,  one  of  the  best. 
She  went  back  to  that  surgeon  and  was  readmitted  to  the  hospital 
and  after  examining  her  he  told  her  she  did  not  need  an  operation. 
The  point  I  would  like  to  bring  out  is  that  the  gentleman  who  was 
treating  her  with  autogenous  vaccine  was  a  very  capable  man  and 
had  had  considerable  clinical  and  operative  experience  in  gynecology 
and  failed  to  make  a  complete  examination.  I  spoke  to  him  later 
about  the  case  and  asked  him  why  he  had  not  examined  per  vaginam 
and  he  said  she  was  sent  to  him  from  the  gynecological  class  in  the 
same  O.  P.  D.  and  he  presumed  they  had  made  a  thorough  vaginal 
examination  and  was  sent  to  him  for  the  treatment  of  the  cystitis. 
Each  physician,  therefore,  relying  on  the  other  had  failed  to  diagnose 
the  entire  diseased  condition. 

"A  year  or  two  ago  a  gentleman  and  his  wife  were  referred  to  me 
because  they  had  been  married  three  years  and  the  wife  had  never 
become  pregnant.  I  did  not  get  a  chance  to  question  him  alone 
for  some  time  but  later  I  asked  him  if  he  had  ever  had  gonorrhea  and 
he  said  "positively  not."  The  woman  had  a  small  anteflexed  uterus 
with  a  pin-hole  os.  I  dilated  her,  but  did  not  curet  and  had  no  diffi- 
culty in  enlarging  the  cervical  canal  to  the  size  or  caliber  of  a  lead 
pencil.  I  told  her  to  go  home  and  let  nature  take  its  course  and  come 
back  in  three  months,  which  she  did,  still  not  pregnant.  I  questioned 
the  husband  again  as  to  whether  he  had  ever  had  gonorrhea  and  again 
he  said  he  never  had.  To  make  a  long  story  short  the  woman  came 
back  again  in  six  months  still  unimpregnated  and  wanted  further 
dilatation  and  curettage,  but  I  said  it  was  not  necessary  as  her  uterus 
and  cervix  were  still  patulous.     I  advised  the  husband  to  use  a  con- 
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dum  and  come  back  with  the  contents  and  let  me  examine  the  semen. 
It  was  in  February  and  the  weather  was  very  cold.  I  examined  the 
semen  and  there  were  no  spermatozoa  to  be  seen.  Again  he  denied 
that  he  had  ever  had  gonorrhea  and  I  thought  that  possibly  the 
semen  because  chilled  had  prevented  my  finding  spermatozoa.  I 
then  suggested  that  he  procure  a  vaseline  bottle  and  put  the  condum 
with  contents  in  that  and  wrap  a  towel  around  it  to  keep  it  warm  and 
bring  it  to  me  promptly.  He  did  so  but  I  was  not  able  to  find  any 
spermatozoa.  He  then  admitted  that  he  was  in  the  Post-Graduate 
Hospital  for  a  month  a  year  previously  with  a  very  big  swollen  tes- 
ticle following  a  gonorrheal  attack.  This  case  suggests  forcibly  that 
we  should  not  operate  on  any  woman  for  steriHty  without  first  ex- 
amining the  husband  for  the  presence  of  spermatozoa  or  disease 
of  genitals.  The  husband  was  disgusted  and  angry  because  of  the 
proof  of  his  impotency.  I  had  another  somewhat  similar  case  where 
the  young  couple  were  going  to  tour  Europe  but  were  not  going  to 
have  a  baby  for  three  years.  As  in  the  course  of  time  they  had  no 
children  the  mother-in-law  began  to  suspect  that  there  was  some- 
thing the  matter  with  the  husband.  I  had  previously  treated  this 
young  man  for  gonorrhea,  epididymitis,  orchitis  and  syphilis.  He 
married  seventeen  months  after  the  initial  lesion,  against  my  very 
positive  directions.  He  objected  to  an  examination  and  later  wanted 
to  try  the  condum  method  to  make  sure  he  was  all  right.  An  exami- 
nation then  showed  that  he  had  satisfactory  spermatozoa  in  semen. 
This  was  a  case  apparently  where  the  wife  was  at  fault,  but  possibly, 
from  an  occlusion  of  her  oviducts  from  an  infection  from  the  hus- 
band. I  do  not  think  we  should  operate  on  young  women  who  have 
been  married  several  years  and  have  never  had  children  without 
insisting  upon  the  husband  having  his  genitals  and  semen  examined 
first.     This  the  husbands  are  seldom  willing  to  submit  to." 

Dr.  C.  G.  Child,  Jr. — "I  realize,  as  I  think  the  rest  of  you  do, 
the  enormous  number  of  needless  operations  that  are  performed 
throughout  this  country  every  year,  and  it  is,  for  two  reasons:  One, 
we  are  directly  to  blame  for  as  a  profession  and  the  other,  only  par- 
tially, is  our  hospital  system  and  our  improper  education  of  the 
interns  who  come  on  our  services.  The  hospitals  turn  out  large 
numbers  of  poorly  trained  surgeons  every  year  and  the  only  thing 
that  is  necessary  for  them  to  do  in  order  to  practice  surgery  is  to 
gain  the  consent  of  the  women  on  whom  they  desire  to  operate.  I 
think  our  hospital  system  as  at  present  arranged  has  from  the  interns 
point  of  view  very  little,  if  anything,  in  its  favor  and  has  a  great 
deal  in  its  disfavor.  We  take  these  young  men  into  the  hospital  and 
in  return  for  a  certain  amount  of  services  that  we  get  from  them 
attempt  to  give  them  some  sort  of  surgical  experience  which  only 
lasts  for  practically  a  few  months.  I  think  if  mOre  time  were  taken 
to  educate  these  men  and  make  better  surgeons  of  them  there  would 
be  fewer  needless  operations  performed.  That  is  the  first  point  I 
wish  to  bring  out. 

"The  second  point  I  desire  to  emphasize  is  the  question  of  com- 
mercialism, and  I  do  not  know  how  in  any  large  center  like  New  York 
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we  can  be  entirely  free  from  that  in  medicine  any  more  than  we  can 
in  anything  else.  I  think  that  the  laity  must  be  educated  along 
those  lines  and  the  hospital  boards  of  governors  must  take  greater 
precaution  in  making  appointments  to  the  hospital  staffs. 

Dr.  E.  C.  Savidge. — "  Twenty  years  ago  I  wrote  along  the  same 
lines,  at  a  time  when  it  seemed  a  more  hazardous  thing  to  do. 

"The  paper  and  discussion  seem  to  stress  a  gap  between  the  interne 
and  the  fully  accredited  surgeon.  If  the  young  man  may  not  oper- 
ate, and  only  those  in  full  tide  of  their  opportunity  can  properly 
operate,  some  must  'learn  to  swim  without  going  near  the  water.' 

"  I  make  a  suggestion  from  my  own  experience.  Before  Dr. 
Cragin's  great  success  had  come  to  him  I  was  his  second  assistant  at 
an  operation  at  which  his  chief.  Dr.  Tuttle,  was  his  first  assistant. 
Later,  in  his  full  success,  Dr.  Cragin  was  gracious  enough  to  stand 
occasionally  as  my  advisory  assistant,  and  I  remember  at  least  one 
vivid  moment  when  I  was  thankful  that  his  deft  fingers  were  in  the 
abdomen  with  mine  to  tie  a  troublesome  ligature  for  me. 

"  I  have  heard  other  surgeons  object  to  helping  inexperienced  men 
get  operative  glory;  but  I  suggest  that  one  of  the  duties  of  the 
accredited  surgeon  to  the  community  is  to  help  launch  the  surgeons 
who  will  come  after  him.  This  is  quite  as  important  as  repressing 
the  overzealous." 

Dr.  J.  M.  Mabbott. — "With  a  replaceable  retroversion  where  the 
history  seems  to  indicate  that  it  may  be  more  or  less  recent  in  char- 
acter, it  is  quite  desirable  to  use  a  pessary  where  the  patient  can  be 
seen  about  once  in  every  month  or  six  weeks  to  have  it  removed, 
cleansed  and  replaced,  provided  it  is  possible  for  the  patient  to  wear 
the  pessary  with  comfort.  Sometimes  she  has  a  tube  or  an  ovary 
which  makes  a  pessary  very  uncomfortable  with  a  retroverted  uterus. 
Now,  if  that  pessary  has  been  used  for  a  period  of  two  years  and  it 
is  left  out  for  a  week  or  longer  and  the  patient  returns  in  a  month 
or  two  months  and  the  uterus  is  still  in  place,  you  have  cured  that 
patient  with  a  pessary.  If,  however,  the  uterus  is  found  back,  we 
have  an  incurable  case  which,  I  think,  calls  for  operation.  In  other 
words,  the  pessary  is  practically  the  counterpart  of  a  truss  for  a 
hernia.  If  a  woman  is  capable  of  child-bearing  she  should  not  be 
left,  as  a  rule,  with  an  uncured  retroversion  and  should  not  be  left 
dependent  for  years  upon  a  pessary  because  it  may  be  desirable  for 
her  to  go  away  or  to  travel  where  she  cannot  be  under  observation. 
I  believe  that  nearly  all  retroversions  that  are  incurable  by  the  pes- 
sary should  have  an  operation  in  any  woman  who  is  Hkely  to  have 
children.  A  large  percentage  of  the  unprocured  abortions  within 
the  period  of  three  months'  gestation  in  primigravidae,  are  due  to  a 
retroverted  uterus  which  fails  to  escape  above  the  promontory  into 
the  abdominal  cavity,  and  falling  back  into  the  hollow  of  the  sacrum 
and  making  no  further  progress  toward  the  abdomen  it  is  presently 
dragged  and  forced  down  by  its  own  weight  and  development  of 
the  pregnancy  so  that  an  abortion  inevitably  follows." 

Dr.  H.  N.  Vineberg. — "One  of  the  chief  things  which  he  brought 
out  was  the  question  of  a  correct  study  being  made  of  cases  that 
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come  into  the  hospital  before  they  are  operated  upon.  This  was  also 
pointed  out  by  Dr.  Ward.  I  think  this  is  important.  However,  it 
is  not  the  hospital  cases  that  are  operated  upon  needlessly  as  much 
as  it  is  a  class  of  patients  which  has  not  been  touched  upon  to-night; 
that  is,  the  present  generation,  the  grown  up  adult  woman  feels  that 
she  must  be  in  perfect  health  all  the  time.  There  are  the  neurotics 
who,  on  the  slightest  provocation,  go  to  the  specialist,  the  rr-ray 
specialist,  the  stomach  specialist  and  latterly  the  dentist  and  so  on, 
and  every  one  will  tell  them  that  there  is  some  little  abnormality 
present.  The  gynecologist  will  operate  on  them  because  he  finds 
some  slight  abnormality,  and  the  general  surgeon  will  operate  be- 
cause he  finds  some  slight  abnormality  and  the  dentist  will  probably 
extract  several  teeth  until,  finally,  she  is  subjected  to  three  or  four 
operations,  with  the  result  that  she  is  worse  off  than  she  was  before. 
That  is  the  class  of  patients  that  we  must  know  very  carefully.  If 
a  man  is  conscientious  he  will  not  recommend  an  operation  unless 
there  is  a  real  pathological  lesion  which  he  can  definitely  make  out; 
so  I  think  we  should  be  extremely  reluctant  to  advise  operation 
in  women  for  pain  unless  there  is  a  definite  pathological  lesion. 

"What  we  have  to  teach  the  public  is  that  none  of  us  is  entirely 
free  from  some  little  discomfort  from  time  to  time  and  that  we  cannot 
be  expected  to  make  people  feel  perfectly  well  all  the  time  and  the 
curb  that  we  need  to  put  upon  ourselves  is  not  to  fall  a  prey  to 
every  fad  that  appears  with  such  regularity  in  medicine.  The 
intestinal  plumbing  fad  is  subsiding  and  is  giving  way  to  the  fad 
to  make  every  human  being  toothless." 

Dr.  G.  L.  Brodhead. — "One  of  the  reasons  for  the  bad  results 
obtained  in  obstetrical  work  is  because  these  patients  are  not  studied 
intelHgently  and  carefully  during  pregnancy.  Patients  are  brought 
into  the  hospital  with  a  history  of  two  or  three  unsuccessful  attemps 
to  deliver  by  forceps,  when  the  patient  has  a  pelvis  through  which 
you  could  not  possibly  get  the  head  of  a  live  baby.  Men  often 
deUver  by  forceps  through  undilated  cervices  and  it  is  because  of 
the  lack  of  intelligent  study  of  many  of  these  patients  that  we  get 
very  serious  results. 

"I  was  called  in  a  few  days  ago  to  use  forceps  in  a  case  where  the 
family  physician  told  me  that  the  head  was  in  normal  position  on  the 
perineum,  the  cervix  fully  dilated  and  all  that  was  necessary  to  do 
was  to  slip  on  the  blades  and  get  the  head  out.  When  I  saw  the 
patient  I  found  the  head  well  up  in  the  pelvis,  the  position  was 
occipitoposterior  and  the  cervix  only  two-thirds  dilated,  yet  this 
man  had  seen  a  great  many  obstetric  cases.  The  lack  of  proper  care 
in  proper  diagnosis  is  responsible  for  many  of  these  conditions.  Dr. 
Polak  spoke  about  the  test  of  labor  and  he  is  perfectly  right  in  saying 
that  many  women  with  contracted  pelvis  will  deliver  naturally  or 
with  the  aid  of  forceps. 

"Last  week  a  physician  brought  a  patient  to  my  oifice  and  after 
careful  examination  I  felt  reasonably  sure  that  a  Cesarean  section 
would  be  necessary  and  I  so  informed  the  patient  and  the  doctor. 
The  patient,  however,  was  opposed  to  Cesarean  section  and  went  to 
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the  oflfice  of  one  of  the  members  of  this  Society  for  another  opinion 
and  he  told  her  that  labor  should  be  induced  at  once  and  the  chances 
were  the  child  would  probably  go  through  all  right.  The  patient 
came  back  to  me  and  said  she  would  rather  have  labor  induced  and 
that  she  would  be  willing  to  abide  by  the  result.  Yesterday  morning 
labor  was  induced  and  this  afternoon  the  patient  was  delivered  by  a 
comparatively  easy  low  forceps  operation  of  a  73'^-pound  baby  in 
good  condition.  I  think  that  this  experience  has  taught  me  a  good 
deal  and  I  believe  that  a  test  of  labor  should  be  given  in  all  of  these 
doubtful  cases,  having  the  patient  in  the  hospital  if  possible." 

Dr.  John  O.  Polak. — "I  wish  to  thank  the  Society  for  its  very 
considerate  discussion  of  my  paper.  I  approached  the  subject  with 
a  great  deal  of  fear  because  I  did  not  know  whether  this  was  a  safe 
subject  to  consider  at  this  time. 

"There  is  only  one  point  brought  out  in  the  discussion  that  I 
would  like  to  clear  up,  and  that  is  the  point  made  by  Dr.  Mabbott. 
My  feeling  is  that  the  pessary  is  a  forgotten  instrument  and  I  feel 
that  there  are  a  very  large  number  of  retroversions  that  can  be 
cured  by  the  pessary.  I  would  like  to  state  that  I  do  not  believe 
that  all  retroversions  need  treatment.  There  is  a  type  of  retro- 
version that  needs  no  treatment  whatsoever  and  the  patients  that 
fall  in  this  class  will  get  pregnant  and  will  carry  through  their  preg- 
nancy notwithstanding  the  fact  that  the  doctor  has  left  us  with  the 
impression  that  they  will  miscarry  before  the  uterus  comes  out  of  the 
true  pelvis.  The  uterus  is  very  capable  of  taking  care  of  itself,  as 
we  have  seen  in  incarcerated  retroflexions,  for  instance.  Most  of 
these  cases  will  come  up  out  of  the  pelvis  by  a  peculiar  manipulation 
on  the  part  of  nature. 

"The  point  I  would  like  to  make  about  the  pessary  is  this:  it 
is  the  best  teaching  that  these  cases  should  be  given  a  pessary  test 
and  if  this  is  done  I  beheve  a  large  majority  of  them  will  be  cured  by 
the  pessary  or  can  be  made  comfortable  for  years.  We  can  teach 
these  people  that  pessaries  must  be  taken  out  from  time  to  time 
and  if  they  come  back  every  few  months  and  leave  the  pessary  out  for 
a  few  days  and  then  have  it  put  back,  they  can  go  for  ten,  fifteen  or 
twenty  years.  I  have  had  patients  go  with  pessaries  for  years  and 
they  are  perfectly  comfortable.  I  do  not  feel  that  all  retroversions 
need  operation  and  it  was  simply  on  that  point  that  I  spoke  about 
pessaries." 
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Meeting  of  January  2,  1919, 
Dr.  F.  Hurst  Maier,  President,  in  the  Chair. 
Dr.  Collin  Foulkrod  presented  a  specimen  of 

PAPILLIFEROUS   ADENOCARCINOMA   OF   THE   OVARY   ASSOCIATED   WITH 

ADENOMATOUS  HYPERPLASIA  OF  ENDOMETRIUM,  CARCINOMATOSIS 

DEGENERATION,  AND  MULTIPLE  FIBROMA  OF  THE  UTERUS. 

Mrs.  D.,  forty  years  of  age,  one  child  eleven  years  old,  one  mis- 
carriage seven  years  ago.  Menstruation  regular  until  November 
29,  1918,  when  period  came  on  early.  Had  been  sick  for  two  weeks 
previously  with  pain  in  right  side.  She  says  that  for  the  past  seven 
years,  since  this  miscarriage,  she  has  had  an  irregular  bloody  dis- 
charge irregular  as  to  quantity.  Upon  examination  she  had  a  large 
mass  the  size  of  a  seven  months'  pregnancy;  over  which  area  she 
is  extremely  tender.  There  was  milk  in  the  breasts.  Because  of 
the  uterine  bleeding  we  were  compelled  to  operate  whether  pregnant 
or  not.  Under  ether  we  found  that  a  cystic  tumor  was  pressing 
the  uterus  downward  and  back.  A  medium  incision  was  made 
through  right  rectal  muscle.  We  discovered  a  large  amount  of 
bloody  fluid  free  in  the  peritoneal  cavity.  The  mass  turned  out  to 
be  an  ovarian  cyst,  the  wall  was  so  fragile  that  the  shghtest  touch 
ruptured,  revealing  in  one  area  a  proliferating  papilloma,  another  a 
large  caseous  mass.  On  the  surface  of  the  uterus  were  several 
small  fibroids,  left  ovary  small,  they  were  not  adherent  although  the 
intestinal  wall  and  peritoneum  was  reddened.  The  ovarian  cyst, 
fundus  of  uterus  and  left  ovary  tube  were  removed,  as  well  as  the 
appendix.     The  patient  made  good  recovery. 

The  interesting  part  of  this  case  is  not  so  much  the  isolated  tumor 
of  ovary  as  the  associated  degeneration  of  the  pelvic  organs.  We 
are  assured  by  pathologists  that  carcinoma  of  the  uterus  is  not  a 
transplantation  of  the  carcinoma  of  the  ovary  but  an  independent 
occurrence.  I  report  this  simply  to  add  another  case  to  the  list 
that  may  some  day  show  light  upon  the  origin  of  cancer. 

ABDOMINAL  PREGNANCY  OF  ALMOST  FULL  TERM. 

Dead  macerated  baby  perhaps  dying  at  nine  lunar  months. 
Removal  of  baby  ten  days  after  death  leaving  placenta.  Recovery 
of  mother. 
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About  five  years  ago  Dr.  Crowe  of  West  Philadelphia  sent  a  case 
in  to  the  ward  of  the  Presbyterian  Hospital  which  he  diagnosed  as 
abdominal  pregnancy  of  about  seven  months.  I  was  unable  by 
examination  under  ether,  to  be  sure  that  we  did  not  have  a  pregnancy 
in  a  thin-walled  uterus,  so  kept  the  patient  under  observation  until 
by  a  change  of  service  she  passed  into  the  hands  of  Dr.  W.  R. 
Willson  who  was  led  finally  to  do  a  section  showing  a  baby  which 
lived  a  short  time,  the  mother  recovering. 

I  have  since  then  helped  in  one  operation  in  a  case  in  which  the 
baby  had  died  at  term  when  the  mother  developed  eclampsia  and 
was  not  diagnosed  or  removed  until  six  months  later,  with  the  re- 
covery of  the  mother. 

The  present  case  first  came  under  the  care  of  Dr.  W.  Evans.  A 
multipara,  her  last  menses  was  in  March,  1918,  she  is  somewhat  hazy 
about  exact  dates,  but  expected  to  be  confined  in  January,  1919. 
She  was  necessarily  puzzled  by  some  irregular  bleeding,  also  in 
early  May  she  had  a  severe  attack  of  pain.  It  is  interesting  to  pre- 
sent the  detailed  notes  of  the  attending  physician  made  when 
he  had  no  idea  the  woman  had  abdominal  pregnancy  and  to  now 
read  between  the  lines  as  we  go  back  over  the  notes  and  find  that 
on  May  21,  1918  she  had  a  very  severe  attack  of  pain  which  possibly 
meant  tubal  abortion  and  to  find  also  that  there  was  no  systematic 
bloody  discharge  until  the  life  of  the  baby  was  interfered  with  about 
the  latter  part  of  October  or  first  of  November. 

Mrs.  P. — Seen  December  16,  1918,  at  the  house,  with  this  history: 
On  November  nth  she  had  a  severe  flow  of  bloody  fluid,  which 
continued  in  irregular  quantities  until  the  present  time.  On 
December  6th  she  began  to  have  temperature.  Previous  to  that 
time  she  had  felt  life  and  Dr.  Evans  had  heard  the  heart  sounds  of 
the  child.  The  temperature  increased  so  that  during  the  week  of 
December  ioth-i5th,  she  developed  chills  and  temperature  of  103°— 
104°  followed.  After  admission  to  the  Hospital  her  temperature 
was  99°-ioo°,  she  had  no  chills.  Examination,  under  ether  showed 
the  very  interesting  fact  that  it  was  impossible  to  reach  the  cystic 
mass  from  below.  We  then  made  a  tentative  diagnosis  of  abdominal 
pregnancy  or  ovarian  cysts  and  advised  operation.  Operated  on 
December  19th  and  after  opening  the  abdominal  cavity  we  found  a 
large  cystic  mass  adherent  or  closely  associated  with  the  left  wall 
of  abdomen,  broad  ligament  on  the  left  side,  left  wall  of  the  uterus 
and  with  sigmoid  and  colon.  Fearing  abdominal  pregnancy  the 
mass  was  punctured  and  a  large  quantity  of  bloody  pus  evacuated. 
We  then  found  the  child  in  this  cyst;  it  was  extracted,  the  cyst 
cavity  packed  with  iodoform  gauze  and  the  abdomen  closed.  Pa- 
tient was  in  very  bad  condition.  Salt  solution  was  given  into  a 
vein,  the  patient  left  the  table  somewhat  improved.  Child  was 
macerated  and  had  been  under  such  great  pressure  as  to  be  somewhat 
deformed.  Since  the  operation  the  gauze  was  slowly  removed  and 
at  the  end  of  week  the  entire  cavity  was  evacuated  and  the  placenta 
and  membrane  easily  removed.  During  that  time  a  large  amount  of 
bloody  fluid  drained  out.     The  patient  reacted  well,  her  tempera- 


578  TRANSACTIONS    OF   THE 

ture  remained  about  ioo°.  Bowels  moved  well.  Her  appetite  was 
good  and  at  the  end  of  two  weeks  she  was  sitting  up  out  of  bed. 
At  each  draining  a  necrotic  portion  of  sac  was  removed. 

DISCUSSION. 

Dr.  Alfred  Heineberg. — The  first  specimen  exhibited  by  Dr. 
Foulkrod  is  of  interest  in  bringing  out  important  points  in  the  diag- 
nosis of  ectopic  pregnancy.  In  the  first  place,  in  cases  of  attempted 
abortion  in  those  patients  who  have  passed  the  menstrual  period 
and  think  they  have  an  ordinary  intrauterine  pregnancy  it  is  rather 
common  to  find  blood  issuing  from  the  cervix  due  to  traumatism 
of  the  uterus.  The  patient  thinks  the  uterus  has  been  emptied  and 
is  not  worried  until  a  subsequent  period  when  she  has  a  more  pro- 
nounced train  of  pelvic  symptoms  such  as  were  detailed  in  this 
case,  when  her  attention  is  again  called  to  the  possibihty  of  there 
being  something  wrong  in  the  pelvis.  I  have  seen  several  cases  of 
this  kind  of  ectopic  pregnancy  with  attempted  criminal  abortion. 
Another  point  of  exceeding  interest,  which  I  think  is  frequently 
lost  sight  of  is  that  in  all  cases  of  pregnancy  whether  intrauterine  or 
extrauterine  the  decidua  does  not  exfoliate  until  the  time  of  the 
death  of  the  embryo.  That  condition  is  very  pronounced  in  this 
particular  patient.  Dr.  Foulkrod  tells  us  that  she  was  pregnant 
from  March  or  April  until  October,  thinking  that  she  had  an  ordinary 
pregnancy,  and  that  there  was  no  bleeding  from  the  uterus  until 
shortly  before  she  began  to  develop  evidences  of  peritonitis  and 
absorption.  The  bleeding  must  have  marked  the  time  of  the  death 
of  the  embryo  and  evidenced  the  exfoliation  of  the  uterine  decidua 
which  had  formed  and  been  retained  until  the  death  of  the  embryo. 

Dr.  Foulkrod. — The  point  made  by  Dr.  Heineberg  is  one  that 
I  have  noticed  in  all  my  work  in  extrauterine  pregnancy  and  is  of 
special  interest.  When  rupture  occurs  you  get  the  bleeding.  This 
patient  continued  her  pregnancy  until  October,  when  there  was  a 
paroxysm  of  pain,  with  a  bloody  discharge.  She  began  to  have 
temperature,  showing  that  the  baby  began  to  die  then  and  within 
a  week  it  was  dead.  This  is  of  special  interest  in  diagnosing  extra- 
uterine pregnancy. 

Dr.  Stephen  E.  Tracy. — I  was  much  interested  in  Dr.  Foulkrod's 
report.  In  these  advanced  cases  of  ectopic  gestation,  the  surgeon 
is  confronted  with  a  serious  problem  when  the  abdomen  is  opened. 
In  one  patient  under  my  care  there  was  a  five  months'  ectopic  gesta- 
tion, and  the  fetus  was  alive  at  the  time  of  operation.  Two  months 
before  the  patient  was  admitted  to  the  hospital,  I  saw  her  in  con- 
sultation, and  recommended  a  hysterectomy  for  multiple  fibroids 
wedged  in  the  pelvis.  After  admission  to  the  hospital,  it  was  noticed 
that  the  mass  in  the  lower  abdomen  was  considerably  larger.  Bi- 
manual examination  showed  the  pelvis  to  be  packed  with  adherent 
fibroids  and  a  gestation  was  not  suspected. 

On  opening  the  abdomen  it  was  at  once  apparent  that  there  was 
an  ectopic  gestation  in  addition  to  the  fibroids.     When  feehng  about 
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the  sac  to  determine  the  attachment,  a  portion  of  the  placenta  was 
detached  and  blood  began  immediately  to  flow  out  the  abdominal 
wound.  The  placenta,  which  was  attached  to  the  fibroids,  uterus, 
left  broad  ligament,  bladder,  sigmoid  and  small  bowel,  was  quickly 
separated  and  the  bleeding  controlled  by  gauze  pressure.  A  hys- 
terectomy was  performed  and  all  bleeding  in  the  pelvis  controlled. 
The  small  bowel  bled  so  freely  when  the  gauze  was  removed  that 
it  was  necessary  to  clamp  and  ligate  along  its  edge.  So  much  gauze 
had  been  packed  in  that  it  was  up  to  the  diaphragm.  If  there  is 
any  question  about  being  able  to  control  the  bleeding,  it  is  safer  to 
do  as  Dr.  Foulkrod  did  in  his  case;  to  suture  the  sac  to  the  edge  of 
the  incision,  and  pack  with  gauze. 

Dr.  a.  Heineberg  presented  a  report  of  two  additional  cases  of 

ADENOMYOMA   OF   THE   RECTOVAGINAL    SEPTUM. 
(For  original  article  see  page  526.) 

DISCUSSION. 

Dr.  William  E.  Parke. — I  have  been  a  gynecological  dispensary 
physician  now  for  about  thirty  years  and  I  do  not  know  that  I  have 
ever  seen  the  condition  described  by  Dr.  Heineberg.  I  am  sure  I 
have  never  recognized  it;  whether  I  may  have  passed  it  over  I  do 
not  know.  Such  conditions  I  feel  must  be  pretty  rare.  It  seemed 
to  me  that  Dr.  Heineberg  described  in  one  instance  a  tumor  of  the 
uterus  more  particularly  than  a  tumor  of  the  septum.  I  think  he 
spoke  of  gouging  this  tumor  out  from  the  posterior  wall  of  the  uterus. 
I  wondered  whether  it  originated  in  the  septum  and  developed  up 
into  the  uterus,  and  if  so,  why  it  should  be  classified  in  this  manner. 

Dr.  Stephen  F.  Tracy. — I  have  never  seen  what  I  consider  an 
adenomyoma  of  the  rectovaginal  septum.  I  have  seen  a  number 
of  fibroids  low  down  behind  the  peritoneum  and  against  the  vaginal 
wall,  but  they  stripped  out  without  great  difficulty.  These,  how- 
ever, I  have  never  considered  as  adenomyomata  of  the  rectovaginal 
septum.  An  adenomyoma,  involving  the  wall  of  the  rectum  in 
which  it  was  necessary  to  resect  the  bowel  in  order  to  remove  the 
tumor,  I  have  never  seen. 

Dr.  Collin  Foulkrod. — I  have  seen  this  condition  reported  by 
Dr.  Heineberg,  but  I  have  not  known  that  the  small  granulomatous 
looking  particles  might  be  the  beginning  of  adenomyoma.  I  have 
seen  some  instances  of  tissue  formation  which  looked  like  excess 
granulations  but  this  formation  I  felt  was  due  to  laceration  child- 
birth. I  am  sure  now  the  condition  was  that  described  by  Dr. 
Heineberg  as  beginning  adenoma  of  the  septum. 

Dr.  F.  Hurst  Maier. — I  saw  one  case  which  Dr.  Heineberg  has 
reported  here.  I  was  operating  at  Jefferson  at  the  time  and  he 
asked  me  if  I  had  ever  seen  an  adenomyoma  and  if  I  would  look  at 
this.  From  my  knowledge  of  adenomyoma  this  was  a  typical  case. 
I  have  at  the  present  time  a  case  in  which  the  specimen  is  to  go  into 
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the  hands  of  the  pathologist  to-morrow.     I  would  not  have  recog- 
nized the  condition  had  I  not  seen  the  case  of  Dr.  Heineberg's. 

Dr.  Charles  S.  Barnes. — I  should  like  to  ask  Dr.  Heineberg 
the  theory  of  the  origin  of  adenomyoma  or  whether  its  origin  has 
ever  been  determined.  We  know  that  there  are  few  if  any  glands 
in  the  vagina.  I  should  like  his  opinion  whether  the  growth  is  a 
rudimentary  structure  or  whether  it  arises  from  the  natural  vaginal 
structure. 

Dr.  Heineberg  (closing). — In  answer  to  Dr.  Barnes,  I  purposely 
did  not  go  into  the  etiology  of  these  tumors  because  there  is  consider- 
able confusion  regarding  it.  As  Dr.  Barnes  says,  there  are  no  glands 
in  the  vagina,  certainly  not  in  the  upper  part.  For  a  number  of 
years  the  theory  was  held  that  these  tumors  originate  in  the  vestigial 
remains  of  the  Wolffian  body.  This  theory  was  disproved  by 
Iwanoff  and  R.  Meyer.  The  latter  brought  out  the  theory  of  their 
development  from  the  peritoneum  by  extension  of  an  inflammatory 
process,  plus  epithelial  heterotopy.  Cullen  believes  that  the  glands 
from  these  growths  undoubtedly  arise  from  the  uterine  mucosa  or 
from  remnants  of  Muller's  duct.  I  do  not  believe  that  any  of  these 
theories  explain  the  origin  of  all  these  tumors.  There  have  been 
growths  from  the  endometrium  in  which  the  endometrial  glands 
penetrate  the  uterus,  in  some  cases,  through  the  peritoneal  coat  and 
form  these  tumors  by  taking  on  activity  in  new  locations.  In  the 
large  majority  of  cases  of  adenomyoma,  even  in  those  situated  in 
the  uterine  wall,  I  do  not  believe  any  direct  relation  has  been  traced 
between  the  endometrium  and  epithelial  tissue  of  the  tumor.  So 
far  as  etiology  is  concerned  we  must  look  outside  of  the  vaginal 
mucous  membrane  for  the  origin.  Those  attached  to  the  vaginal 
wall  develop  beneath  the  peritoneal  covering  of  the  posterior  vaginal 
wall  and  not  in  the  squamous  epithelium. 

Dr.  Parke's  remarks  are  partly  answered  in  my  reply  to  Dr. 
Barnes'  question.  It  is  true  that  the  third  case  which  I  described 
seems  to  be  an  ordinary  adenomyoma  of  the  uterine  wall.  Yet  it 
was  attached  to  the  vaginal  wall  and  I  believe  it  is  probably  one  of 
the  earliest  of  these  cases  reported.  From  what  I  have  seen  and 
read  of  the  reported  cases  I  believe  that  in  time  such  a  tumor  would 
grow  and  spread  out  beneath  the  peritoneum  of  the  rectouterine 
space  and  involve  the  vaginal  wall  and  the  broad  ligaments  as  the 
more  advanced  tumors  have  been  found  to  do.  The  tumor  was 
very  small;  the  specimen  shows  it  in  its  entirety.  Section  shows  that 
the  epithelium  lining  the  gland  spaces  is  the  same  kind  found  in  the 
tubular  glands  of  the  endometrium. 
^Dr.  Collin  Foulkrod  read  a  paper  on 

INDUCTION    OF   LABOR  BY   THE   USE   OF  BOUGIES. 
(For  original  article  see  page  550.) 

DISCUSSION. 

Dr.  Stricker  Coles. — I  agree  with  almost  all  of  the  points 
brought  out,  but  there  are  simply  one  or  two  I  would  emphasize. 
I  have  heard  others  say  that  bougies  did  not  work  well,  but  I  have 
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used  them  for  a  good  many  years  with  much  satisfaction.  I  am 
not  particular  to  always  put  them  on  the  anterior  wall,  putting  them 
on  one  or  other  of  the  lateral  walls.  If  I  put  in  two  bougies  labor 
is  usually  brought  on  in  from  six  to  twelve  hours;  occasionally  it  is  a 
little  longer  than  that.  At  the  end  of  twelve  hours  if  labor  has  not 
come  on  I  take  out  the  two  bougies  and  put  in  four.  In  some  three 
hundred  cases  I  have  been  fortunate  in  not  having  ruptured  the 
membranes.  It  may  be  that  in  the  next  case  this  accident  may 
happen  in  inserting  the  bougies.  I  would  emphasize  the  point  that 
if  labor  pains  are  hard  and  continuous  and  the  bougies  are  left  in 
the  membranes  will  rupture.  I  make  it  a  rule  that  as  soon  as  the 
pains  become  regular  to  have  the  bougies  removed. 

Another  point  which  my  experience  teaches  me  is  that  the  bags 
are  a  Uttle  more  certain  than  Dr.  Foulkrod  has  said.  I  use  a  large 
Voorhees  bag  and  do  not  leave  the  patient  for  fear  of  prolapse  of 
the  cord.  I  have  never  lost  a  child,  though  I  have  had  the  cord 
prolapse  in  perhaps  twenty  cases.  We  expect  this  accident  to  occur 
in  the  use  of  the  bag.  It  is  seldom  that  I  have  had  a  hand  prolapse. 
The  change  of  position  by  bag  does  not  impress  me.  In  my  expe- 
rience I  have  never  had  a  bag  stay  in  longer  than  eight  hours 
without  causing  labor  pains.  In  only  one  case  did  this  fail.  I  feel 
that  Dr.  Foulkrod's  experience  and  mine  compare  very  well.  I  do 
not  use  the  packing  of  gauze  and  use  the  one  method  almost  entirely, 
the  bougies  giving  3  ounces  of  castor  oil  before  which  often  starts 
labor.  Personally  I  have  had  very  few  failures.  Occasionally  I 
have  had  to  put  in  four  bougies  at  the  end  of  twelve  hours  but  not 
more  than  twice  in  100  cases,  so  that  this  method  of  induction  I 
have  used  entirely.  In  old  primiparae  I  have  made  it  a  rule  to 
induce  labor  and  have  had  very  good  success.  Another  class  of 
cases  in  which  this  method  does  well  is  that  of  women  who  have 
borne  a  large  number  of  children  but  who  have  had  slightly  con- 
tracted pelves  or  abnormally  large  children.  One  such  woman  had 
had  four  dead  babies  and  we  here  induced  labor  with  success.  I 
simply  examine  carefully  and  fit  the  head  to  the  pelvis  and  if  I  think 
the  head  is  of  sufi&cient  size  to  warrant  it  I  induce  labor,  but  only 
after  the  thirty-sixth  week.  I  do  not  induce  labor  at  any  definite 
time,  but  simply  fit  the  head  to  the  pelvis  and  bring  on  labor'  when 
indicated.  This  may  be  done  in  the  thirty-eighth  or  thirty-ninth 
week  but  never  before  the  thirty-sixth. 

Dr.  J.  O.  Arnold. — I  could  not  very  well  keep  quiet  on  this 
subject,  and  would  Hke  to  say  that  I  agree  with  the  most  that  Dr. 
Foulkrod  has  said  regarding  the  induction  of  labor.  I  believe 
it  is  a  procedure  that  should  be  resorted  to  much  more  frequently 
than  it  is,  even  in  many  cases  where  the  usually  accepted  indications 
are  lacking.  On  this  phase  of  the  subject  I  took  a  somewhat 
radical  stand  a  good  many  years  ago,  and  have  been  pleased  to  see 
more  recently  a  decided  turn  toward  the  views  I  then  held,  and  still 
hold,  Dr,  Foulkrod's  paper  deals  with  a  number  of  very  interesting 
questions,  such  as  the  various  indications  for  inducing  labor,  and 
the  methods  best  suited  for  the  different  types  of  cases.  The  pro- 
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blem  of  finding  the  most  practical  and  the  most  efi&cient  method  of 
inducing  labor  with  greatest  safety  to  mother  and  child,  is  one,  of 
course,  that  cannot  be  solved  by  any  stated  rule.  We  must  select 
the  method  best  suited  to  the  case  at  hand.  Personally  I  have  some 
definite  ideas  along  this  line,  and  have  worked  out  a  general 
method  of  procedure  that  has  proven  very  satisfactory.  In  the 
past  two  or  three  years  I  have  employed  a  method  slightly  different 
from  that  previously  used,  and  so  far,  in  about  90  per  cent,  of  cases 
it  has  been  successful.  The  method  to  which  I  refer  has  this  pecul- 
iar advantage;  if  it  fails  in  itself  to  start  labor,  it  furnishes  the  best 
possible  preparation  of  the  patient  to  insure  the  prompt  action  of 
other  measures  later.  I  usually  begin  with  a  thirtieth  of  stryohnia 
every  two  or  three  hours  for  five  or  six  doses,  and  follow  this  with 
a  small  dose  of  pituitrin  from  3  to  5  minims,  as  appears  to  be 
indicated.  A  few  minutes  after  giving  the  pituitrin  I  have  the 
uterus  massaged  and  manipulated  through  the  abdominal  wall  until 
contractions  are  produced.  The  pituitrin  is  then  repeated,  if 
necessary,  at  such  intervals  and  in  such  doses  as  wall  insure  the  con- 
tinuation of  contractions,  and  the  estabhshment  of  labor.  Some- 
times three  or  four  gradually  increasing  doses  are  necessary,  but 
frequently  one  or  two  will  sufiice.  We  know  that  pituitrin  alone 
will  not  throw  the  uterus  into  contractions,  but  with  the  strychnia 
it  will  sensitize  the  uterine  muscle,  and  increase  and  continue  the 
contractions  produced  by  external  manipulations  or  other  means. 
I  do  not,  of  course,  expect  this  simple  procedure  to  work  in  every 
case,  and  there  are  some  conditions  where  I  would  not  think  of 
trying  it,  but  where  it  is  not  contraindicated,  it  is  surprising  how 
frequently  and  how  easily  it  will  produce  the  desired  results.  I 
like  to  give  the  woman  a  trial  of  this  perfectly  safe  method  first, 
before  submitting  her  to  the  possible  dangers  of  infection  from 
vaginal  or  intrauterine  manipulations.  If  it  fails  the  patient  is 
all  the  better  prepared  for  the  introduction  of  a  bag  or  bougies. 
When  the  latter  does  become  necessary,  I  prefer  to  use  a  special 
"Induction  tube"  which  I  had  made  for  the  purpose  some  years 
ago.  This,  is  a  large  caliber  rubber  tube  with  a  smooth  rounded 
closed  end,  firm  enough  to  be  easily  inserted  up  to  the  fundus  of 
the  uterus,  the  same  as  Dr.  Foulkrod  inserts  his  smaller  bougies, 
and  yet  flexible  enough  to  avoid  injury  to  membranes  or  placenta. 
I  know  that  I  shall  get  good  results  from  the  proper  placing  of  this 
tube,  and  usually  very  promptly — the  average  time  being  about 
five  hours — though  frequently  pains  come  on  within  an  hour  after 
its  introduction.  The  tube  is  held  in  place,  and  the  softening  and 
dilatation  of  the  os  greatly  faciUtated  by  gauze  packing.  This, 
together  with  a  small  dose  or  two  of  morphia  and  scopolamine  after 
the  contractions  have  been  well  established,  undoubtedly  shortens 
the  first  stage  of  labor.  When  I  have  reason  to  believe  that  this 
first  stage  is  well  advanced  or  nearly  completed,  I  remove  the 
packing  and  tube.  Although  put  in  under  the  most  careful  asepsis, 
I  am  afraid  to  have  anything  remain  in  the  uterus  with  the  vagina 
packed  so  long  as  twenty-four  to  forty-eight  hours. 
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Dr.  Daniel  Longaker. — I  have  been  unfortunate  in  not  hearing 
Dr.  Foulkrod's  paper,  but  I  may  say  a  few  words  upon  points  raised 
by  the  discussion.  It  has  been  suggested  in  the  discussion  that  the 
Arnold  bougie  is  the  one  to  use.  In  my  own  work,  whether  I  use 
the  knee-chest  position  or  lateral  or  dorsal  position  the  introduction 
of  this  tube  is  much  facilitated  by  seizing  the  cervix  with  ring  forceps 
anteriorly  and  posteriorly  and  then  slipping  in  a  conical  rectal 
bougie  to  pave  the  way.  This  other  bougie  then  easily  follows.  In 
the  use  of  the  bag  I  have  seen  an  unfortunate  case  during  the  epi- 
demic. The  membranes  ruptured  but  the  woman  faiUng  to  go  into 
labor  I  introduced  the  Voorhees  bag.  Labor  came  on  and  the  woman 
was  deHvered  in  twelve  hours  but  there  was  prolapse  of  the  cord 
with  the  death  of  the  child.  The  only  way  of  preventing  such 
accident  would  be  by  constant  watching  of  the  fetal  heart  sounds 
with  the  stethoscope  and  this  is  not  practicable. 

In  the  primipara  I  think  there  constantly  arises  the  question  of 
the  expediency  of  the  induction  of  labor.  Many  times  during  the 
past  few  years  I  have  had  reason  to  regret  resort  to  this  procedure. 
I  think  a  far  better  plan  is  that  indicated  in  the  management  of  the 
following  case,  a  patient  whom  Dr.  Hirst  saw  with  me.  There 
was  hypertension  near  term  owing  to  toxemia.  The  condition  of 
the  cervix  and  the  lower  zone  in  such  a  case  ought  to  be  the  deter- 
mining factors  whether  the  patient  is  to  be  delivered  by  induction 
of  labor  or  by  section.  This  patient  was  an  elderly  primipara  with 
normal  measurements.  The  station  of  the  head  was  high;  the 
lower  uterine  zone  not  canalized  although  the  woman  was  at  term. 
This  to  me  would  be  the  crucial  point  upon  which  I  would  discard 
induction  of  labor  since  it  too  often  means  a  prolonged  first  stage 
and  you  probably  get  a  bad  second  stage.  I  told  the  patient  and 
her  husband  that  the  only  definitely  good  method  of  delivery  was 
that  by  Cesarean  section.  Dr.  Hirst  was  called  and  agreed  with 
me.  In  a  woman  over  thirty,  probably  waiting  for  her  baby  for 
ten  years  or  longer,  it  is  no  small  matter  to  lose  her  child  at  its  birth. 
In  the  multipara  the  problem  is  simpler  and  the  management  of 
the  labor  is  easy.  In  primipara  it  may  be  easy  and  it  may  be 
difficult  and  here  experience  will  count  in  selecting  the  proper 
procedure.  Regarding  the  management  of  the  toxemic  case  in 
the  eighth  month  and  after  Dr.  Parke  is  qualified  to  speak.  Abdom- 
inal delivery  has  been  so  uniformly  satisfactory  in  my  experience 
that  I  am  sure  in  a  primipara  I  would  not  think  of  inducing  labor, 
only  in  the  rather  exceptional  case  with  head  deeply  fixed  in  the 
pelvis,  cervix  obliterated,  lower  zone  canalized  and  a  thinned  and 
partly  dilated  os. 

Dr.  William  E.  Parke. — I  am  not  in  accord  with  the  inipression 
gotten  from  Dr.  Foulkrod's  paper,  that  abdominal  section  is  a  very 
serious  matter  and  that  the  induction  of  labor  is  not  at  all  a  serious 
matter.  The  point  brought  out  by  Dr.  Longaker  is,  I  think,  the 
practical  one,  that  is,  the  difference  of  induction  of  labor  in  the 
primipara  and  the  multipara.  The  induction  of  labor  in  the  primi- 
parous  woman  is  often  a  very  tedious  matter  and  I  have  many 
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times  observed  that  following  an  attempt  at  induction  of  labor 
nothing  happens.  Perhaps  the  tube  is  removed  after  twenty-four 
hours,  and  two  are  inserted;  labor  does  not  take  place,  and  the 
temperature  suddenly  rises,  when  you  feel  that  you  must  do  some- 
thing to  bring  about  a  speedy  birth.  That  is  not  an  exceptional 
case  and  I  think  has  occurred  in  the  hands  of  those  who  have  carried 
out  this  procedure  in  as  nearly  an  aseptic  manner  as  can  be  done. 
I  am  in  the  habit  of  placing  these  women  in  the  knee-chest  posture 
and  using  the  Sims  speculum,  making  a  very  wide  exposure  of  the 
vault  of  the  vagina.  With  the  woman  in  this  position  the  uterus 
drops  down  toward  the  chest  and  instead  of  having  pressure  around 
the  inlet  of  the  pelvis  that  position  affords  as  much  room  as  is 
needed  to  introduce  the  tube,  and  it  is  a  very  easy  matter.  One 
can  grasp  the  cervix  in  such  a  position  with  a  volsella,  or  better,  a 
ring  forceps,  and  with  the  assistant  holdmg  the  distal  end  of  the 
bougie  or  often  the  rectal  tube  which  I  many  times  use,  with  a  pair 
of  forceps  can  introduce  it  without  touching  any  part  of  the  birth 
canal  except  the  inside  of  the  cervix.  That  I  paint  with  iodine 
before  introducing  the  tube.  With  a  woman  in  that  position  I 
have  not  found  it  necessary  to  dilate  the  cervix.  It  is  perhaps  the 
position  which  aids  in  that  the  uterus  falls  away  from  the  brim  of 
the  pelvis  so  that  there  is  not  a  hard  bony  rim  pressing  against  the 
uterine  wall.  However  that  may  be,  I  have  not  found  it  difficult  to 
introduce  a  tube  in  that  way  and  I  think  the  technic  is  as  careful 
a  one  as  we  have.  Even  with  this,  labor  does  not  always  follow. 
In  an  old  primipara  I  believe  section  is  better  for  the  child  and  for 
the  mother  than  induction  of  labor. 

Dr.  Foulkrod  (closing). — I  think  the  tube  is  one  of  the  best  aids 
we  have.  The  only  difficulty  with  it  is  that  mentioned  by  Dr.  Long- 
aker  that  sometimes  it  is  hard  to  put  it  in  by  itself.  If  apassage  is  made 
it  goes  in  without  tearing  the  membranes.  I  have  used  solid  tubes  of 
the  same  size  which  worked  very  well.  Concerning  the  use  of  drugs 
for  the  induction  of  labor  per  se,  we  have  found  no  one  who  believes 
that  pituitrin  will  from  the  initial  stage  bring  on  labor,  but  it  will 
help  along  labor  pains.  The  danger  is,  however,  of  separation  of 
the  placenta  by  the  pituitrin  acting  too  vigorously  in  some  person 
more  susceptible  than  another  to  its  effect.  I  think  Dr.  Parke 
misunderstood  me  on  the  question  of  the  induction  of  labor  or 
Cesarean  section.  I  said  that  in  old  primipara  I  gave  them  the 
advantage  of  section,  and  I  have  had  splendid  results.  While 
elective  Cesarean  section  is  a  safe  procedure  it  must  be  remembered 
that  opening  the  abdomen  of  pregnant  women  offers  a  wide  field 
for  disaster.  There  might  be  some  unlooked  for  complication 
offering  more  danger  than  an  induced  labor.  I  must  tell  the  patient 
of  the  possibility  of  hemorrhage,  of  some  adverse  kidney  condition 
being  present.  There  are  all  sorts  of  complications  possible  from 
a  small  operation  which  are  serious  compared  with  what  we  call 
induced  lalaor.  Induced  labor  properly  carried  out  is  not  the  serious 
procedure  that  some  would  have  us  believe.  Concerning  the  bag 
spoken  of  the  objection  is  not  that  it  will  displace  one  part,  but  that 
you  do  not  get  retraction  with  it.     Retraction  is  the  desired  result 
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in  all  labor  pains.  The  bag  offers  less  opportunity  for  the  cervix 
to  retract  over  the  head.  Speaking  of  prolapse  of  cord  I  have  met 
with  the  death  of  a  baby  under  such  circumstances.  The  bag  was 
expelled,  cord  prolapsed  and  version  done  but  the  baby  died.  The 
fear  is  that  a  hard  labor  pain  will  force  the  bag  out,  bringing  the 
cord  down  and  that  the  attendant  may  not  get  to  the  case  promptly. 
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A.    OBSTETRICS. 


Scopolamine-morphine  Narcosis. — R.  Wallace  {Edinh.  Med.  Jour., 
1919,  n.  s.  xxii,  87)  reports  upon  the  induction  of  scopolamine-mor- 
phine narcosis  in  104  labor  cases  at  the  Maternity  Hospital,  Edin- 
burgh. The  injections  begun  as  early  as  possible  in  the  first  stage 
consistent  with  the  pains  being  regular  and  strong.  The  first  dose 
consists  of  3^^  gr.  morphia  and  M50  gr.  scopolamine.  The  second 
injection  of  ^^50  gr.  scopolamine  is  given  three-quarters  of  an  hour 
later.  Subsequent  injections  of  3^^.50  gr.  scopolamine  are  repeated 
hourly  until  the  child  is  born.  Morphia  can  be  safely  repeated 
at  intervals  of  a  few  hours  if  the  patient  is  difiicult  to  keep  under. 
An  occasional  whiff  of  chloroform  is  very  helpful  in  controlling  rest- 
less patients.  Chloroform  should  always  be  given  when  the  head 
is  being  born,  if  the  pains  are  strong.  Water  is  given  when  the 
patient  is  thirsty,  and  she  is  catheterized  when  necessary.  The  con- 
dition of  the  lips  is  a  good  index  of  the  need  for  water.  The  writer 
unhesitatingly  put  on  forceps  if  the  head  is  well  down  and  the  parts 
well  dilated.  The  baby  is  removed  as  soon  as  born  to  prevent  its 
cries  arousing  the  mother  and  thus  creating  an  "island  of  memory." 
A  child  born  in  a  state  of  ohgopnea  must  not  be  forcibly  treated. 
Simply  clear  the  respiratory  passages  and  keep  it  warm.  In  some 
cases  one  may  do  a  Httle  very  gentle  artificial  respiration.  An 
essential  requirement  for  the  induction  and  maintenance  of  twihght 
sleep  is  that  the  patient  be  kept  as  quiet  and  undisturbed  as  possible. 
The  memory  test  cannot  be  applied  without  arousing  her.  The 
application  of  the  memory  test  is  much  more  objectionable  than 
frequent  vaginal  examinations,  for  the  latter  can  be  made  without 
awakening  the  patient,  whereas  the  former  cannot.  Of  the  104 
patients,  sixty-four  were  primiparse  and  forty  multiparas.  Only  11 
per  cent,  among  primiparas  and  7,1^  per  cent,  among  multiparse 
remembered  the  whole  course  of  their  labor.  The  no-amnesia 
patients  included  those  having  few  doses,  and  cases  where  treatment 
was  begun  late  in  the  second  stage.  It  was  curious  to  observe  that 
only  3  per  cent,  of  primiparse  and  2}^  per  cent,  of  multiparfe  had 
no  analgesia.     Pains  that  are  irregular  are  rendered  steady  and 
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regular  by  the  narcotic.  Lessening  of  the  contractions  is  more  ap- 
parent than  real,  for  they  are  so  painless  they  go  on  unobserved. 
In  the  second  stage  labor  is  prolonged,  especially  in  primiparse, 
mainly  due  to  the  lack  of  voluntary  expulsive  effort,  but  also  in  a 
measure  to  the  slowing  of  the  uterine  contractions.  This  diminishes 
shock,  lessens  the  risk  of  perineal  lacerations,  and  gives  ample  time 
for  head  moulding.  Twilight  sleep  increases  the  percentage  of 
forceps  cases.  In  this  series  of  observations  it  was  24  per  cent. 
The  condition  of  the  great  majority  of  the  patients  after  delivery 
is  good.  The  period  of  recovery  is  shorter  than  is  the  case  with 
women  who  have  gone  through  labor  in  the  ordinary  way.  Lacta- 
tion is  not  interfered  with.  Involution  is  normal,  and  there  is  a 
general  feeling  of  well-being  that  is  very  encouraging.  Out  of  105 
labors  conducted  under  scopolamine-morphine  narcosis,  ninety-eight 
living  children  were  delivered  and  seven  were  dead.  Twenty-two 
were  in  a  state  of  oligopnea.  The  number  of  doses  given  to  each 
patient  ranged  from  a  single  one  up  to  forty-one  doses. 

The  Higher-up  Theory  of  Sterility  in  Women  and  Its  Relation 
to  the  Endocrines. — S.  W.  Bandler  {X.  Y.  Med.  Jour.,  1919,  cix,  309) 
does  not  decry  the  value  of  a  curettage  when  deaUng  with  cervical 
or  uterine  adenoids.  We  cannot  wholly  deny  the  possible  value  of 
a  cervical  dilatation  or  plastic.  We  cannot  deny  the  value  of  cor- 
recting a  retroflexion  by  pessary  or  operation.  His  purpose  is  to 
banish  routine  indiscriminate  cervical  and  uterine  procedures  as  the 
first  thought,  and  to  concentrate  attention  primarily  on  the  areas 
higher  up  and  thus  eventually  diagnose  abnormalities  and  trophic 
changes  which  are  in  most  cases  the  cause  of  sterility  in  woman,  if 
the  fault  is  the  woman's.  Those  cases  of  sterility  which  after 
thorough  examination  show  no  inflammatory  lesions,  which  men- 
struate normaUy,  which  do  not  yield  to  endocrine  therapy,  are  legiti- 
mate promising  cases  for  operation.  Whether  that  operation  be 
cervicouterine,  or  abdominal  or  both  will  depend  on  the  faith  one 
has  in  the  idea  that  "cystic  ovaries"  and  the  endocrines  do  bear  a 
relation  to  pregnancy  and  to  sterihty.  On  the  other  hand  we  must 
not  confine  our  attention  only  to  the  female.  There  are  cases  where 
spermatozoa  are  present;  they  are  inactive  or  they  are  active  but 
not  normal.  We  attempt  the  same  stimulation  by  gland  extracts. 
We  give  here  testicular  extract,  thyroid  extract,  pituitary  extract, 
suprarenal,  etc.  As  regards  endocrine  therapy  in  women:  we  pre- 
scribe according  to  the  patient's  local  signs,  menstrual  symptoms 
and  constitutional  makeup.  We  judge  from  a  patient's  appearance, 
her  weight,  the  distribution  of  hair,  character  of  the  skin,  cold, 
clammy  hands,  premenstrual  phenomena,  rate  of  the  pulse,  blood 
pressure,  as  well  as  of  our  local  findings.  When  a  patient  shows 
signs  of  myxedema  or  myxedema  of  the  endometrium  is  suspected, 
thyroid  is  indicated.  If  patients  show  signs  of  hyperthyroidism  or 
exophthalmic  goiter,  thyroid  is  not  indicated.  Patients  having  a 
typical  dystrophia  adiposo  genitalis  are  the  victims  of  a  pluriglandu- 
lar condition.  To  such  patients  give  pituitary  extract  in  addition 
to  ovary  and  thyroid.     Patients  with  low  blood  pressure  and  asthenia 
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suggest  ihe  administration  of  suprarenal  extract  and  pituitary  ex- 
tract. Patients  with  large  uteri  and  excessive  menstruation,  patients 
with  large  ovaries  and  excessive  menstruation,  whether  these  ovaries 
appear  cystic  or  not,  the  so-called  oyster  ovary,  suggests  the  ad- 
ministration of  thymus  or  mammary  extract  or  placental  extracts 
or  all  three. 

Value  of  the  Wassermann  Reaction  in  Pregnancy. — E.L.  Cornell 
and  A.  W.  Stillians  {Jour.  A.  M.  A.,  1919,  Ixxii,  551)  report  that 
their  first  series  of  107  private  cases  of  pregnancy  gave  only  3.6  per 
cent,  of  positive  Wassermann  reactions.  A  second  series  of  loi  char- 
ity cases  gave  nearly  10  per  cent,  of  positive  reactions.  More  than 
one  third  of  these  positive  cases  were  detectable  only  by  the  serum 
examination.  Routine  Wassermann  reactions  in  pregnancy  are 
amply  justified  by  these  findings.  A  surprisingly  large  number  of 
apparently  nonsyphilitic  women  give  a  history  of  frequent  abortions. 
The  Wassermann  reaction  should  be  checked  by  searching  for  the 
spirochete  and  by  postmortem  examinations  when  possible. 

Dystocia  from  Large  Bladder  Stone  Impacted  in  the  Pehis. — 
The  patient  of  C.  S.  Neer  {Jour.  A.  M.  A.,  Ixxii,  479)  was  seen 
eight  hours  after  the  onset  of  labor.  She  gave  a  history  of  renal 
colic  five  years  before  and  of  the  passage  of  a  small  stone  from  the 
bladder  two  years  before.  At  the  time  of  examination  there  was  a 
mass  as  large  as  a  small  orange  occupying  the  right  side  of  the  pelvis 
between  the  uterus  and  the  lateral  pelvic  wall.  The  mass  seemed 
quite  fixed,  and  examination  caused  considerable  pain.  The  most 
probable  diagnosis  on  first  examination  seemed  that  of  cervical 
fibroid;  but  with  the  patient  fully  anesthetized  the  mass  could  be 
moved,  and  its  relation  to  the  bladder  was  determined.  A  sound 
introduced  into  the  bladder  proved  it  to  be  a  stone.  After  some 
manipulation  it  was  pushed  upward  out  of  the  pelvis,  after  which 
forceps  was  applied  to  the  head  and  delivery  easily  effected.  The 
stone  was  removed  by  suprapubic  cystotomy  two  months  later.  It 
was  of  the  shape  of  a  flattened  sphere  measuring  in  its  greatest 
diameter  2^^  inches  and  weighing  6  ounces. 

Modem  Tendencies  in  the  Treatment  of  Abortion. — Convert 
and  Vignes  give  a  sort  of  symposium  on  this  subject  by  collecting 
the  recently  published  opinions  of  many  authorities  {Le  Progres 
Medical,  1919,  xlvii,  30).  Many  of  the  latter  are  Americans,  in- 
cluding De  Lee,  Brodhead,  Polak,  Ries,  Holmes,  Vineberg,  Wiener 
and  Goldstine.  The  authorities  are  divisible  into  abstentionists 
and  interventionists.  In  regard  to  bacteriology  an  entire  series  of 
men  are  on  record  in  pronouncing  it  without  practical  value.  The 
reasons  for  this  pose  include  the  following:  negative  findings  do  not 
exclude  the  pathogeny  of  the  streptococcus;  some  streptococci 
cause  very  mild  fevers;  hemolysis  is  not  an  inherent  attribute  of 
any  streptococcus  but  is  acquired,  and  may  in  turn  be  lost,  by  a 
variety  of  microorganisms;  saprophytes,  including  the  coH,  may 
cause  fatalities.  It  follows  that  treatment  cannot  be  based  on 
bacteriology.  Even  some  bacillemias  are  without  significance. 
Treatment  may  be  laid  down  as  follows:  if  in  an  abortion  of  normal 
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evolution  abstention  seems  indicated  with  expectant  management 
the  final  course  of  procedure  is  more  uncertain  than  when  condi- 
tions are  less  simple.  In  former  times  it  was  the  rule  to  intervene 
in  all  cases  of  retained  placental  debris,  hemorrhage  or  infection 
unless  there  was  already  pelvic  cellulitis  or  peritonitis;  but  we  now 
know  that  curettage  may  be  meddlesome  and  the  cause  of  dis- 
semination of  germs  and  fatal  sepsis.  These  cases  often  recover 
under  the  let-alone  plan.  There  should  be  a  middle  course  between 
abstention  and  intervention.  In  certain  cases  curettage  does  no 
harm  and  greatly  hastens  matters.  Here  belong  abortive  endome- 
trites and  benign  infections.  On  the  other  hand  severe  infections 
which  are  aggravated  by  curettage  must  necessarily  do  better  under 
the  abstention  plan.  The  course  of  procedure  is  therefore  the 
reverse  of  that  in  most  infections,  for  as  a  rule  we  intervene  in  the 
severe  case  at  an  early  moment. 

B.  GYNECOLOGY. 

The  Extreme  Pendulous  Abdomen  and  Its  Surgical  Treatment. 

— N.  J.  Mac  Lean  {Surg.,  Gyii.  and  Obst.,  1919,  xxviii,  190)  says  that 
in  these  cases  the  stretching  of  the  structures  is  not  universal  to 
the  whole  abdominal  wall  but  is  limited  to  an  area  which  normally 
corresponds  to  the  linea  alba  and  that  part  of  it  lying  between  a 
point  very  little  above  the  umbilicus  and  a  point  about  one  and  a  half 
or  2  inches  above  the  symphysis.  In  these  cases  with  marked 
diastasis  of  the  recti  and  stretching  of  the  linea  alba  the  follow- 
ing operation  is  recommended.  Two  long  incisions  forming  an 
ellipse  are  made  from  one  side  of  the  abdomen  to  the  other,  the 
upper  passing  above  the  umbilicus,  the  lower  about  2  inches 
above  the  fold  where  the  abdomen  hangs  over  the  pubes.  The 
skin  and  fat  are  dissected  away  from  the  external  oblique  aponeu- 
rosis until  the  ring  of  the  umbilicus  is  met.  The  abdomen  is  then 
opened  at  the  umbilicus  and  the  mass  dissected  away  from  the 
umbilical  ring.  The  part  of  the  abdominal  wall  which  has  given 
way  can  now  be  lifted  up  in  the  form  of  a  cone  with  the  umbilicus 
forming  the  apex.  By  inverting  the  fingers  within  this  cone  a  ring 
can  be  felt  at  its  base,  which  the  writer  calls  the  internal  ring  of 
the  protrusion.  Two  lateral  incisions  are  made  from  the  umbilical 
ring  to  the  inner  margins  of  the  recti.  A  third  incision  is  made  from 
the  umbilical  ring  downward  to  the  firm  lower  margin  of  the  internal 
ring  where  the  recti  decussate.  Three  flaps  are  thus  formed, 
two  lower  and  one  upper.  The  two  lower  are  overlapped  from  side 
to  side,  thus  reducing  by  one-half  the  space  between  the  recti. 
The  free  margin  of  each  flap  is  stitched  with  strong  chromic  catgut 
to  the  firm  margin  of  the  sheath  of  the  opposite  rectus  muscle. 
The  upper  flap  is  drawn  upward  and  the  upper  margin  of  this  lower 
and  now  double  flap  is  stitched  to  the  upper  margin  of  the  so-called 
internal  ring.  The  upper  flap  is  then  drawn  downward  and  spread 
over  the  lower  double  flap  and  its  margin  is  stitched  to  the  apo- 
neurosis of  the  external  obfique.  The  skin  is  closed,  with  three  small 
tube  drains,  one  at  each  angle  and  one  in  the  center  of  the  wound. 
A  three  fold  aponeurosis  now  covers  the  former  opening. 
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Purging  Before  and  After  Abdominal  Section. — Recently 
preoperative  and  postoperative  purgation  have  been  condemned 
as  irrational  and  harmful.  H.  T.  Byford  {Jour.  A.  M.  A.,  1919, 
Ixxii,  474)  calls  attention  to  the  harm  that  may  be  done  by  employ- 
ing it  in  a  routine  way  and  to  the  desirabihty  of  individualizing  the 
indications.  A  routine  method  may  be  a  good  thing  for  a  surgeon 
or  a  hospital  staff  to  have  on  record,  not  as  a  method  to  be  followed 
out,  but  as  one  to  be  modified.  It  may  happen  to  be  just  right  for 
some  cases,  and  in  others  it  may  require  modification  only  in  a  few 
particulars  and  may  thus  be  of  time-saving  assistance  to  the  one 
who  formulates  the  directions  for  each  patient,  as  well  as  to  the  one 
who  has  to  interpret  them  and  carry  them  out.  In  preparing  for 
operation,  the  laxative  should  be  selected,  the  dose  regulated,  the 
time  for  its  administration  chosen,  and  the  conditions  under  which 
it  acts  carefully  adjusted  to  suit  the  requirements  of  the  concrete 
case  instead  of  being  used  in  a  routine  way.  Then  there  will  be  no 
occasion  for  the  rejection  of  purgation  in  the  preparation  of  patients 
for  abdominal  sections.  As  regards  postoperative  care,  those 
cases  require  early  purgation  in  which  a  large  incision  in  the  middle 
or  lower  zone  of  the  abdomen  is  made  in  connection  with  consider- 
able displacement  of  intestinal  coils,  and  sufficient  intraperitoneal 
traumatism  to  give  rise  to  subsequent  adhesions.  Under  such  con- 
ditions, adhesions  of  displaced  or  kinked  intestinal  loops  are  liable 
to  form  and  interfere  with  through  and  through  peristaltic  action 
and  result  in  obstruction  and  death.  Early  purgation  helps  to 
maintain  a  permeable  canal  until  the  adhesions  have  formed  and 
the  danger  of  obstruction  has  passed.  Cases  in  which  there  has 
been  resection  or  extensive  repair  of  the  intestine  usually  require 
dieting  and  delay  in  purgation  until  a  certain  amount  of  protective 
exudate  has  had  time  to  seal  up  the  intestinal  suture  lines.  Cases 
in  which  sutured  or  denuded  areas  have  been  left  are  not  so  liable 
to  the  formation  of  extensive  or  permanent  adhesions  if  peristaltic 
action  is  kept  fairly  active  from  the  time  of  the  operation.  Early 
purgation  may  not  be  necessary,  yet  it  may  be  desirable.  An 
accumulation  of  gas  may  require  it  in  one  case,  while  in  another 
dieting  or  washing  out  of  the  stomach  or  a  postural  treatment  may 
suffice.  Cases  in  which  the  incision  has  been  small,  with  but  little 
exposure  or  manipulation  of  the  intestine  and  in  which  all  ligatures 
or  denuded  surfaces  have  been  covered,  will  require  purgation  or 
abstention  from  purgation  for  conditions  that  may  happen  to 
present  themselves,  without  reference  to  the  fact  that  the  abdomen 
has  been  opened.  When  such  patients  have  not  been  dieted  either 
before  or  after  the  operation,  they  may  have  early  spontaneous  bowel 
movements  without  laxatives  or  may  merely  require  enemas  to 
assist  nature;  while  others  who  are  accustomed  to  depend  on  laxa- 
tives may  require  early  purgation  for  relief.  Patients  who  have 
been  dieted  before  the  operation  and  in  whom  the  anesthetic  has 
disturbed  the  stomach  will  have  but  little  substance  in  the  alimentary 
canal  and  may  do  better  without  a  bowel  movement  for  two  or  three 
days. 
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Tuboovarian  Suppuration. — R.  M.  Green  {Bost.  Med.  er  Surg. 
Jour.,  1919,  clxxx,  179)  says  that  tuboovarian  suppurations  may 
be  classified  into  definite  clinical  types  according  to  the  infecting 
organism  and  the  route  of  natural  escape  pursued  by  the  accumulat- 
ing pus.  Treatment  should  be  determined  in  accordance  with  the 
type  of  case,  palhative  depletion  being  always  first  employed. 
When  such  palliation  fails  within  a  few  days  to  effect  relief  of  symp- 
toms and  subsidence  of  fever,  deep  suppuration  should  be  suspected, 
even  in  the  absence  of  fluctuation;  and,  with  reasonable  assurance 
of  its  presence,  should  be  explored  through  the  appropriate  route. 
The  likelihood  of  rectal  or  inguinal  pointing  should  not  be  over- 
looked, when  the  more  customary  vaginal  pointing  fails  to  occur. 
Rectal  or  combined  rectovaginal  examination  is  of  value  in  deter- 
mining by  which  route  a  given  pus  localization  in  the  posterior 
pelvis  may  best  be  approached. 


C.    MISCELLANEOUS   TOPICS. 

A  New  Incision  for  Appendectomy.^ — ^Leigh  F.  Watson  {Annals 
of  Surgery,  vol.  kviii.  No.  4,  October,  1918)  says  the  number  of 
incisions  that  have  been  brought  forward  for  appendectomy  from 
time  to  time,  show  that  no  one  incision  is  adapted  to  all  cases. 
Many  writers  have  noted  that  in  the  cadaver  the  base  of  the  ap- 
pendix is  found  at  McBurney's  point,  while  in  the  living  subject 
it  is  below  this  point,  usually  on  a  level  with  the  center  of  Poupart's 
ligament.  A  number  of  operators  have  called  attention  to  the  ease 
with  {which  the  appendix  can  be  removed  when  operating  for  right 
inguinal  hernia.  Since  19 10,  I  have  used  a  new  incision,  with  its 
center  over  the  base  of  the  appendix,  and  beheve  that  in  many  cases 
it  is 'an  improvement  over  those  in  general  use. 

Incision. — A  point  i)-^  inches  from  the  right  anterior  superior 
spine,  on  a  level  with  a  line  connecting  the  two  superior  spines,  is 
selected  for  the  beginning  of  a  vertical  incision  which  extends 
directly  downward  for  2  to  4  inches  to  a  point  just  above,  and 
to  the  inner  side  of  the  internal  abdominal  ring. 

Advantages. — Traction  to  expose  the  appendix  is  avoided,  be- 
cause this  incision,  in  the  external  oblique  and  its  aponeurosis, 
the  most  resistant  structures,  is  directly  over  the  base  of  the 
appendix.  It  can  be  enlarged  without  weakening  the  abdominal 
wall.  The  iliohypogastric  and  iUoinguinal  nerve  are  not  injured 
because  the  incision  lies  between  them.  Because  this  incision 
is  made  over  the  cecum,  the  small  intestines  do  not  crowd  into  the 
wound  as  they  do  when  the  McBurney  and  lateral  rectus  incisions 
are  used. 

ERRATA. 

March,  1919,  issue:  Transactions  of  the  Philadelphia  Obstetrical 
Society,  page  403,  discussion  on  Dr.  Montgomery's  paper,  beginning 
with  paragraph  four,  should  have  credited  to  Dr.  F.  Hurst  Maier. 
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THE  PROBLEM  OF  THE  CYSTOCELE. 

BY 
GEORGE  GRAY  WARD,  JR.,  M.  D.,  F.  A.  C.  S., 

Chief  Surgeon,  Woman's  Hospital,! 

New  York,  N.  Y. 

(With  eleven  illustrations.) 

I  WOULD  feel  some  hesitancy  in  bringing  to  your  attention  a 
subject  which  has  been  so  thoroughly  discussed  and  written  upon 
for  the  past  one  hundred  years,  that  you  may  well  ask  "What  more 
is  there  to  be  said  on  cystocele,"  if  it  were  not  that  your  distinguished 
ex-President,  Dr.  Barton  Cooke  Hirst,  in  the  course  of  his  Presi- 
dential Address  delivered  before  you  just  a  year  ago,  stated  that  in 
his  opinion,  one  of  the  three  subjects  on  which  you  all  craved  more 
enhghtenment  was  the  best  operative  treatment  of  cystocele  in 
young  child-bearing  women. 

I  must  preface  my  remarks  by  saying  that  I  have  no  new  operation 
to  advocate,  and  my  only  excuse  for  adding  to  the  voluminous 
literature  of  the  subject  is,  that  I  agree  with  Dr.  Hirst  as  to  the  need 
of  the  clarification  of  the  hazy  atmosphere  enveloping  this  problem, 
not  only  for  our  own  sakes,  but  especially  for  the  benefit  of  our 
undergraduate  students,  who  must  of  necessity  be  hopelessly  con- 
fused by  the  complexity  of  the  principles  involved  and  the  numerous 

*  Read  by  invitation  before  tiie  Philadelphia  Obstetrical  Society,  February  ";6, 
1919,  and  before  the  Section  on  Obstetrics  and  Gynecology  of  the  New  York 
Academy  of  Medicine,  February  25,  1919. 


Note. — ^The  Editor  accepts  no  responsibility  for  the  views  and  statements 
of  authors  as  published  in  their  "  Original  Communications." 
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angles  of  view  as  to  their  relative  importance,  which  are  presented 
for  their  edification  in  our  text-books  and  the  literature. 

The  subject  of  cystocele  has  recently  received  much  attention,  as 
shown  by  the  numerous  contributions  in  medical  journals.  Usually 
the  writer  is  anxious  to  advocate  some  particular  operative  technic 
which  he  has  devised  and  which  frequently  takes  cognizance  of  some 
one  principle  involved  in  the  problem  with  a  disregard  of  other 
factors  which  are  equally  essential,  or  more  important.  In  some 
instances  the  technic  exploited  is  so  involved  and  complicated  that 
the  length  of  time  necessary  for  its  proper  execution  is  out  of  all 
proportion  to  any  advantage  that  might  be  gained.  It  is  thus  detri- 
mental to  the  best  interests  of  the  patient,  owing  to  the  fact  that 
cystocele  is  a  condition  that  is  almost  always  associated  with  other 
lesions  requiring  operative  procedures,  and  the  necessarily  prolonged 
etherization  is  not  warranted. 

The  history  of  cystocele  has  been  recently  reviewed  by  Rawls 
and  brought  up  to  date,  and  I  would  refer  any  one  interested  in  this 
phase  of  the  subject  to  his  excellent  article,  which  contains  over 
one  hundred  references(i). 

To  discuss  cystocele  intelligently  we  must  first  classify  the  cases 
according  to  whether  child-bearing  is,  or  is  not  a  factor  to  be  con- 
sidered, and  whether  the  cystocele  is  accompanied  by  prolapse  of 
the  uterus.  The  problem  to  be  considered  in  the  young  child- 
bearing  woman  is  entirely  different  from  the  case  of  the  woman  whose 
uterus  is  not  capable  of  reproduction  or  is  past  that  period.  The 
methods  at  our  disposal  for  the  repair  of  cystocele  where  child- 
bearing  is  not  a  factor  are  more  certain  of  a  permanent  cure  in  their 
final  results  than  are  the  available  methods  where  the  parts  have  to 
bear  the  strain  of  subsequent  labors.  Therefore,  the  opinions 
of  gynecologists  are  more  at  variance  to-day  on  the  treatment  of 
cystocele  in  the  child-bearing  woman,  and  the  greater  part  of  my 
remarks  will  be  confined  to  this  phase  of  the  subject. 

I  am  aware  that  some  authorities  make  the  statement  that  cystocele 
is  always  accompanied  with  prolapse  of  the  uterus  in  some  degree. 
While  I  agree  that  perhaps  the  majority  of  cases  may  fall  into  this 
category,  still  I  see  many  cases  with  large  cystocele  where  the  degree 
of  prolapsus  uteri  is  negligible,  although  I  recognize  the  fact  that 
the  cystocele  is  an  early  phase  of  the  prolapse  which  follows  and  is 
an  essential  factor  in  that  condition.  According  to  my  view  point, 
where  prolapse  exists  the  technic  to  be  employed  must  correct  that 
condition,  or  whatever  operative  procedure  we  employ  on  the 
cystocele  itself  will  prove  unsatisfactory. 
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The  bladder  may  be  said  to  be  held  in  place  by  anatomical 
structures  working  on  opposite  principles,  the  supporting  apparatus 
as  the  utero-pubic  fascial  plane  and  the  anterior  vaginal  wall  with 
the  accessory  aid  of  the  posterior  segment  of  the  pelvic  floor,  and  the 
suspending  apparatus,  such  as  the  ligaments  and  connective  tissue 
which  suspend  or  hold  the  organ  by  attachments  to  the  uterus  and 
the  pelvic  structures.  Both  muscular  and  fascial  apparatus  play 
reciprocal  roles  in  the  maintenance  of  the  bladder  in  situ,  and  the 


9  .  . 


INTRA-ABDOMINAL  PRESSURE 


Fig.  I. — The  relation  of  the  uterus  and  bladder  in  the  normal  position.  The 
anteroposterior  fascial  sling  formed  by  the  uterosacral  ligaments  posteriorly, 
and  the  uteropubic  fascial  plane  anteriorly.  Note  the  deflection  of  the  intra- 
abdominal pressure  by  the  posterior  surface  of  the  uterus  and  the  protection 
of  the  bladder  from  this  pressure.     {After  Cross  en.) 

injury  which  causes  these  supports  to  fail  in  their  function  may  be 
located  in  different  parts  or  in  several  parts  of  these  structures, 
so  that  whatever  operative  procedures  we  may  employ  for  the 
correction  of  the  injury  should  be  applicable  to  all  the  parts  that 
have  been  damaged.  The  mistake  is  often  made  of  employing  one 
general  operation  for  all  classes  of  cystocele  instead  of  individualizing 
and  adapting  the  operation  to  the  particular  case. 

Reynolds  has  pointed  out  that  it  is  important  for  us  to  bear  in 
mind  that  the  anterior  vaginal  wall  has  two  fixed  points  of  attach- 
ment— the  attachment  to  the  cervix  and  base  of  the  broad  ligaments 
and  to  the  posterior  surface  of  the  pubes.  The  pubic  attachment  of 
the  vagina  is  very  firm  and  practically  never  yields.     Unfortunately 
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the  same  is  not  true  of  the  upper  point.  We  know  that  the  chief 
supports  of  the  uterus,  which  are  the  base  of  the  broad  ligaments 
(the  so-called  cardinal  ligaments)  and  the  uterosacral  Ugaments, 
stretch  and  thus  fail  to  support  the  organ,  and  as  an  inevitable 
consequence  a  concomitant  prolapse  of  the  bladder  occurs. 

There  is  another  class  of  cases  where  failure  of  the  uterine  sup- 
ports does  not  occur  as  the  primary  lesion,  but  the  attachment 
of  the  anterior  vaginal  wall  to  the  upper  portion  of  the  cervix  is 
torn  away  during  labor  and  with  it  the  bladder  attachment  to  the 
same  structure,  thus  destroying  the  normal  depth  of  the  invagina- 


FiG.  '|2. — The  dotted  lines  show  the  uterus  and  cardinal  ligaments  in  normal 
relation.  The  shaded  Unes  the  elongated  overstretched  cardinal  ligaments  when 
the, uterus  is  prolapsed. 

tion  of  the  cervix  in  the  anterior  fornix.  This  creates  a  "weak 
spot"  in  the  median  Hne  in  front  of  the  cervix  and  favors  a  gradual 
prolapse  or  hernia  of  the  bladder.  This  injury  may  be  readily 
demonstrated  with  a  sound  in  the  bladder  in  comparison  with  an 
uninjured  case.  Where  the  bladder  and  vagina  have  been  torn 
away  from  the  front  of  the  cervix,  the  tip  of  the  sound  will  be  felt 
almost  at  the  external  os,  showing  the  descent  of  the  bladder  and  the 
loss  of  the  normal  invagination  of  the  cervix  with  nearly  an  oblitera- 
tion of  the  anterior  vaginal  fornix,  while  in  uninjured  cases,  the  tip 
of  the  sound  will  be  several  centimeters  above  the  os. 
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We  are  all  familiar  with  cases  of  prolapse  where  the  cervix  is  at 
the  vulva,  while  the  body  of  the  uterus  is  held  in  normal  position. 
The  protrusion  of  the  cervix  is  caused  by  the  marked  elongation  of 
that  organ  due  to  traction  of  the  anterior  vaginal  wall  which  pulls 
on  the  cervix  at  its  attachment  helow  the  base  of  the  broad  ligaments 
as  a  result  of  this  common  injury. 

The  prolonged  dragging  on  the  base  of  the  bladder  and  the  vaginal 
wall  caused  by  the  prolapse,  results  in  an  actual  demonstrable 
increase  in  the  anteroposterior  measurements  of  these  parts,  so 
that  in   a  cystocele  of  any  moment  we  have  both  a  lengthened 


FiG.  3. — ^The  normal  relation  between  the  anterior  vaginal  wall,  the  cervix,  and 
the  bladder.     Note  the  invagination  of  the  cervix. 

bladder  base  and  anterior  vaginal  wall,  due  to  stretching.  Careful 
measurements  taken  on  normal  patients  and  on  a  plaster  cast  made 
from  the  cadaver  of  a  parous  woman  with  uninjured  structures, 
show  that  the  average  normal  length  of  the  anterior  vaginal  wall 
from  its  junction  with  the  cervix  to  the  external  meatus  is  6  to 
7  cm.,  while  in  repeated  measurements  which  I  have  made  on  well- 
marked  cases  of  cystocele,  show  an  average  of  10  to  11  cm.  I 
believe  that  this  anteroposterior  increase  in  the  length  of  the 
vaginal  wall  and  bladder  base  is  one  of  the  most  important  factors 
to  be  considered  in  the  correction  of  cystocele. 
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As  the  formation  of  a  cystocele  progresses,  the  fibers  forming  the 
uteropubic  fascia,  or  so-called  "bladder  pillars,"  extending  from  the 
base  of  the  broad  ligaments  to  the  pubes,  become  attenuated  and 
separated  in  the  midUne  and  the  continued  stretching  results  in  a 
thinning  of  the  vaginal  wall  in  the  center,  and  an  increase  in  the 
transverse  dimension  of  the  vagina  and  bladder  base.  This  lateral 
increase,  in  my  opinion,  is  of  less  importance  than  the  antero- 
posterior increase,  although  attention  is  usually  focused  upon  it, 


|FiG.  4. — The  tearing  away  of  the  vaginal  wall  and  bladder  at  its  point  of 
attachment  to  the  cervix,  showing  the  development  of  the  "weak  spot"  as  a 
result  'of  injury  during  parturition. 


and  many  operations  in  vogue  to-day  rely  mainly  on  the  correction 
of  this  lateral  stretching  for  the  cure  of  the  cystocele. 

When  cystocele  is  associated  with  prolapse  of  the  uterus  of  any 
marked  degree,  it,  of  course,  implies  a  condition  of  uterine  retro- 
displacement  as  well,  on  account  of  its  descent  in  the  Une  of  the 
curve  of  Carus,  with  a  resulting  failure  of  the  deflection  of  intra- 
abdominal pressure  which  is  normally  accomplished  by  the  ante- 
verted  position  of  the  uterus.  That  cystocele  and  prolapse  are 
practically  always  associated  with  an  impaired  pelvic  floor  function 
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due  to  relaxation  or  injury  resulting  from  childbirth  is,  of  course, 
recognized  by  all. 

We  may  summarize  these  injuries  to  the  anatomical  structures 
which  play  a  part  in  the  etiology  of  cystocele  as  follows: 

1.  Detachment  of  the  anterior  vagina  and  the  bladder  from  its 
normal  relation  to  the  anterior  cervical  wall  with  a  loss  of  the  normal 
invagination  of  the  cervix  and  a  resulting  "weak  spot"  at  this  site. 

2.  Attenuation  and  separation  of  the  fibers  of  the  uteropubic 
fascia,  the  result  of  stretching. 


Fig.  5. — Widening  of  the  "weak  spot"  ^-ith  consequent  loss  of  invagination 
of  the  cervLx  and  descent  of  the  bladder  with  increased  length  of  vaginal  wall 
and  bladder  base  due  to  stretching,  thus  resulting  in  the  formation  of  a  cystocele. 

3.  Displacement  downward  of  the  bladder. 

4.  Anteroposterior  increase  in  the  length  of  vaginal  wall  and 
bladder  base. 

5.  Transverse  increase  in  width  of  the  vaginal  wall  and  bladder 
base. 

6.  Thinning  of  the  vaginal  waU  in  the  midhne. 
and  as  complications — 

7.  Prolapse  of  the  cervix  with  the  uterine  body  in  situ. 

8.  Prolapse  of  the  uterus  with  associated  retrodisplacement. 
Two  mechanical  principles  are  involved  in  the  correction  of  these 
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cases,  namely — suspension  and  support.  Interposition  is,  of  course, 
a  form  of  support  below  the  bladder  and  is  only  applicable  to  the 
nonchild-bearing  cases. 

I.  Nonchild-bearing  Women. — In  nonchild-bearing  women  we 
may  employ  any  principles  in  the  repair  which  will  produce  the 
most  positive  fixation  of  the  organs  irrespective  of  their  normal 
relations.  The  nonchild-bearing  cases  which  are  not  accompanied 
with  prolapse  beyond  the  second  degree,  are  readily  and  satisfac- 
torily corrected  by  the  Watkins'  method  of  interposition  provided 


^FiG.  6. — The  (principle  employed  to  correct  the  cystocele.  First  step:  |The 
mobilization  of  the  bladder  by  separating  it  from  the  vagina  and  uterus  in^^order 
that  it  may^be  replaced  higher  up  by  rotation  about  its  transverse  |axis. 

the  uterus  is  in  a  normal  condition.  Unfortunately,  however,  in  a 
large  number  of  these  cases  the  uterus  is  not  in  a  condition  which 
makes  it  safe  or  wise  to  retain  it.  If  the  uterus  is  diseased,  or  un- 
suitable for  the  purpose  on  account  of  its  size,  in  my  opinion  this 
operation  is  not  advisable.  In  such  cases  Simpson's  suggestion 
of  partial  removal  of  the  uterus  by  resection  of  the  mid  portion 
of  the  body  and  uniting  the  lateral  walls  by  suture  in  order  to  remove 
the  diseased  area  or  to  reduce  its  size,  and  then  interposing  the 
reconstructed  organ  under  the  bladder  is  a  satisfactory  solution  of 
the  problem.  In  the  nonchild-bearing  cases  accompanied  with 
marked  or  complete  prolapse,  I  have  had  most  satisfaction  with  the 
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Mayo  operation,  in  which  a  vaginal  hysterectomy  is  done,  with 
suturing  together  of  the  broad  and  round  ligaments,  and  interposing 
them  under  the  bladder,  the  top  of  the  ligaments  being  firmly 
united  to  the  sides  of  the  pubic  arch  close  under  the  urethra,  and  the 
vaginal  wall  sutured  to  the  united  Hgaments.  This  operation  if 
properly  done,  I  beheve  gives  us  a  permanent  cure  of  the  condition. 
I  have  been  interested  in  noting  that  Dr.  Bissell  performed  this 
operation  at  the  Woman's  Hospital  on  February  15,  191 2,  as  shown 


Fig.  7. — ^The  principle  employed  to  correct  the  cystocele.  Second  step:  The 
bladder  is  replaced  and  straightened  by  upward  traction  of  the  vaginal  wall, 
thus  disposing  of  its  excess  length.  The  bladder  base  is  attached  to  the  anterior 
surface  of  the  uterus  by  a  suture.  The  vaginal  wall  is  attached  by. two  sutures 
to  the  uterus  at  a  point  above  the  internal  os,  thus  angulating  the  vagina  and 
disposing  of  its  excess  length,  anteverting  the  uterus,  restoring  the  invagination 
of  the  cervix,  and  repairing  the  injury  which  caused  the  "weak  spot." 

by  the  records.  He  did  this  without  any  knowledge  of  the  Mayo's 
work  in  this  direction,  but  unfortunately  did  not  publish  it.  Their 
description  of  the  operation  was  published  in  March,  1915. 

Goffe's  operation  for  the  cure  of  this  type  of  case,  of  doing  a 
vaginal  hysterectomy,  suturing  the  broad  and  round  Hgaments 
together,  and  then  fastening  the  bladder  by  suture  to  the  anterior 
surface  of  the  united  Hgaments,  I  have  had  considerable  experience 
with,  and  it  is  generally  satisfactory,  but  it  is  more  difficult  of 
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execution  in  my  opinion  than  the  Mayo  technic  and  in  no  way  so 
positive  of  a  permanent  cure.  These  two  operations  depend  upon 
entirely  different  principles  for  holding  the  bladder  in  place.     Goffe's 


Fig.  8. —  _L  Shaped  incision  showing  the  separation  of  the  bladder  from  the  vagina 
and  uterus  and  exposing  the  base  of  the  broad  hgaments.  The  bladder  is  not 
widely  separated  from  the  vagina  at  the  urethrovesical  junction  in  order  that  it 
may  make  traction  on  the  bladder  base.  The  dotted  lines  indicate  the  excess 
vaginal  wall  to  be  cut  away. 

method  depends  on  the  principle  of  suspension,  while  the  Mayo 
operation  is  an  interposition  operation,  and  therefore  relies  on  the 
principle  of  support  from  below. 
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A  successful  result  in  either  the  Watkins  or  the  Mayo  interposition 
operation  is  largely  dependent  on  the  proper  securing  of  the  inter- 


FiG.  9. — The  dissection  of  the  uteropubic  fascial  ligaments  ("bladder  pillars"), 
showing  their  origin  from  the  base  of  the  broad  ligaments.  The  two  angulation 
sutures  in  situ,  passing  through  the  vaginal  walls,  "bladder  pillars"  and  uterine 
wall  above  the  internal  os.  The  mattress  suture  picking  up  the  base  of  the  broad 
ligaments  on  either  side,  and  the  cervix  in  the  midline  at  a  lower  level  after  the 
technic  of  Alexandroff.  When  this  suture  is  tied  the  broad  ligaments  are  ap- 
proximated and  reefed,  the  cervix  is  thrown  backward  and  the  uterus  elevated. 

posed   structures   to  the  subpubic  arch.     A  point  in  the  technic 
which  I  think  is  important  in  order  to  insure  this,  is  to  use  kangaroo 
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tendon  for  the  sutures  attaching  the  uterus  or  the  top  of  the  broad 
ligaments  to  the  pubic  arch  on  each  side  of  the  urethra.  I  use  a 
short  stout  curved  needle  and  pass  it  under  the  guidance  of  my  finger 
against  the  pubic  ramus  until  the  point  strikes  the  bone,  and  obtains 
a  good  bite  of  the  periosteum.  In  the  Mayo  operation,  it  is  also 
important  to  be  sure  and  include  the  uterosacral  ligaments  in  the 
forceps  that  grasp  the  base  of  the  broad  ligaments  before  cutting 
away  the  uterus,  and  to  make  certain  that  they  are  embodied  in  the 
suturing  together  of  these  parts. 

II.  Child-hearing  Women. — In  child-bearing  women  it  is  essential 
that  we  employ  principles  in  the  repair  of  the  injury  that  at  the 
same  time  restore  the  parts  as  nearly  as  possible  to  their  normal 
relations,  in  order  that  the  function  of  reproduction  may  not  be 
interfered  with. 

The  operative  technic  that  is  employed  to-day  varies  from  a 
simple  denudation  of  the  vaginal  mucosa  with  approximation  of 
the  margins  with  sutures,  to  the  most  extensive  bladder  dissection 
with  invasion  of  the  abdominal  cavity. 

The  simple  operation  of  denudation  and  approximation  is  only 
of  use  in  removing  hypertrophied  and  redundant  tissue  frequently 
present  in  the  lower  third  of  the  vaginal  wall  as  a  result  of  exposure. 
It  has  no  place  in  the  cure  of  cystocele. 

To  Sims  belongs  the  credit  of  first  completely  exposing  the  base 
of  the  bladder  as  is  done  to-day,  although  he  abandoned  it  later 
for  his  V-shaped  denudation.  It  is  interesting  to  note  that  he  did 
it  accidentally  while  attempting  to  cure  a  cystocele  by  the  very 
radical  plan  of  clamping  off  the  vaginal  wall  and  the  base  of  the 
bladder  and  cutting  them  away,  intending  to  close  the  resulting 
vesicovaginal  fistula  by  his  classical  technic.  Fortunately,  and 
to  his  surprise,  he  found  that  he  had  only  removed  the  vaginal 
tissue,  but  he  had  also  completely  exposed  the  bladder  base.  He 
then  sutured  the  vaginal  walls  together.  This  resection  of  the 
vaginal  wall  only  corrects  the  injury  of  the  transverse  stretching 
and  thinning  in  the  median  hne,  and  therefore,  frequently  does  not 
give  satisfactory  permanent  results. 

The  Emmet  operation  and  its  modification  by  Baldwin  depends 
upon  the  fact  that  the  denudation  exposes  the  firm  tissue  of  the  base 
of  the  broad  Hgaments  on  either  side  of  the  cervix,  which  areas  are 
then  approximated  in  front  of  that  organ,  throwing  it  backward 
and  elevating  the  uterus  and  placing  a  firm  buttress  or  support  in 
front  of  it  over  the  "weak  spot"  before  mentioned. 

The  operation  of  Reynolds  depends  on  the  same  principle.     It 
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is  to  be  noted  that  these  operations  correct  the  tendency  to  prolapse 
of  the  uterus  by  reefing  the  stretched  broad  hgaments  and  anteverting 
the  uterus  by  throwing  back  the  cervix,  and  they  reinforce  the 
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Fig.  io.— The  two  angulation  sutures  are  tied.  The  Alexandroff  stitch  is 
not  shown  as  it  is  buried.  The  uteropubic  ligaments  are  sutured  together  with 
a  lock  stitch. 

weakened  area  in  front  of  the  cervix  and  midline,  but  in  no  way 
attempt  to  directly  replace  the  overstretched  bladder.  At  the 
most  they  close  the  door  of  escape  without  first  reducing  the  hernia, 
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whose  overstretched  base  must  necessarily  be  thrown  into  puckers 
or  folds,  and  they  do  not  restore  the  anterior  vaginal  wall  to  its 
normal  attachment  to  the  cervix. 

Hirst,  believing  that  the  injury  in  cystocele  was  due  to  tears 
in  the  anterior  vaginal  sulci  of  the  urogenital  trigonum,  advocated 
triangular  denudation  in  the  anterior  sulci  with  suture,  combined 
with  a  central  colporrhaphy. 

To  Hadra  belongs  the  credit  of  first  calhng  attention  to  the  neces- 
sity of  elevating  the  bladder  and  restoring  the  normal  invagination 
of  the  cervix  by  reattaching  the  vaginal  wall  high  up  on  that  organ. 
Sanger  and  Noble  followed  on  the  same  hnes  and  perfected  the 
technic.  Their  operation  was  a  marked  advance  in  my  opinion, 
although  it  does  not  provide  for  the  correction  of  any  associated 
prolapse  of  the  uterus. 

GoflFe  evolved  a  more  radical  operation  of  elevating  the  bladder 
in  the  pelvis,  based  on  the  principle  of  suspension.  His  operation 
of  a  wide  free  dissection  of  the  bladder  from  the  entire  vaginal  wall 
and  uterus,  opening  into  the  peritoneal  cavity  with  the  suturing  of 
the  bladder  high  up  on  the  body  of  the  uterus  and  broad  ligaments, 
is  famihar  to  you  all.  Goffe  recognized  that  the  only  way  of  elimi- 
nating the  redundancy  and  increased  length  of  the  bladder  wall  at 
its  base  due  to  the  overstretching,  was  to  free  it  sufficiently  to  enable 
it  to  be  rotated  upward  on  the  transverse  axis,  and  to  dispose  of  the 
excess  higher  up  in  the  pelvis.  I  have  had  considerable  experience 
with  this  operation  and  it  is  generally  satisfactory  in  its  results  but 
requires  extensive  and  usually  unnecessary  dissection.  The  technic 
described  does  not  restore  the  invagination  of  the  cervix,  or  dispose 
of  the  lengthened  vaginal  wall. 

Recently  much  attention  has  been  directed  to  the  importance  of 
the  uteropubic  fascial  ligaments,  the  so-called  ''bladder  pillars,"  in 
the  repair  of  cystocele.  Edward  Martin's  book  with  splendid  illus- 
trations of  these  fascial  ligaments,  although  somewhat  exaggerated, 
and  the  excellent  monograph  of  Frank,  have  emphasized  them  as  an 
important  factor  to  be  considered  in  the  cure  of  cystocele.  In  the 
usual  dissection,  these  tissues  of  the  uteropubic  fascial  plane  remain 
attached  to  the  bladder  wall,  and  in  many  operations  are  merely 
plicated  by  turning  in  and  suturing  this  apparently  thickened 
bladder  base,  which  must  result  in  puckering  and  folding  of  the 
viscus.  Rawls  has  advocated  their  thorough  dissection  and  over- 
lapping by  mattress  sutures.  Bissell  has  devised  a  technic  of 
overlapping  the  vaginal  wall  with  its  attached  fascia  and  securing 
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it  with  mattress  sutures,  to  produce  the  required  support  for  the 
bladder. 


Fig.  II. — The  X  incision  is  closed  by  interrupted  sutures.  The  anterior 
vaginal  wall  is  now  straightened,  and  the  cystocele  and  prolapse  have  disap- 
peared. The  invagination  of  the  cervLx  has  been  restored  and  the  cervix  points 
toward  the  hollow  of  the  sacrum. 


The  technic  as  described  by  Frank  and  Rawls  endeavors  to  meet 
the  requirements  of  elevation  of  the  bladder  and  reattachment  of  the 
tissues  to  the  cervix,  thus  restoring  the  invagination,  and  of  utilizing 
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the  fascial  support  of  the  uteropubic  ligaments  to  strengthen  the 
"weak  spot,"  but  does  not  attempt  to  correct  prolapse  of  the  uterus, 
or  to  antevert  that  organ. 

The  operation  of  wide  dissection  and  overlapping  of  this  fascia 
may  be  criticized  as  being  entirely  too  comphcated  and  tedious  for 
practical  use.  The  elaborate  dissection  of  the  fascia  with  the 
complexity  of  the  suturing  take  up  too  much  time  wdth  insufficient 
gain,  especially  as  it  must  be  combined  with  additional  operative 
measures.  I  believe  it  is  not  practicable  in  all  cases  to  separate 
the  uteropubic  fascial  plane  from  the  vaginal  wall  and  bladder  base. 
In  many  instances  this  fascial  tissue  is  extremely  thin  and  the  fibers 
are  widely  separated,  and  the  suturing  together  of  the  attenuated 
fragments,  even  though  they  are  overlapped,  gives  a  fascial  support 
of  uncertain  value.  Furthermore,  the  description  of  the  technic 
would  lead  one  to  beheve  that  some  of  the  fascia  dissected  is  the 
fascia  propia  of  the  vaginal  wall,  rather  than  the  bladder  pillars 
in  some  cases. 

The  operation  of  overlapping  the  vaginal  wall  with  its  attached 
fascia  is  likewise  too  comphcated  to  be  of  practical  use  and  the 
dependence  on  the  overstretched,  thinned  vaginal  wall  and  fascial 
fibers  in  the  median  hne  for  support  would  seem  unsound. 
Reynolds  has  laid  stress  on  the  importance  of  avoiding  the  use  of  the 
weakened  overstretched  tissues  in  the  midhne  for  support.  Bissell's 
technic,  however,  would  seem  to  correct  prolapse  of  the  uterus  by 
shortening  the  base  of  the  broad  Hgaments. 

I  do  not  believe  that  operations  that  chiefly  depend  upon  the 
transverse  shortening  of  the  overstretched  fascial  fibers  and  vaginal 
wall  can  be  rehed  upon  to  cure  cystocele,  especially  when  it  must 
stand  the  test  of  child-bearing.  The  anteroposterior  correction 
of  the  descent  and  elongation  of  the  tissues  is  of  far  greater  impor- 
tance in  my  estimation. 

Many  other  operations  have  been  devised  that  have  had  a  variable 
popularity  such  as  those  of  Stoltz,  Dudley,  Doleris,  Chaput,  Polk, 
etc.,  but  as  Frank  said,  the  majority  of  the  operations  devised  for 
cystocele  depend  upon  ingenious  denudations  and  comphcated 
apphcations  of  sutures,  rather  than  upon  a  firm  anatomical  basis. 
I  would  like  to  add,  that  they  also  fail  to  recognize  the  multi- 
phcity  of  the  injuries  and  the  resulting  changes  in  the  tissues 
concerned. 

To  fulfil  our  requirements  for  an  operation  suitable  for  the  child- 
bearing  woman,  we  must,  in  my  opinion,  by  whatever  procedure 
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we  employ,  accomplish  the  correction  of  all  the  injuries  by  the 
following  essentials: 

1 .  Mobilization  and  elevation  of  the  prolapsed  bladder  in  the  pelvis, 
disposing  of  the  enlarged  bladder  base. 

2.  Re-attachment  of  the  vaginal  wall  and  the  "bladder  pillars" 
to  the  anterior  cervical  wall,  high  up  above  the  pivot  point,  thus 
angulating  the  vagina  and  using  it  as  a  tractor  on  the  bladder  base, 
at  the  same  time  disposing  of  its  excess  length  and  restoring  the 
invagination  of  the  cervix  and  anteverting  the  uterus. 

3.  Approximation  of  the  attenuated  fibers  of  the  uteropubic 
fascia  at  the  bladder  base  to  give  support  in  the  center. 

4.  Resection  of  the  excess  thinned  and  stretched  vaginal  wall 
in  the  median  line. 

5.  In  cases  complicated  with  prolapsus  uteri,  reefing  of  the  elon- 
gated base  of  the  broad  ligaments,  by  approximation  in  front  of 
the  cervix,  thus  elevating  the  uterus  and  throwing  back  the  cervix 
so  that  the  uterus  will  become  anteverted,  in  order  that  it  may  deflect 
intra-abdominal  pressure. 

In  all  cases  complicated  with  prolapsus  uteri  sufficient  to  have  an 
associated  retroversion,  I  believe  that  shortening  of  the  uterosacral 
and  round  Hgaments  is  necessary  in  addition. 

In  my  endeavor  to  fulfil  these  essential  conditions,  I  have  been 
adopting  the  following  technic: 

An  inverted,  ±  shaped  incision  is  made  on  the  anterior  vaginal 
wall  extending  its  entire  length.  The  head  of  the  X  is  carried 
out  wide  enough  to  uncover  the  base  of  the  broad  ligaments.  The 
line  of  cleavage  is  found  between  the  bladder  and  vaginal  wall. 
The  bladder  is  separated,  not  too  widely  at  first,  in  order  to  develop 
the  fascial  pillars  and  not  destroy  them,  as  they  are  frequently 
very  attenuated  and  more  like  connective  tissue  than  fascia,  and 
if  at  this  stage  the  bladder  is  pushed  upward  in  the  midline  ofif 
the  cervix,  the  bladder  pillars  will  stand  out  as  a  result  of  traction. 
Care  is  taken  not  to  separate  the  vagina  widely  at  or  beyond  the 
urethrovesical  junction,  in  order  that  traction  on  the  vaginal  wall 
will  draw  on  the  bladder  base,  thus  straightening  and  elevating  it. 
After  the  bladder  pillars  are  discovered  they  are  still  further  de- 
veloped by  dissection,  revealing  their  relation  to  the  base  of  the 
broad  ligaments.  In  cases  complicated  wuth  prolapse  the  base  of 
the  broad  ligaments  are  freely  exposed. 

Unless  there  is  some  intra-abdominal  condition  necessitating 
invasion  of  the  peritoneal  cavity,  the  peritoneal  reflection  of  the 
bladder  is  not  opened.     The  bladder  is  next  picked  up  with  a  forceps 
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in  the  midline  at  such  a  point  that  when  it  is  carried  up  to  the  anterior 
surface  of  the  uterus  above  the  internal  os  in  the  center,  the  base 
of  the  bladder  is  straightened  out  and  the  organ  is  revolved  on 
its  transverse  axis,  the  excess  due  to  stretching  being  carried  up  into 
the  pelvis  to  become  firmly  adherent  to  the  uterus  in  its  new  position. 

These  points  on  the  bladder  base  and  uterus  being  ascertained, 
they  are  sutured  together  with  a  catgut  stitch  after  the  technic  of 
GoflFe.  I  do  not  find  it  necessary  in  the  average  case  to  use  three 
sutures  to  spread  the  bladder  out  on  the  broad  ligaments  as  Goffe 
does.  In  very  large  cystoceles,  however,  I  do  not  not  hesitate  to  do 
so.  The  edges  of  the  vaginal  incision  are  then  resected,  widely  at 
the  cervical  end,  and  narrow  at  the  vesicourethral  jimction,  to 
remove  the  overstretched  and  thinned- out  vaginal  tissue  in  the  mid- 
line. Two  sutures  of  catgut  are  then  passed  through  the  edge  of 
the  vaginal  wall  including  the  bladder  pillar  of  the  same  side  and 
through  the  uterine  wall  in  the  midline  above  the  pivot  point  at  the 
internal  os  close  under  where  the  bladder  has  been  already  attached, 
and  out  through  the  bladder  pillar  and  vaginal  edge  of  the  other  side. 
These  sutures  are  placed  in  the  vaginal  wall  at  such  a  point  that 
when  they  are  tied  they  will  completely  straighten  out  the  slack  of 
the  wall,  causing  it  to  make  traction  on  the  bladder  base  and  bring- 
ing them  in  contact,  and  by  the  angulation  produced  will  dispose  of 
its  excess  length,  the  result  of  stretching. 

If  the  case  is  one  accompanied  with  prolapsus  uteri,  the  head  of  the 
X-shaped  incision  is  extended  laterally  on  the  sides  of  the  cervix 
sufi&cient  to  permit  isolation  of  the  lower  part  of  the  broad  ligaments 
Under  the  guidance  of  the  finger  which  is  hooked  under  the  ligament, 
a  catgut  suture  is  passed  in  the  form  of  a  mattress  stitch,  taking  a 
firm  hold  of  the  strong  lower  portion  of  the  ligament  below  the  site  of 
the  vessels  and  ureter,  well  out  on  each  side,  and  including  the  cervix 
low  down  in  the  midline,  after  the  method  of  Alexandroff.  When 
this  suture  is  tied  it  will  approximate  the  base  of  the  broad  ligaments 
in  front  of  the  cervix,  reefing  them  and  thus  elevating  the  uterus 
and  throwing  back  the  cervix.  After  these  three  sutures  are  placed 
and  before  they  are  tied,  a  continuous  half  hitch  suture  of  catgut 
is  used  to  bring  together  the  fascial  fibers  of  the  bladder  pillars  under 
the  bladder  base.  The  mattress  stitch  of  Alexandroff  and  the  two 
angulation  sutures  are  then  tied,  and  the  remainder  of  the  vaginal 
incision  closed  with  interrupted  sutures. 

In  cases  without  appreciable  prolapse  and  with  the  uterus  well 
forward,  it  may  not  be  necessary  to  reef  the  base  of  the  broad 
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ligaments  as  above  described,  but  if  there  is  any  descent  of  the 
uterus  whatever  I  think  it  wise  to  be  on  the  safe  side  and  do  it. 

Where  a  tendency  for  oozing  of  blood  persists,  I  am  sure  a  rubber 
tissue  drain  inserted  between  the  line  of  suturing  is  a  wise  precaution, 
and  will  prevent  the  formation  and  possible  infection  of  many  a 
hematoma. 

When  an  elongation  of  the  cervix  exists  a  low  amputation  should 
be  performed. 

The  restoration  of  the  function  of  the  pelvic  floor  is  of  course 
an  essential  procedure  in  all  cases,  and  if  marked  retrodisplacement 
is  associated  with  the  prolapse,  I  consider  shortening  of  the  utero- 
sacral  and  round  ligaments  necessary. 

It  will  be  seen  from  the  above-described  technic  that  I  endeavor 
to  correct  all  the  injuries  and  deviations  from  the  normal  conditions 
as  I  appreciate  them,  by  combining  the  principles  of  several  opera- 
tions. My  technic  might  well  be  described  as  a  combination  of  the 
methods  of  Hadra,  Goffe,  Martin  and  Frank,  Alexandroff,  and  Sims, 
with  the  result  of  reducing  the  hernia,  replacement  of  its  supports 
by  overcorrection,  which  is  the  principle  usually  employed  in  hernia 
operations,  overcoming  the  excess  of  bladder  base  and  vaginal  wall 
both  anteroposteriorly  as  well  as  transversely,  with  a  restoration  of 
the  anterior  invagination  of  the  cervix,  and  the  elevation  and  ante- 
version  of  the  uterus.  A  composite  operation  is  a  necessity  in  view 
of  the  several  factors  concerned  in  this  complicated  injury.  To  rely 
on  one  principle  alone  for  its  cure  invites  failure  as  surely  as  it  is 
true  that  "a  chain  is  no  stronger  than  its  weakest  link." 

I  am  accustomed  to  speak  of  this  operation  as  a  "Cystopexy" 
rather  than  use  the  nondescriptive  and  unsuitable  term  in  common 
use  of  "anterior  colporrhaphy."  The  word  ''cystopexy"  describes 
the  general  character  of  this  operation  and  is  as  applicable  as  the 
word  "nephropexy"  in  denoting  fastening  up  the  kidney. 

In  a  trial  extending  over  eleven  years  in  which  I  have  followed 
these  principles  in  operating,  my  judgment  of  its  value  is,  that  if 
properly  and  accurately  executed,  it  gives  most  satisfactory  results 
and  will  stand  the  test  of  child-bearing  in  a  fair  proportion  of  cases. 
I  recognize  the  fact  that  the  technic  is  not  simple  and  that  it  requires 
some  degree  of  skill  and  experience  in  plastic  gynecic  surgery, 
and  that  success  is  dependent  upon  careful  attention  to  all  the  details. 

I  will  epitomize  the  salient  points  which  I  wish  to  emphasize  as 
follows : 

I.  The  composite  nature  of  the  injury. 
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2.  The  operation  should  aim  to  correct  all  the  lesions  in  order  that 
there  should  be  no  weak  link. 

3.  The  necessity  of  mobilization  and  elevation  of  the  bladder  with 
a  positive  fixation. 

4.  The  prime  importance  of  disposing  of  the  excess  bladder  base 
and  the  increased  anteroposterior  length  of  the  vaginal  wall,  the 
result  of  stretching. 

5.  The  restoration  of  the  normal  attachment  of  the  vagina  to  the 
cervix  to  insure  its  invagination  and  to  eradicate  the  "weak  spot." 

6.  The  attachment  of  the  uteropubic  fascial  ligaments  and  the 
vaginal  wall  above  the  pivot  point,  so  as  to  overcorrect  the  hernia 
and  to  insure  anteversion  of  the  uterus. 

7.  The  technic  should  provide  for  correction  of  any  associated 
uterine  prolapse  and  retrodisplacement. 

The  problem  of  the  cystocele  is  one  that  is  so  composite  and  com- 
plicated that  it  is  a  continual  cause  of  unsettled  argument  and  discus- 
sion. I  know  of  no  better  way  of  getting  more  light  on  any  subject 
than  by  an  interchange  of  ideas  and  an  appreciation  of  each  others 
point  of  view.  Therefore,  I  have  the  hope  that  my  presentation 
of  the  opinions  that  I  have  formed  on  this  hackneyed  problem  as  a 
result  of  a  somewhat  extended  practical  experience,  may  stimulate 
a  discussion  that  will  be  of  mutual  benefit. 

71  West  Fiftieth  Street. 
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GASTROPEXY. 

BY 

DOUG.^  BISSELL,  M.  D.,  F.  A.  C.  S., 

Attending  Surgeon,  Woman's  Hospital, 

New  York,  N.  Y. 

(With  fifteen  illustrations.) 

Glenard's  theory  as  to  the  cause  of  visceroptosis,  namely,  that 
it  is  due  to  tissue  atrophy,  the  result  of  a  nutritive  disease  originating 
in  the  liver,  has  to  a  great  extent  been  superseded  by  Stiller's  theory 
of  congenital  universal  asthenia. 

Although  Stiller's  theory  is  to-day  accepted  as  the  more  plausible, 
in  fact  is  taught  in  our  schools,  as  the  rational  explanation  of  the 
origin  of  ptosis,  I  find  myself  unable  to  subscribe  to  it  as  being 
universally  applicable. 

My  experience  has  forced  me  to  the  conclusions  that  congenital 
universal  asthenia  is  the  exception  and  not  the  rule:  that  ptosis 
of  the  stomach,  ptosis  of  the  colon  and  ptosis  of  the  kidney,  may 
occur  in  the  same  individual  at  the  same  or  at  different  times,  and 
that  the  association  of  these  several  conditions  is  no  more  evidence 
of  a  common  congenital  structural  change  origin,  than  is  ptosis 
of  the  stomach  and  procidentia  uteri  when  occurring  in  the  same 
individual,  evidence  of  their  origin  being  identical. 

Procidentia  uteri  in  a  woman  who  has  not  given  birth  to  a  child, 
occurs  primarily  as  the  result  of  congenital  structural  deficiency  in 
the  uterine  supports,  but  procidentia  uteri  occurring  in  a  woman  who 
has  borne  one  or  more  children  occurs  primarily  as  the  result  of 
direct  injury  to  the  uterine  supports. 

Ptosis  of  the  stomach  may  and  not  infrequently  does  exist  un- 
associated  with  ptosis  of  other  organs  excepting  the  transverse 
colon  which  of  necessity  descends  with  it,  but  whether  it  does  or  not, 
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I  consider  it  in  most  cases  just  as  much  the  result  of  an  independent 
and  accidental  tissue  change  as  when  procidentia  uteri  occurs  from 
maternal  causes. 

If  Stiller's  theory  that  congenital  universal  asthenia,  is  the  correct 
etiology  of  enteroptosis,  then  we  should  expect  to  find  an  equal 
number  of  cases  of  this  character  occurring  in  the  two  sexes.  The 
fact  is,  that  ptosis  of  the  subdiaphragmatic  organs  occur  less  often 
in  the  male  than  in  the  female,  and  as  we  have  no  evidence  to  prove 
that  the  female  is  more  prone  to  congenital  universal  asthenia 
than  the  male,  the  truth  of  Stiller's  theory  is  brought  into  question, 
and  we  are  justified  in  looking  for  a  more  satisfactory  explanation. 

Various  writers,  chief  among  whom  are  Wolkow,  Delitzin  and 
Rovsing,  have  convincingly  shown  that  ptosis  of  the  subdiaphrag- 
matic organs  is  in  the  majority  of  cases,  directly  traceable  to  external 
interference  with  normal  development,  or  to  enfeebled  muscular 
resistance  following  certain  physiological  functions.  The  two  chief 
circumstances  which  Rovsing^  considers  directly  causative  are  first, 
misuse  of  corsets  and  laces,  second,  changes  occasioned  by  pregnancy 
and  child-bearing  and  their  effect  upon  intraabdominal  pressure. 

Under  normal  conditions  the  thorax  expands  with  each  act  of 
respiration,  permitting  the  organs  in  the  upper  abdominal  region  to 
automatically  adjust  themselves  within  the  Umits  of  their  normal 
range  of  motion,  but  when  the  thorax  is  prevented  from  expanding 
by  any  external  mechanical  device,  the  upper  abdominal  organs 
cannot,  during  the  act  of  respiration,  move  within  the  limits  of  their 
normal  range  of  motion. 

The  effect  of  the  persistent  misuse  of  corsets  and  laces  on  the 
developing  body,  is  to  deform  the  lower  thorax  and  limit  the  capacity 
of  the  upper  abdomen.  Under  these  circumstances  the  organs 
of  the  upper  abdominal  region  not  only  eventually  cease  to  occupy 
their  normal  positions,  but  with  each  act  of  respiration  are  forced 
downward  in  the  direction  of  least  resistance.  Rovsing  classifies 
enteroptosis  under  these  circumstances  as  belonging  to  the  virginal 
type. 

Normally  the  muscle  wall  of  the  abdomen  is  tense  and  does  not 
relax  when  the  thorax  expands  during  the  act  of  respiration.  The 
development  of  the  uterus  during  pregnancy,  results  in  an  expansion 
of  the  abdominal  wall  proportionately  to  the  size  of  the  uterus.  At 
full  term  practically  the  entire  pelvic  cavity  and  by  far  the  greater 
part  of  the  abdominal  cavity  is  occupied  by  the  gravid  uterus. 
The  alimentary  canal  excepting  the  ascending  and  descending 
i"  Gastro-coloptosis;  its  pathologic  significance  and  its  surgical  treatment." 
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colon  and  the  sigmoid,  occupies  the  upper  abdomen  and  is  crowded 
in  an  extremely  limited  space  in  the  subdiaphragmatic  region. 
The  great  reduction  in  size  of  the  uterus  at  the  time  of  delivery, 
removes  suddenly  from  the  crowded  organs  the  influence  which 
has  been  at  play  upon  them  for  many  months. 

Unless  the  tonicity  of  the  muscles  of  the  abdominal  wall  responds 
after  labor  and  exerts  the  requisite  pressure  to  retain  the  viscera 
in  position,  the  viscera  must  drag  on  their  supports  and  tend  to 
assume  positions  abnormally  low.  Should  enteroptosis  eventually 
follow  pregnancy  as  the  result  of  deficiency  in  muscle  tone,  the  case 
is  classified  by  Rovsing  as  belonging  to  the  maternal  type. 

It  is  my  opinion  that  the  degrees  of  resistance  in  the  structural 
supports  of  the  organs  may  vary  in  individuals  from  that  which  we 
consider  the  standard  to  extreme  deficiency,  and  that  the  element 
which  is  the  main  etiological  factor  in  ptosis  of  the  subdiaphragmatic 
organs  is  force  abnormally  directed,  that  is,  where  the  supports  of  the 
organs  are  of  normal  resistance,  the  greatest  degree  of  abnormally 
directed  force  is  required  to  displace  the  organs  and  establish  ptosis. 
When  the  supports  are  less  resisting  the  degree  of  abnormally 
directed  force  required  to  establish  ptosis  is  proportionately  less, 
and  when  the  supports  are  markedly  deficient  in  strength  as  in 
congenital  universal  asthenia,  ptosis  may  occur  even  without  the 
influence  of  any  force  save  gravity. 

The  chief  object  of  this  prehminary  discussion  is  to  emphasize 
the  fact  that  if  either  Glenard's  or  Stiller's  theory  as  to  the  etiology 
of  enteroptosis  be  correct,  we  should  expect  to  find  ptosis  of  the 
subdiaphragmatic  organs  equally  prevalent  in  the  sexes,  and  that 
whereas  it  is  an  established  fact  that  enteroptosis  occurs  but  oc- 
casionally in  the  male,  and  not  infrequently  in  the  female,  we  are 
justified  in  concluding  that  the  disease,  excepting  where  congenital 
universal  asthenia  exists,  is  peculiar  to  women;  that  the  two  prin- 
cipal etiological  factors  are,  faulty  dress  and  certain  physiologic 
functions  peculiar  to  women,  and  that  its  surgical  corrections  should 
fall  within  the  legitimate  field  of  the  gynecologist. 

My  purpose  in  presenting  this  article,  however,  is  not  so  much  to 
consider  the  theories  regarding  enteroptosis,  as  to  describe  a  sur- 
gical technic  for  fixing  the  stomach  which  is  based  upon  Rovsing's 
work,  and  which,  as  will  be  seen,  consists  of  a  combination  of  his  first 
and  second  methods. 

The  operation  which  is  known  as  Rovsing's  and  was  first  published 
by  him  in  1908,  consists  briefly  in  passing  three  strong  sutures  in 
and  out  through  the  serous  coating  of  the  anterior  surface  of  the 
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stomach  parallel  with  the  lesser  curvature.  These  sutures  are 
passed  at  intervals  of  about  2  cm.  and  allow  both  curvatures  perfect 
freedom.  The  serosa  of  the  anterior  stomach  wall  in  the  immediate 
region  of  the  suture  and  the  peritoneum  at  an  opposite  point  on 
the  abdomen  is  scarified.  The  threads  are  next  passed  from  within 
out  through  all  the  tissues  of  the  abdominal  wall  and  tied,  after 
closing  the  abdominal  wound,  over  a  glass  plate  covered  with  sterile 
gauze. 

Because  of  certain  observations  made  by  Cannon  with  regard 
to  the  importance  of  the  prepyloric  portion  of  the  stomach  in 
reference  to  the  mechanical  manipulation  of  food,  Rovsing  in  1907 
was  persuaded  to  modify  his  original  operation,  so  as  to  leave  the 
entire  prepyloric  portion  of  the  stomach  free.  This  modification 
consisted  of  passing  three  silk  threads  vertically  instead  of  hori- 
zontally near  the  central  line  of  the  anterior  wall.  The  results  by 
this  method  proved  less  satisfactory  than  by  his  former  method, 
in  that  out  of  sixty-nine  cases  operated,  there  wxre  only  twenty- 
nine  cases  cured  as  compared  to  ninety-four  with  sixty  cases  by  the 
first  method.  Rovsing  therefore  returned  to  the  former  method  and 
has  used  it  ever  since. 

The  first  method  adopted  by  Rovsing  fails,  in  my  opinion,  to 
provide  for  an  accurate  apposition  of  the  middle  portion  of  the 
prepared  anterior  wall  of  the  stomach.  The  horizontal  sutures  or 
those  passed  parallel  with  the  long  axis  of  the  stomach  should 
involve  an  area  of  at  least  7.5  cm.  in  length  and  4  in.  width.  The 
stomach  is  of  considerable  weight,  and  when  gastropexy  is  per- 
formed the  greater  portion  of  its  weight  is  immediately  borne  by 
the  sutures.  When  by  Rovsing's  method  these  sutures  are  made 
taut  their  middle  portions  fail  to  be  kept  in  close  contact  with  the 
opposing  peritoneal  surfaces.  Theoretically  at  least  the  only 
portions  held  in  direct  contact  are  those  of  the  immediate  region 
of  the  sutures  as  they  emerge  from  the  stomach  wall.  This  reason- 
ing may  account  for  the  several  failures  Rovsing  reports  and  several 
I  am  acquainted  with  where  the  same  method  had  been  used.  The 
only  way  to  insure  the  apposition  and  fixation  of  the  anterior 
surface  of  the  stomach  wall  is  by  passing  in  addition  to  the  hori- 
zontal sutures,  two  or  three  sutures  in  a  vertical  direction  at  intervals 
of  I  cm.  or  more  through  the  middle  of  the  area  to  be  fixed. 

The  technic  which  I  now  follow  is  to  incise  the  abdominal  wall  a 
little  to  the  right  of  the  median  hne  and  midway  between  the 
ensiform  cartilage  and  the  umbilicus,  so  as  to  enter  the  peritoneal 
cavity  to  the  right  of  the  round  ligament  of  the  liver.     The  round 
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ligament  is  now  severed  about  2.5  cm.  or  more  from  its  insertion  into 
the  liver,  and  anchored  firmly  to  the  fascia  in  the  upper  angle  of  the 
incision  by  means  of  two  or  more  linen  or  kangaroo  sutures.  The 
stomach  is  next  delivered  through  the  abdominal  incision  and  made 
to  rest  on  rubber  dam  or  gauze  pads,  but  before  attempting  to 
deliver  it,  examination  of  the  omentum  should  be  made  to  insure  its 
freedom.  The  next  step  facilitates  the  progress  of  the  operation 
materially  and  it  is  one  I  have  not  seen  mentioned  before,  namely, 
the  passage  of  the  tube  of  a  stomach  pump  through  the  esophagus 
into  the  delivered  stomach  and  inflating  the  stomach  to  its  full 
capacity.  This  simple  procedure  assists  greatly  the  passing  of  the 
needle  through  the  stomach  wall  by  offering  a  firm  body  to  work 
upon  and  by  causing  the  blood-vessels  to  be  clearly  defined  and  more 
easily  evaded  when  passing  the  needle.  The  material  I  prefer  is 
linen.  Four  of  these  sutures  are  passed  parallel  to  the  long  axis  of 
the  stomach  and  to  the  extent  of  about  7.5  or  8.5  cm.,  following 
somewhat  the  direction  of  the  lesser  curvature.  These  sutures  pene- 
trate the  serosa  and  muscle  wall  and  are  placed  at  intervals  of  from 
I  to  1.5  cm.  At  right  angles  to  these  four  horizontal  sutures  and 
about  their  middle  are  passed  two  or  three  linen  sutures  in  a  vertical 
direction  at  intervals  of  about  i  cm.  The  stomach  wall  area  thus 
prepared  for  fixation  is  in  extent  about  7.5  cm.  by  4.5  cm.  Before- 
withdrawing  the  air  from  the  stomach  the  surface  to  be  fixed  is  scari- 
fied when  the  collapsed  organ  is  replaced  (care  being  taken  not  to 
confuse  the  several  sutures),  the  peritoneum  of  the  parietal  wall  is 
also  scarified. 

The  free  ends  of  these  sutures  are  now  passed  through  the  ab- 
dominal wall  from  within  out,  those  to  the  left  of  the  stomach  pene- 
trate the  abdominal  wall  near  the  border  of  the  ribs.  Those  to  the 
right  are  passed  midway  between  the  abdominal  incision  and  the 
border  of  the  ribs.  The  stomach  is  by  this  means  anchored  in 
greater  part  to  the  left  of  the  median  line. 

The  elevation  to  which  the  stomach  should  be  fixed  depends  upon 
its  degree  of  prolapse  and  of  that  of  the  liver.  The  lower  border  of 
fixation  should  usually  be  anchored  between  3  and  4  cm.  above  navel. 
If  the  liver  is  extremely  prolapsed  the  stomach  should  not  be 
anchored  quite  so  high  as  when  the  liver  is  in  or  near  its  normal 
position.  The  upper  border  of  the  fixation  area  should  usually  be 
about  8  or  9  cm.  above  the  umbilicus.  Care  should  be  taken  to 
see  that  the  points  of  penetration  of  the  threads  through  the  ab- 
dominal wall,  are  opposite  or  nearly  opposite  the  points  of  their 
exit  through  the  stomach  wall.     The  further  away  these  points  of 
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penetration  are  from  the  borders  of  the  prepared  stomach  area, 
the  greater  will  be  the  liability  of  the  stomach  wall  to  sag  and  fail 
to  meet  its  opposing  surface. 

After  closing  the  abdominal  incision,  the  several  sutures  are 
tightly  tied  over  a  pad  of  gauze  about  3  cm.  thick,  and  otherwise 
large  enough  to  fit  within  the  limits  of  the  emerging  sutures.  This 
pad  is  made  of  plain  sterilized  gauze  covered  with  a  layer  of  iodoform 
gauze. 

The  postoperative  care  is  the  same  as  that  followed  in  all  abdomi- 
nal sections,  namely,  loose  bandaging  and  no  disturbance  of  the 
bowels  for  several  days  except  by  enema.  If  the  abdomen  distends 
the  adhesive  plaster  covering  the  dressing  is  cut  and  the  abdominal 
contents  are  given  free  play.  On  the  seventh  day  the  wound  is 
inspected,  before  if  necessary,  but  the  pad  is  not  disturbed.  The 
wound  is  again  dressed  on  the  21st  day,  when  the  threads  are  cut  and 
removed.  The  patient  is  encouraged  to  remain  in  bed  two  or  three 
days  longer  and  then  directed  to  sit  up  in  a  comfortable  chair.  The 
objection  to  sitting  up  first  in  bed,  is  that  such  a  position  tends  to 
crowd  the  abdominal  organs  with  resulting  discomfort. 

By  this  combination  of  suspension  sutures,  not  only  are  the 
surfaces  in  their  entirety  approximated  and  held  in  position,  but  the 
upper  boundary  of  the  opposed  surfaces  is  protected  from  the  influence 
of  the  sharp  edge  of  the  prolapsed  liver,  that  is,  the  three  vertical 
threads  as  they  emerge  from  the  upper  border  of  the  stomach  surface 
and  penetrate  the  abdominal  wall,  serve  as  barriers  to  prevent  the 
sharp  edge  of  the  liver,  should  this  organ  descend,  from  wedging 
between  the  opposed  surfaces  and  interfere  with  their  union. 

Fixation  of  the  stomach  without  fixation  of  the  ptosed  liver, 
creates  a  condition  equally  as  bad,  if  not  worse,  than  the  original 
condition.  It  is  therefore  advisable  in  every  gastropexy  to  anchor 
the  round  ligament  of  the  liver  to  the  fascia  in  the  upper  angle  of  the 
abdominal  wound  so  as  to  prevent  the  impingement  of  the  liver  upon 
the  fixed  stomach. 

ARGUMENT. 

It  is  contended  by  many  that  fixation  of  the  stomach  as  the  result 
of  gastropexy  limits  seriously  the  mobility  and  motility  of  the  organ. 
That  is  limits  both  mobility  and  motility  is  a  fact,  but  that  this 
limitation  interferes  with  normal  functioning  is  not  a  fact.  The  term 
fixation  of  the  stomach  is  misleading  and  should  be  abandoned. 
Gastropexy  means  suspension  of  the  stomach  by  the  fixation  of  a 
limited  area  of  its  anterior  wall  to  the  abdominal  wall.     The  area 
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fixed  is  suflficient  to  prevent  the  organ  from  assuming  an  abnormally 
low  position,  but  not  sufficiently  extensive  to  interfere  seriously 
either  with  mobility  or  motility.  Nature  soon  adjusts  herself  to  this 
interference  and  is  enabled  by  the  fixation  to  overcome  the  difficulty 
the  prolapsed  stomach  meets  with  in  emptying.  Further  proof  that 
neither  mobility  nor  motility  are  seriously  interfered  with  can  be 
demonstrated  by  the  .T-ray  or  fluoroscope,  and  still  better  perhaps  by 
the  elimination  of  distressing  digestive  symptoms  and  restoration  to 
normal  functioning. 

The  normal  range  of  motion  of  the  transverse  colon  is  perhaps 
greater  than  any  other  portion  of  the  alimentary  canal  excepting  the 
small  intestines.  Not  infrequently  this  fact  is  demonstrated  by  an 
accidental  discovery  of  an  unusually  low  transverse  colon,  where  the 
patient,  after  a  correction  of  a  pelvic  lesion  only  is  restored  to  health. 

Surgical  fixation  of  the  transverse  colon  is  usually  done  in  connec- 
tion with  gastropexy.  When  fixed  alone  the  object  is  also  to  correct 
the  ptosis  of  the  stomach  by  having  the  fixed  colon  act  as  a  support. 
If  relief  is  afforded  under  these  circumstances,  the  extent  to  which 
ptosis  of  the  transverse  colon  per  se  produces  symptoms,  is  difficult 
to  determine. 

The  stomach  is  not  infrequently  fixed  alone  with  resulting  sympto- 
matic rehef .  It  would  seem  logical  to  conclude  in  such  cases  that  if 
the  transverse  colon  was  ptosed  also  and  responsible  in  part  for  the 
symptoms  that  the  elevation  and  fixation  of  the  stomach  must  have 
elevated  the  colon  likewise. 

If  it  be  held  that  the  position  of  the  colon  is  not  materially  affected 
by  the  elevation  of  the  stomach  then  in  those  cases  where  both 
stomach  and  colon  are  ptosed  and  relief  is  furnished  by  fixing  the 
stomach  alone,  there  can  be  but  one  conclusion,  namely,  that  the 
position  of  the  colon  played  no  part  as  an  etiological  factor  in  the 
symptoms. 

When  relief  of  symptoms  follow  fixation  of  the  stomach  and  fixa- 
tion of  the  colon  at  the  same  time,  it  is  difficult  to  arrive  at  a  scientific 
conclusion  as  to  which  operation  produced  the  relief  of  symptoms. 

If  relief  of  symptoms  are  but  in  part  afforded  when  the  stomach 
alone  is  fixed,  and  completely  afforded  after  the  transverse  colon  is 
subsequently  fixed  we  have  evidence  in  support  of  the  theory  that 
the  ptosed  transverse  colon  alone  may  independently  be  the  source  of 
symptoms.  The  objection  to  the  combination  of  operations  at  the 
same  time  is  that  it  is  not  proven  to  be  always  necessary  and  is  more 
formidable  with  increased  risk  to  life. 

If  it  can  be  determined  in  a  given  case  that  the  ptosed  transverse 
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colon  is  the  pathologic  element  and  that  its  elevation  is  essential  to 
restore  health,  then  rather  than  fix  the  colon  I  would  advocate  the 
anastomosis  of  the  transverse  colon  to  the  ascending  colon  thus  short- 
circuiting  this  portion  of  the  colon  and  doing  away  with  the  acute 
angulation  in  the  splenic  region. 

It  is  held  by  most  writers  upon  the  subject  of  enteroptosis  that 
constipation  is  a  usual  sequel.  The  explanation  given  as  to  its 
etiology  being  that  the  ptosed  transverse  colon  results  in  marked 
angulations,  which  in  turn  become  mechanical  obstructions.  It  is 
further  held  by  these  writers  that  to  correct  constipation  the  trans- 
verse colon  must  be  elevated  and  fixed.  It  may  here  be  noted  that 
obstructive  angulations  in  the  portion  of  the  transverse  colon  be- 
tween the  fixed  hepatic  and  splenic  areas  cannot  form  as  long  as 
mobility  and  motility  of  the  organ  are  maintained. 

The  elevation  and  fixation  of  the  central  portion  of  the  ptosed 
transverse  colon  transforms  the  single  loop  of  the  gut  into  two  loops, 
with  less  pronounced  curves  and  the  angles  of  the  hepatic  and  splenic 
areas  if  any  change  is  made  in  them,  become  theoretically  at  least 
more  acute.  But  the  two  loops  created  by  the  elevation  of  the  colon 
are  on  a  higher  plane  than  the  single  loop,  which  suggests  that  there 
is  required  less  muscular  effort  to  overcome  gravity  and  to  propel 
the  fecal  contents  through  the  double  loop  than  through  the  single 
loop.  If  a  surgical  change  in  the  position  of  the  transverse  colon 
results  in  the  relief  of  constipation,  I  am  of  the  opinion  that  this 
relief  in  most  cases  has  but  little  reference  to  angulations  or  to 
gravity,  but  to  the  removal  of  a  physical  discomfort  which  prevents 
the  patient  from  entering  into  the  normal  activities  of  life. 

The  question  of  the  diificulty  or  inability  of  the  ptosed  transverse 
colon  to  empty  itself  can  be  studied  in  somewhat  the  same  manner 
as  the  emptying  of  the  stomach  is  studied,  namely,  by  the  introduc- 
tion of  bismuth  into  it  and  observing  by  .r-ray  or  fluoroscope  the 
time  required  for  its  passage. 

The  only  visual  evidence  I  have  been  able  to  obtain  as  to  an 
angulation  acting  as  an  obstruction  was  in  a  case  of  ptosis  of  the 
transverse  colon  where  the  stomach  and  other  organs  were  in  normal 
position.  Studies  in  this  case  showed  that  while  the  bismuth  flowed 
normally  through  the  colonic  tract  in  the  direction  of  peristaltic 
action,  it  could  not  be  made  to  pass  beyond  the  splenic  flexure  when 
forced  into  the  descending  colon  through  the  rectum.  The  degree 
of  angulation  in  this  case  seemed  to  have  been  such  as  to  obstruct 
the  flow  and  overcome  the  force  of  reverse  peristalsis,  even  though 
the  patient  assumed  varied  positions  with  bismuth  in  the  colon. 
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The  remarkable  ability  and  persisten  cy  of  the  intestinal  peristalsis 
to  act  in  the  normal  direction  under  even  the  greatest  disadvantage, 
is  well  illustrated  in  a  case  which  recently  came  under  my  care,  where, 
as  an  emergency  operation,  colotomy  of  the  transverse  colon  was 
first  found  necessary  to  relieve  an  enormous  intestinal  distention,  the 
result  of  an  obstruction  due  to  a  tumor  of  the  sigmoid.  To  relieve 
the  repulsive  situation  of  a  constant  fecal  discharge  through  the 
artificial  opening,  the  abdomen  was  opened  and  a  loop  of  the  small 
intestines  a  few  inches  from  the  cecum  was  anastomised  to  the 
sigmoid  below  the  tumor.  The  expulsion  of  the  feces  through  the 
colonic  opening  ceased  for  a  week  or  more,  then  continued  as  before. 
Thinking  that  the  opening  in  the  laterally  anastomosed  intestines 
had  contracted  and  that  the  fecal  contents  of  the  small  intestines 
passed  uninterruptedly  to  the  ascending  colon,  I  again  opened  the 
abdomen  and  severed  the  proximal  portion  of  the  loop  and  anasto- 
mosed it  independently  to  a  slightly  higher  point  in  the  sigmoid. 
The  connection  of  the  distal  portion  of  the  loop  was  not  disturbed. 
Again  the  fecal  contents  were  emptied  per  rectum  for  a  week  or  more, 
when  peristalsis  of  the  small  section  of  the  gut  connecting  the  sigmoid 
with  the  ascending  colon  reasserted  itself.  The  rectal  contents 
were  again  sucked  up  into  the  ascending  colon  and  discharged 
through  the  colonic  opening.  In  order  to  establish  permanently  a 
rectal  evacuation,  the  communication  between  the  sigmoid  and 
ascending  colon  had  to  be  severed. 

With  ptosis  of  the  stomach  there  necessarily  exists,  to  a  greater 
or  lesser  degree,  ptosis  of  the  transverse  colon.  Ptosis  of  the  trans- 
verse colon  may  however  exist  without  necessarily  an  accompanying 
ptosis  of  the  stomach.  I  have  on  several  occasions  observed  this 
fact  when  working  in  the  lower  abdomen  and  also  that  the  lower 
part  of  the  ascending  colon  may  be  situated  at  the  bottom  of  the  true 
pelvis,  or  that  the  sigmoid  be  so  elongated  as  to  double  on  itself 
and  practically  fill  the  pelvic  cavity  or  pass  across  the  spinal  column 
and  descend  on  the  right  side  of  the  pelvis,  because  of  the  presence 
of  a  congenitally  malposed  left  kidney  which  was  situated  in  the 
pelvic  cavity.  These  conditions  suggest  the  possibility  of  congenital 
abnormality,  and  that  what  at  times  are  supposed  to  be  acquired 
displacements  may  be  congenital  misplacements  with  structural 
elongation. 

Constipation  occurs  in  a  very  large  per  cent,  of  individuals  with 
or  without  gastrocoloptosis,  habit  and  diet  being  prominent  as  etio- 
logical factors.  Given  normally  posed  organs  but  sedentary  life 
we  have  failure  in  peristalsis  with  resulting  constipation.     Gastrop- 
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tosis  induces  physical  inactivity  with  consequent  sluggishness  in 
intestinal  peristalsis,  and  constipation. 

In  extreme  cases  of  gastroptosis  we  have  severe  gastric  disturb- 
ance resulting  in  great  physical  weakness  and  emaciation,  but  in  the 
average  case  the  symptoms  are  not  many  nor  severe,  yet  are  sufficient 
to  occasion  such  disturbance  in  the  individuals  life  as  to  limit  her 
activities  and  usefulness. 

Procidentia  uteri  does  not  interfere  seriously  with  the  essential 
functions  of  life,  and  the  appearance  of  the  cervix  at  and  beyond 
the  vulva  is  not  itself  a  calamity.  If  it  interferes  with  defecation  or 
micturition,  the  patient  is  usually  able  to  overcome  the  difficulty  by 
temporarily  replacing  the  organ.  The  drag  and  discomfort  in  the 
pelvic  region  interfering  with  the  normal  activities  of  life,  and  the 
mental  distress  the  patient  may  suffer  because  of  the  presence  of 
such  an  abnormality  as  an  organ  protruding  from  the  body,  are  the 
chief  reasons  for  operative  interference.  The  subjective  symptoms 
accompanying  procidentia  uteri  are  less  disturbing  than  those 
accompanying  gastroptosis,  but  no  surgeon  hesitates  to  operate 
for  its  correction  even  to  the  extent  of  doing  radical  work. 

I  am  of  the  opinion  that  a  woman  suffering  from  indigestion,  con- 
stant or  intermittent  distress  in  the  gastric  region  who  has  as  she 
usually  expresses  it  "an  all  gone  feeling"  or  want  of  support  in  the 
lower  abdominal  region,  who  cannot  attend  to  the  normal  activities 
of  life  and  whose  usefulness  to  society  is  seriously  interfered  with 
because  of  a  persistent  fatigue  and  want  of  physical  energy,  and  in 
whom  there  can  be  discovered  no  other  abnormality  to  account  for 
this  chain  of  symptoms  excepting  a  ptosed  stomach,  is  as  deserving 
of  an  operation  to  fix  the  stomach  as  is  the  woman  with  procidentia 
uteri. 

When  such  cases  are  met  and  refused  operation,  either  the  surgeon 
does  not  recognize  cause  and  effect,  or  if  he  does,  is  not  convinced 
that  a  ptosed  stomach  can  be  permanently  fixed  and  restored  to  its 
normal  function. 

When  displacement  of  an  organ  constitutes  its  chief  lesion,  as  in 
prolapse  of  the  uterus,  cystocele,  rectocele,  retrodisplacement  of 
the  uterus,  prolapse  of  the  kidney  and  of  the  stomach,  the  surgical 
and  mechanical  problem  of  permanently  restoring  the  organ  to  its 
normal  or  approximately  normal  position  is  the  first  consideration. 
During  the  process  of  standardizing  operations  for  the  correction  of 
any  one  of  these  displacements,  many  failures  are  made,  failures 
which  serve  too  frequently  to  discourage  further  effort  or  to  place 
all  operations  for  the  correction  of  the  displacement  in  bad  repute. 
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Before  an  operation  is  standardized,  however,  not  only  must  its  me- 
chanical features  have  stood  the  test  by  establishing  permanently 
an  approximately  normal  position  of  the  organ,  but  it  must  be  fol- 
lowed by  no  distressing  sequel  and  must  afford  relief  of  the  symptoms 
dependent  on  the  displacement.  When  disappointment  in  regard 
to  the  relief  of  symptoms  occurs  where  a  standardized  operation  has 
been  performed,  it  is  due  to  one  of  two  causes,  either  failure  to  per- 
form the  operation  according  to  the  standard,  or  failure  in  determin- 
ing the  origin  of  symptoms.  The  true  test  of  the  value  of  any  opera- 
tion is  when  it  is  appropriately  applied  and  there  exist  no  com- 
plicating lesions  uncorrected. 

CONCLUSIONS. 

First. — The  ptosed  stomach  can  by  surgical  means  be  permanently 
fixed  to  the  anterior  abdominal  wall. 

Second. — This  fixation,  if  limited  to  an  area  of  7  cm.  by  4  cm.  does 
not  seriously  interfere  with  the  motility  or  mobility  of  the  organ. 

Third. — In  uncomplicated  cases  this  fixation  restores  the  normal 
functioning  of  the  organ. 

Fourth. — When  the  stomach  is  prolapsed,  the  transverse  colon  is 
also  necessarily  prolapsed,  but  the  transverse  colon  may  be  prolapsed 
without  the  stomach  being  prolapsed. 

Fifth. — The  elevation  and  the  surgical  fixation  of  the  stomach  to  a 
position  approximately  normal,  will  also  elevate  the  transverse 
colon,  provided  of  course  it  be  not  adherent. 

Sixth. — In  most  cases  the  fixation  of  the  transverse  colon  is  un- 
necessary. 

Seventh. — If  the  liver  is  also  prolapsed,  a  condition  usually  accom- 
panying gastroptosis,  its  round  ligament  must  be  anchored  in  the 
upper  angle  of  the  abdominal  wound  to  prevent  its  descent  and 
pressure  on  the  fixed  stomach. 

Eighth.- — The  true  value  of  gastropexy  can  be  determined  only 
after  all  complications  have  been  corrected. 

Ninth. — Distention  of  the  stomach  with  air  after  its  delivery 
facilitates  the  passing  of  the  sustaining  sutures  through  the  stomach 
wall. 

STUDY   OF   CASES. 

The  cases  constituting  this  study  are  not  only  those  on  which 
gastropexy  has  been  performed  by  me,  but  they  include  a  group 
which  for  one  reason  or  another  has  not  come  to  operation.  The 
cases  here  reported  are  of  value  chiefly  as  individual  studies,  but 
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when  grouped  with  cases  of  other  surgeons  interested  in  this  Hne  of 
work,  help  to  form  definite  conclusion.  It  will  be  noted  that  six  of 
these  cases  have  stood  the  test  of  operation  for  more  than  one  year 
and  five  under  one  year.  Of  the  first  group  the  results  were  satis- 
factory in  four  cases,  partially  satisfactory  in  two.  Of  the  second 
group  all  are  satisfactory  to  date.  In  four  cases,  the  stomach  w^as 
the  only  organ  displaced'  (the  liver  and  the  transverse  colon  are  not 
considered  here,  as  ptosis  of  these  organs  practically  always  accom- 
pany ptosis  of  the  stomach).  In  four  cases  ptosis' of  other  organs 
was  associated  with  ptosis  of  the  stomach,  Case  VI,  ptosis  of  the 
right  kidney,  Case  VIII,  ptosis  of  both  kidneys  and  complete  retro- 
version of  the  uterus.  Case  X,  ptosis  of  right  kidney,  Case  XI, 
ptosis  of  the  right  kidney,  partial  ptosis  of  the  left  and  retroversion 
of. the  uterus.  In  three  cases  one  or  the  other  kidney  had  been 
fixed  a  year  or  more  previously. 


Fig.   I. — First  step  in  operation.     Fi.xation  of  the  round  ligament  of  the  liver 
to  the  upper  angle  of  the  wound. 

Of  the  subjective  symptoms  physical  exhaustion  or  a  persistent 
tired  feeling  and  a  drag  in  the  stomach  region  were  present  to  a 
greater  or  less  degree  in  every  case.  Indigestion  in  some  form 
occurred  in  most  of  the  cases.  Eructation  of  gas  was  usually  a  dis- 
tressing symptom  and  practically  always  present.  Hunger  but  fear 
to  satisfy  appetite,  because  of  consequences  in  the  form  of  indiges- 
tion, gas  formation  with  constant  eructation,  nausea  or  vomiting, 
or  a  feeling  of  distress  from  fulness,  drag  or  pain  several  hours  after 
meals  was  noted  in  many  cases.  The  majority  of  the  patients  had 
lost  considerable  flesh  and  their  stomachs  could  be  easily  outlined. 
One  case  was  quite  stout  about  the  abdomen,  which  made  it  impos- 
sible to  outline  the  stomach  (Case  III).  Pulsation  of  the  aorta  above 
the  navel  in  the  thin  cases  was  pronounced.  Six  of  these  cases  were 
of  the  virginal  type,  four  of  the  maternal  type,  and  one  was  neither 
virginal  or  maternal  (Case  VII).  Six  were  married,  and  four  were 
unmarried. 

Constipation  existed  in  the  majority  of  cases,  but  as  physical 
activity  is  necessary  to  regulate  defecation,  it  would  seem  reasonable 
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to  consider  constipation  the  result  of  physical  inactivity,  rather  than 
of  mechanical  obstruction.  Slec])  was  usually  not  restful,  and  was 
frequently  accompanied  by  distressing  dreams.  The  gastric  secre- 
tions invariably  normal  on  examination. 

In  cases  of  pathologic  ptosis  of  the  stomach,  the  inability  of  the 
organ  to  empty  itself,  as  under  normal  conditions,  is  due  in  part  to 


Fig.  2. — Second  step  in  operation.  The  stomach  is  delivered  through  the 
wound  and  inflated  to  its  full  capacity,  offering  a  firm  body  to  operate  on  and 
facilitating  the  passage  of  the  needle. 


its  low  position,  and  in  part  to  its  deficiency  in  muscle  tone.  The 
result  is,  that  food  is  imperfectly  digested,  and  is  retained  longer  than 
it  should  be,  with  consequent  formation  of  gas,  a  feeling  of  drag, 
and  not  infrequently  of  pain.  Under  these  circumstances,  the  assimu- 
lation  of  the  required  amount  of  food  is  practically  impossible,  with 
resulting  loss  of  flesh  and  physical  exhaustion.  The  feeling  of  drag 
in  the  abdominal  region  gradually  causes  a  change  of  posture,  in- 
stead of  the  erect  pose,  a  slight  inchnation  forward,  or  a  bent  over 
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attitude  is  assumed.  This  with  the  emaciation,  which  commonly 
occurs,  is  responsible  for  the  patient  being  considered  as  belonging  to 
a  definite  type.  The  fact  that  in  the  majority  of  cases  the  emaciation 
and  pose  follows  the  establishment  of  the  disease,  and  that  the 
correction  of  the  ptosis  corrects  both  the  emaciation  and  pose,  leads 
us  to  the  inevitable  conclusion,  that  in  most  instances  the  so-called 
enteroptic  type,  is  the  result  of  the  ptosis,  rather  than  the  ptosis  the 
sequel  of  the  type. 

The  three  following  cases  are  of  particular  interest:  Case  VII 
ofifers  a  complete  series  of  pre-  and  postoperative  studies.  Here  we 
have  a  patient  who  has  been  ill  for  eight  years,  which  illness  was 
evidently  the  result  of  violence.     The  only  physical  abnormality 


Fig.  3. — Third  step  in  operation.     Showing:;  the  horizontal  and  vertical  sutures 
passed  through  the  serosa  and  muscular  layer  of  the  stomach. 

which  could  be  discovered,  was  a  prolapsed  stomach  and  transverse 
colon.  The  patient  was  subjected  to  many  examinations  by  various 
physicians.  A'-ray  pictures  corroborated  the  physical  findings. 
The  unanimous  opinion  was  that  a  "dropped  stomach"  existed,  but 
she  was  discouraged  from  having  any  effort  made  to  correct  this 
condition.  Her  occupation  was  that  of  an  hair-dresser,  and  her  phys- 
ical condition  interfered  with  her  work  seriously.  The  postoperative 
history  shows  nothing  to  be  desired,  and  I  am  particularly  fortunate 
in  being  able  to  have  secured  a  complete  .r-ray  record  before  and  after 
operation.  Case  VII,  Fig.  8,  taken  before  operation  and  in  the  erect 
position  six  hours  after  a  full  bismuth  meal,  demonstrates  the 
position  of  the  stomach  partly  filled,  and  transverse  colon  filled. 
The  inability  of  the  stomach  to  completely  empty  itself  of  the  meal 
taken  six  hours  before  is  also  demonstrated. 
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A  comparison  of  Case  VII,  Fig.  9,  demonstrates  the  influence 
on  the  transverse  colon  by  the  changed  position  of  the  stomach. 
Case  VII,  Fig.  10,  taken  six  months  after  operation  in  the'erect  posi- 
tion and  with  full  bismuth  meal,  shows  the  stomach  in  its  corrected 
position.  Case  VII,  Fig.  11,  taken  immediately  after  the  preceding 
picture  in  the  recumbent  position  with  the  patient  resting  on  her 
abdomen,  demonstrates  the  mobility  of  the  stomach  wall  excepting 
for  the  limited  area  fixed. 

Case  VII,  Fig.  12  shows  the  position  of  the  transverse  colon  six 
months  after  operation.  In  this  instance  the  bismuth  meal  entered 
the  transverse  colon  through  the  rectum  and  ascending  colon, 
demonstrating  the  position  of  the  transverse  colon  independently. 


Fig.  4. — Completion  of  operation.  Showing  the  position  of  the  pad  and  the 
sustaining  sutures  tied  over  the  pad.  It  should  be  noted  that  the  pad  is  con- 
siderably higher  on  the  left  side  than  on  the  right  and  extends  further  to  the 
left  than  to  the  right  of  the  median  line. 

In  Case  III  we  have  a  patient  who  had  suffered  for  five  years,  and 
was  operated  on  two  or  more  years  previously  for  the  correction  of 
a  prolapsed  left  kidney  without  relief.  Her  symptoms  were  so  per- 
sistent and  distressing  that  she  again  sought  relief  in  one  of  our  best 
hospitals.  The  condition  of  prolapsed  stomach  was  there  recognized 
by  x-ray,  but  the  patient  was  refused  operation  on  the  ground  that 
surgery  could  not  relieve  her.  The  symptoms  were  few  and  to  my 
mind  not  strikingly  suggestive  as  the  result  of  a  ptosed  stomach, 
but  on  corroborating  by  another  .r-ray  picture  the  previous  findings 
and  because  no  other  pathologic  lesion  could  be  discovered,  I  con- 
sidered gastropexy  justifiable.  The  results  of  the  operation  as  will 
be  seen  by  the  case  report  was  surprisingly  gratifying.  No  patient 
could  be  more  thoroughly  relieved  and  more  grateful  for  relief. 

An  unusual  feature  in  this  case  and  one  of  particular  interest  was 
that    the   layer   of   fat   deposit   in    the   abdominal    wall    was    at 
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least  3  or  4  cm.  in  thickness,  and  there  was  also  an  unusual  amount 
of  fat  deposited  in  the  tissues  of  the  peritoneal  cavity.  In  my 
opinion  no  case  could  prove  more  clearly  the  fallacy  of  the  theory 
that  an  intraabdominal  fat  deposit  will  sustain  a  prolapsed  stomach 
and  relieve  the  patient. 

The  tenth  case  is  of  particular  interest  because  of  many  and  varied 
symptoms  lasting  over  eighteen  years.     The  patient  was  the  most 


Fig.  5. — (Case  I.)     Taken   before   operation   in   tlie   erect   position   and   im- 
mediately after  a  full  bismuth  meal. 

emaciated  of  the  entire  group  and  a  pitiable  picture  of  physical  dis- 
tress. The  removal  of  both  ovaries  at  twenty-two  produced  its  usual 
effect  on  the  nervous  system.  Her  stomach  symptoms  were  of  long 
standing,  and  in  19 16  after  the  use  of  many  and  varied  mechanical  de- 
vices, an  effort  was  made  to  fix  the  organ.     She  came  under  my  care 
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January  2, 1919,  at  which  time  I  determined  that  the  stomach  and  right 
kidney  were  prolapsed.  To  corroborate  these  findings  I  had  a  series 
of  .v-ray  pictures  taken.  On  January  ,^d  at  10.30  A.  M.  she  was  given 
one  pint  of  milk  and  bismuth.  Within  half  an  hour  after  the  meal, 
she  vomited  violently.     At  5  p.  m.  she  reluctantly  took  8  ounces  of 
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-(Case  I.)     Taken  before  operation  in  the  erect  position  showing  the 
low  position  of  the  transverse  colon. 


milk  and  bismuth.  This  was  retained  long  enough  for  an  x-ray 
picture  to  be  taken,  Fig.  13.  The  stomach  is  here  seen  to  be  low, 
although  it  has  in  it  only  a  small  quantity  of  milk  and  bismuth. 
Had  a  full  meal  been  retained,  a  much  lower  position  would  neces- 
sarily be  shown.  A  certain  amount  of  milk  and  bismuth  from  the 
first  meal  passed  out  of  the  stomach  and  is  seen  in  the  transverse 
colon. 
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Operation  January  8th,     Nephropexy  and  coccygectomy. 

Results  satisfactory,  excepting  that  the  kidney  could  not  be  fixed 
at  its  normal  site,  because  of  the  very  low  liver. 

Gastropexy  and  suspension  of  the  liver  January  20,  19 19. 

On  opening  the  abdominal  cavity  the  liver,  stomach,  and  trans- 
verse colon  were  found  situated  very  low.     Because  of  the  two  previ- 


FiG.  7. — (Case  III.)  Taken  before  operation  in  the  erect  position  and  im- 
mediately after  a  full  bismuth  meal.  Stomach  low  and  vertical.  The  outlines 
of  stomach  are  not  as  clearly  defined  as  in  case  No.  i  (Fig.  1),  because  of  the 
amount  of  adipose  tissue  deposited  in  abdominal  wall. 

ous  abdominal  sections,  it  was  expected  that  adhesions  would  be 
found  in  the  regions  of  the  old  scars.  With  the  object  of  more  easily 
reaching  and  severing  these  adhesions  the  abdominal  incision  was 
extended  lower  than  usual.  On  retracting  and  elevating  the  abdomi- 
nal wall  at  the  lower  angle  of  the  wound,  an  unusual  and  interesting 
picture  was  presented.     To  my  surprise  the  stomach  was  perfectly 
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free,  and  there  were  no  evidences  of  it  having  been  worked  upon  surgi- 
cally, but  the  omentum  in  the  region  of  the  transverse  colon  was 
firmly  fixed  to  the  abdominal  wall,  about  2  cm.  below  the  navel  and 
formed  a  barrier  extending  from  the  right  boundary  of  the  abdomen 
to  a  point  beyond  the  middle  line.  The  adhesion  of  the  omentum 
was  so  firm  and  extensive,  that  it  was  considered  unwise  to  attempt 


Fig.  8. — (Case  \'II.)  Taken  before  operation  in  the  erect  position  and  six 
hours  after  a  full  bismuth  meal,  demonstrating  the  position  of  the  stomach 
while  partly  filled,  also  demonstrating  the  position  of  the  transverse  colon 
filled  during  the  six  hours  interval.  The  inability  of  the  stomach  to  completely 
empty  itself  of  the  meal  taken  six  hours  before  is  clearlj^  demonstrated. 

to  free  it.  That  portion  of  the  omentum  between  the  transverse 
colon  and  the  abdominal  wall  had  stretched  remarkably,  and  the 
situation  seemed  comprehensible,  that  the  operation  performed  in 
1916  was  done  with  the  object  of  supporting  both  the  stomach  and 
the  transverse  colon  by  fixing  the  omentum  to  the  abdominal  wall. 
The  result  was  that  the  stomach  descended  posteriorly  and  to  the 
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left  of  the  omental  fixation,  dragging  down  with  it  the  transverse 
colon  and  elongating  the  fixed  portion  of  the  omentum. 

Case  I. — Hospital  No.  14832;  February  15,  iQiS-  Age  twenty- 
five.  Single.  Very  thin.  Height  5  feet  yi-i  inches.  Weight  105 
pounds.  Gives  the  history  of  having  fallen  out  of  a  hammock  on  a 
concrete  floor  twelve  years  ago,  and  ever  since  has  had  a  severe  and 
constant  backache.  Menstrual  history  regular  but  painful.  When 
she  begins  to  flow  has  distress  in  her  bowels  and  is  obliged  to  recline. 


Fig.  9. — (Case  VII.)  Taken  in  the  erect  position  and  immediately  after 
the  preceding  picture,  but  with  full  bismuth  meal  in  stomach.  This  shows  the 
lowest  position  of  the  stomach  before  operation,  also  the  influence  of  the  full 
prolapsed  stomach  upon  the  transverse  colon. 

During  the  first  twelve  hours  of  her  flow  there  is  a  feeling  of  fullness 
in  the  pelvis,  and  when  defecation  occurs  there  is  invariably  an 
accompanying  nausea.  Stomach  symptoms,  indigestion,  spells  of 
agonizing  pain  in  the  stomach  region  and  frequent  eructation  of  gas. 
She  often  feels  very  hungry  but  fears  to  satisfy  her  hunger,  because  of 
nausea  and  drag  in  the  stomach  region  after  eating.  Constipation. 
Occasional  headache.     Unable  to  sleep  with  comfort  on  back.     Pre- 
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fers  to  sleep  on  right  side.  Does  not  sleep  well  and  is  much  dis- 
turbed by  dreams. 

Physical  examination  shows  a  boggy  mass  in  the  right  adnexal 
region. 

Uterus  in  normal  position.  Kidneys  in  normal  position.  Stom- 
ach low. 

First  operation  February  20,  1915.  ^ledian  abdominal  inci- 
sion below  navel. 

Examination  of  pelvic  contents  showed  the  cecum  filled  with 
fecal    matter    and    situated    in    the    cul-de-sac.     The    cecum    was 


Fig.  10. — (Case  XII.)     Taken  in  the  erect  position  and  with  full  bismuth  meal 
six  months  after  operation.     The  stomach  is  shown  in  its  correct  position. 

manipulated  and  its  contents  emptied  into  the  ascending  colon. 
The  cecum  and  ascending  colon  were  anchored  to  the  brim  of  the 
pelvis,  the  right  ovary  resected  and  a  small  ovarian  tumor  removed. 
Appendix  removed.  The  stomach  and  transverse  colon  were  found 
situated  considerably  below  the  navel,  and  the  vessels  of  the  omen- 
tum were  of  unusual  size. 

The  kidney  region  was  also  examined,  both  kidneys  found  in 
position. 

March  22,  1915,  on  examination  patient  was  found  relieved  of 
fullness  in  pelvis  but  otherwise  much  the  same. 

September   13,    1915.     Patient  was  operated  upon  for   fixation 
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of  the  stomach.     The  adhesion  of  the  omentum  to  the  old  wound 
was  first  released.     Operation  as  herein  described. 

April  I,  191 7.  All  symptoms  relieved  excepting  backache,  her 
general  improvement  was  such,  however,  as  to  justify  matrimony, 
which  previous  to  her  second  operation  was  considered  impossible. 
She  soon  become  pregnant,  nausea  immediately  followed.     Vomiting 


Fig.   II. — (Case  VII.)      Taken  in  the  recumbent  position  with  patient  on  her 
abdomen,  immediately  after  the  preceding  picture. 

persisted  'for  a  month  or  more  and  a  miscarriage  occurred  at  about 
the  third  month.  Four  months  after  miscarriage,  patient  again 
became  pregnant,  nausea  and  vomiting  began  at  the  outset  and 
vomitingjpersisted  practically  every  day  throughout  her  entire  preg- 
nancy. The  only  three  successive  days  she  did  not  vomit  were 
those  preceding  delivery,  when  on  my  advice  she  drank  freely  the 
water  from  cocoanuts.  She  delivered  a  normal,  child  at  full  term 
weighing  8)-^  pounds.     Since  confinement,  now  eight  months,  pa- 
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tient  has  enjoyed  health,  with  the  exception  of  the  one  Hngering 
symptom,  backache. 


P'lG.  12. — (Case  MI.)  Taken  in  the  erect  position  ^lx  monin-;  after  operation- 
This  picture  demonstrates  the  position  of  the  transverse  colon  independently; 
also  the  amount  of  elevation  as  the  result  of  elevating  and  iLxing  the  stomach. 
The  bismuth  in  the  transverse  colon  in  this  instance  was  injected  through  the 
rectum. 

Case  II. — Hospital  No.  16721;  May,  1916.  Age  thirty-six. 
Single.  Fixation  of  the  right  kidney  was  performed  May,  1904. 
She  first  came  under  my  care  1905.  Her  most  distressing  symptoms 
then  were  menorrhagia  and  dysmenorrhea.     Vaginal  examination 
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showed  two  large  ovaries  in  Douglas's  cul-de-sac.  The  abdomen 
was  opened  and  both  ovaries  were  resected.^. about  one-fourth  of 
each  ovary  being  left. 


YiG  i:;— (CaseX)  Taken  before  operation  in  the  erect  position.  This 
patient  had  been  given  a  bismuth  meal  six  hours  previously  but  vomited  it 
within  half  an  hour.  What  bismuth  passed  through  the  pylorus  within  the 
half  hour  is  seen  in  the  transverse  colon.  She  was  given  8  ounces  of  milk  and 
bismuth  immediately  before  this  picture  was  taken.  The  stomach  is  seen  ma 
low  position,  although  it  contains  but  a  small  amount  of  bismuth.  The  contents 
of  the  stomach  were  vomited  soon  after  the  picture  was  taken. 

Indigestion,  nausea,  constipation,  backache,  irritability,  riervous- 
ness,  physical  exhaustion,  loss  of  weight,  pain  in  the  right  leg,  and 
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fulness  in  pelvis  have  existed  for  many  years,  but  for  the  past  three 
years  have  become  increasingly  distressing,  and  the  patient  is  now 
practically  an  invalid.  Diagnosis.  Prolapse  of  the  stomach,  uterus 
and  adnexa  normal.  Both  kidneys  in  good  position  (corroborated 
by  .T-ray). 

Not  being  able  to  convince  myself  that  the  group  of  symptoms 
was  dependent  upon  gastroptosis,  I  referred  the  patient,  first,  to  a 
neurologist,  then  to  orthopedist  but  with  negative  results.  Her 
condition  was  desperate  and  she  accepted  the  operation  of  gastropexy 
as  the  last  resort.  Operation  July  27,  1916.  Suspension  of  the 
liver,  fixation  of  the  stomach.  Two  weeks  after  operation  pain  in 
the  right  leg  diminished  and  disappeared  altogether  within  a  month. 
At  the  end  of  the  fourth  week,  backache  and  fulness  in  the  pelvic 
region  disappeared.  Drag  in  the  stomach  ceased,  and  she  was  able 
to  resume  the  eating  of  her  breakfast  without  nausea.  Within  two 
months  after  operation  every  symptom  disappeared.  Patient  had 
been  engaged  to  be  married  for  several  years,  but  previous  to  opera- 
tion matrimony  was  considered  impossible  because  of  ill  health. 
One  year  after  operation  improvement  in  her  physical  condition 
was  such  as  to  permit  matrimony.  The  patient  was  last  examined 
Sept.  25,  1918.  She  was  then  three  months  pregnant  and  in  good 
health. 

Case  III. — Hospital  No.  18306;  April  i,  1917.  Age  forty-five. 
M.  28.  One  child  twenty-seven  years  old.  Menopause  at  40. 
Patient  does  not  complain  of  indigestion,  but  for  the  past  five  years  has 
had  "spells"  of  spasmodic  pain  throughabdomen.  These  "spells" 
seem  to  have  no  reference  to  eating,  they  occur  more  frequently  when 
she  is  on  her  feet  for  any  length  of  time,  so  that  lengthy  walks  are 
prohibitive.  Riding  in  an  automobile  soon  distresses  her  greatly, 
causing  spasmodic  pain  and  a  feeling  of  drag  in  the  left  upper  ab- 
dominal region.  Pain  extending  down  both  limbs  not  infrequently 
accompanies  pain  in  the  abdomen.  She  does  not  sleep  well,  and  is 
more  or  less  neurotic.  Is  never  constipated.  Appetite  good.  The 
patient  has  a  thin  face  with  a  tired  expression,  but  her  body  has  an 
unusual  amount  of  adipose  tissue  for  a  woman  of  her  height.  Ab- 
dominal wall  particularly  thick. 

Not  being  able  to  make  a  diagnosis  on  this  history,  I  sent  her  to 
the  hospital  for  observation  and  study.  My  investigations  revealed 
nothing.  Not  suspecting  the  position  of  the  stomach  to  be  the 
source  of  disturbance,  I  dismissed  her.  After  her  departure  informa- 
tion was  obtained  accidentally,  that  one  year  previous,ly  she  had 
entered  another  hospital  in  this  city,  where  there  had  been  discovered 
by  x-ray,  a  prolapsed  stomach,  and  that  the  surgeons  in  charge,  not 
believing  that  the  symptoms  were  in  any  way  due  to  the  ptosis, 
refused  to  operate  for  fixation  of  the  organ.  On  this  suggestion  I 
secured  an  independent  x-ray  of  her  stomach  which  as  is  seen  in  Fig. 
7  is  low  and  of  the  water  trap  type. 

Operation  April  17,  191 7.  The  abdominal  wall  as  stated  above, 
was  unusually  thick.  The  intraabdominal  fat  deposits  were  unusual 
everywhere.     Stomach   and    liver    fixed  as  in   the  manner  herein 


638 


bissell:  gastropexy 


described.  The  transverse  colon  was  not  fixed.  The  appendix  not 
removed. 

Communication  July  8,  1917.  By  letter,  states  that  she  is  free  of 
abdominal  pain,  and  also  of  pain  in  limbs  and  is  enjoying  the  best  of 
health  for  the  first  time  in  five  years. 

Communication  Dec.  3,  1918.  States  that  she  has  not  had  a 
single  recurrence  of  spells  of  spasmodic  pains  and  is  able  to  do  all 
her  housework  and  is  gaining  in  weight  and  enjoying  health. 


Fig.  14. — (Case  XI.)  Taken  before  operation  in  the  erect  position  and 
six  hours  after  full  bismuth  meal.  This  picture  shows  the  failure  of  the  stomach 
to  empty  itself. 


Case  IV. — Hospital  No.  18622;  May  15,  1917.  Age  thirty-five. 
Married  fourteen  years.  No  child.  Menstrual  history  regular. 
Dysmenorrhea.  For  the  past  several  years  has  had  indigestion. 
For  the  past  six  months  nausea  and  at  times  vomiting  after  meals. 
Drag  and  pain  in  the  cardiac  region  of  the  stomach  increased  by 
eating  in  any  considerable  quantity.  Is  very  nervous,  constipated, 
constant  eructation  of  gas,  when  walking  inclines  a  little  forward 
because  of  a  feeling  of  drag  in  the  abdomen,  tired  all  the  time. 

Diagnosis. — Prolapse  of   the   stomach    (corroborated  by  .r-ray), 
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kidneys  in  good  position;  uterus  in  good  position;  adnexa  normal. 
Some  tenderness  in  the  region  of  the  appendix. 

Operation  June  6,  1917. — Fixation  of  the  stomach,  suspension  of 
the  liver. 

October  25,  1917. — Appetite  improved,  eats  three  meals  a  day, 
no  pain  in  the  stomach  region. 

January  17,  1919. — Patient  continues  to  be  relieved  of  all  symp- 
toms.    Has  gained  17  pounds. 

Case  V. — Hospital  No.  18712;  October  18,  1916.  Age  twenty- 
eight.  Children,  three.  Married  ten  years.  Stomach  symptoms 
for  the  past  five  or  more  years.  Indigestion  and  constant  eructation 
of  gas;  no  vomiting  but  nausea  and  "sick  spells"  sometimes  lasting 
several  days,  relieved  only  by  brisk  purgatives  and  rest.  Constipa- 
tion; persistent  backache  during  the  past  few  years;  is  always  very 
tired  and  nervous;  prefers  to  sleep  on  her  right  side;  does  not  sleep 
well,  frequently  disturbed  by  dreams. 

Examination  shows  a  prolapsed  stomach;  uterus  in  good  position; 
fullness  and  tenderness  in  region  of  right  adnexae;  both  kidneys  in 
good  position,  x^bdominal  supporter  gave  considerable  relief  for  a 
while. 

Findings  corroborated  by  .T-ray. 

Operation  June  18,  1917.     Fixation  of  the  stomach. 

Examined  March  5,  1919.     Results  satisfactory. 

Case  VI. — Hospital  No.  19552;  October  i,  191 7.  Age  forty- 
three.  Married  fourteen  years.  No  child.  For  the  past  fourteen 
years  she  has  had  indigestion,  eructation  of  gas,  no  nausea,  frequent 
evacuation  of  mucous  from  the  bowels,  sleeps  poorly,  is  comfortable 
in  no  position.  She  usually  prefers  to  sleep  on  her  stomach  sup- 
ported by  a  small  pillow.  She  is  extremely  nervous  and  usually 
dreams  of  burglars,  fires,  etc.  She  is  as  tried  on  awakening  as  when 
she  goes  to  bed,  always  constipated,  occasional  cramps  in  the  right 
side  a  little  below  kidney  region.  Is  very  thin.  She  was  pregnant 
once  but  miscarried  at  six  months.  Between  the  third  and  the 
sixth  month  of  pregnancy  she  felt  better  than  at  any  time  since  her 
illness  began.  After  the  uterus  was  emptied  her  symptoms  returned 
in  full  force.  The  use  of  an  abdominal  binder  gave  some  relief  of 
symptoms.  In  youth  she  w^as  quite  athletic,  and  had  many  falls 
from  horseback. 

Diagnosis. — Prolapse  of  the  right  kidney,  prolapse  of  the  stomach; 
left  kidney  in  normal  position.  X-rays  corroborated  these  findings. 
Pelvic  organs  in  normal  condition  and  position. 

Date  of  kidney  operation,  October  30,  191 7. 

Date  of  stomach  operation,  November  13,  191 7. 

Examination  January  8,  19 18,  showxd  the  position  of  both  stom- 
ach and  kidney  good,  and  symptoms  in  greater  part  relieved.  Con- 
stipation and  mucous  from  the  bowels  still  persisted.  This  case 
cannot  be  considered  cured,  as  she  is  still  under  medical  treatment. 
In  a  letter  of  recent  date,  she  expresses  herself  as  feeling  greatly 
improved,  but  not  yet  quite  well. 
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Case  VII. — Hospital  No.  21018;  June  25,  191 8.  Age  twenty- 
one.  Single.  Height,  5  feet  4  inches;  weight,  no  pounds.  Men- 
strual history  normal.  Patient  complains  chiefly  of  indigestion, 
nausea  and  at  times  vomiting  two  or  three  hours  after  meals.  Her 
mid-day  meal  is  particularly  distressing  to  her.  There  is  seldom 
pain  in  the  stomach  region,  but  there  is  a  constant  feeling  of  drag 
and  indescribable  distress  in  the  upper  and  middle  abdominal  region. 


Fig.  15. — (Case  XL)  Taken  before  operation  in  the  erect  position  immedi- 
ately after  the  preceding  picture  but  with  full  bismuth  meal  in  stomach.  It 
shows  the  lowest  position  of  the  stomach,  also  the  influence  of  the  full  stomach 
on  the  transverse  colon. 


When  young  she  was  accustomed  to  strenuous  exercise.  Walking, 
skating,  etc.,  but  since  the  following  accident,  which  occurred  during 
her  thirteenth  year,  she  has  been  unable  to  indulge  in  any  of  these 
exercises  without  distress.  The  accident  referred  to  was  that  of 
being  hit  in  the  stomach  by  running  into  a  wagon  while  roller  skating. 
Immediately  afterward  the  symptoms  described  above  followed  and 
have  been  increasingly  distressing. 
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Diiii^iiosis. — Prolapse  of  the  stomach  (corroboraled  by  :v-ray). 
Kiflneys  in  normal  position.     Uterus  in  normal  position. 

Operation  July  3,  1918.  Fixation  of  the  stomach  and  suspension 
of  the  liver;  removal  of  the  appendix. 

Results  anatomically  and  symptomatically  satisfactory.  Health 
completely  restored. 

Case  VIII. — Hospital  No.  21384;  September  15,  1918.  Aged 
thirty.     Married  twelve  years.     Three  children. 

Symptoms. — Dysmenorrhea.  Pain  in  right  side  of  pelvis  lasting 
one  week  after  menstruation.  Two  years  ago  began  to  have  a 
constant  pain  in  region  of  right  kidney.  Prefers  to  sleep  on  her 
stomach.  Is  very  nervous  and  irritable,  and  is  very  tired  after  a 
short  walk.  Feeling  of  drag  in  the  abdominal  region,  had  been 
wearing  a  belt  for  some  time  without  relief.  Micturates  at  least 
twice  after  retiring.  Constipated.  Severe  headache.  Constant 
backache.  Indigestion  for  the  past  six  years.  Eructation  of  gas 
after  meals  and  often  a  feeling  of  nausea.  For  the  past  five  months 
has  had  no  desire  for  breakfast  because  of  early  morning  nausea. 
A  full  meal  will  always  produce  a  feeling  of  drag  and  pain  in  the 
stomach  region. 

Diagnosis. — Prolapse  of  the  stomach,  both  kidneys  (corroborated 
by  x-ray),  retrodisplacement  of  the  uterus. 

Operation  No.  i  September  23,  1918.     Fixation  of  both  kidneys. 

Operation  No.  2  October  14,  19 18.  Fixation  of  the  stomach 
suspension  of  the  liver.     Uterus  replaced.     Pessary  inserted. 

Result  of  Operation.  Last  seen  February  10,  1919.  Anatomic- 
ally and  symptomatically,  results  satisfactory.  Patient  gaining 
in  weight. 

Case  IX.- — Hospital  No.  21876;  December  16,  1918.  Age  twenty- 
three.  Married.  Height,  5  feet  2  inches.  Weight,  103  pounds. 
Nephrectomy  was  performed  by  me  January  18, 19 16.  All  symptoms 
were  relieved  soon  after  operation  and  during  the  following  year  the 
patient  gained  14  pounds.  About  one  year  after  nephropexy 
patient  became  pregnant,  but  miscarried  at  the  third  or  fourth 
month.  From  that  time  on  she  gradually  lost  flesh  and  began  to 
develop  new  symptoms,  namely,  drag  in  the  left  middle  and  upper 
abdominal  region  and  in  back.  Distress  after  meals,  and  constant 
eructation  of  gas.  She  is  obliged  to  recline  immediately  after 
meals  and  rest  upon  her  right  side.  Is  always  hungry  but  afraid 
to  eat.  Is  not  nauseated  or  constipated.  Splash  noted  over  cardiac 
region  of  stomach. 

Diagnosis. — Ptosis  of  the  stomach.  A'^-ray  of  stomach  shows 
marked  prolapse  of  the  organ,  both  kidneys  in  good  position,  uterus 
and  adnexa  normal. 

Operation  December  18,  1918.  Fixation  of  stomach,  suspension 
of  liver. 

On  the  second  and  third  day  after  operation,  vomiting  became 
persistent  and  violent,  and  it  was  necessary  to  wash  out  her  stomach 
twice  before  she  was  relieved.  Another  attack  of  severe  vomiting 
occurred  about  two  weeks  after  operation. 
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Examined  April,  1919.  Result  satisfactory.  Patient  gaining  in 
weight. 

Case    X. — Hospital    No. ;  January     2,    1919.     Age  forty. 

At  the  age  of  twenty-two,  because  of  "convulsive  seizures"  during 
menstruation  both  ovaries  were  removed.  With  the  cessation 
of  menstruation  these  convulsive  seizures  ceased,  but  the  usual 
symptoms  which  follow  artificial  menopause  came  on  in  full  force. 
In  addition  to  these  symptoms,  indigestion  and  eructation  of  gas  set 
in  and  became  increasingly  distressing.  Nausea  or  vomiting  one- 
half  to  an  hour  after  meals  often  occurred,  even  after  eating  moder- 
ately, so  that  the  fear  of  the  results  of  eating  deprived  her  of  the 
requisite  amount  of  nourishment.  During  the  past  few  years  small 
amounts  of  tea  and  toast  constituted  her  chief  diet,  as  they  seemed 
to  be  all  she  could  retain.  Before  the  symptoms  referred  to  above 
were  established,  a  feeling  of  weight  and  drag  and  at  times  pain  in 
the  abdominal  region  followed  the  eating  of  a  full  meal.  Constipa- 
tion was  for  years  persistent,  also  nervousness,  loss  of  emotional 
control,  sleeps  poorly  and  is  disturbed  by  "wild  and  dreadful 
dreams."  No  position  is  comfortable  for  her  to  sleep  in  and  she 
is  always  more  tired  on  arising  than  retiring.  Severe  headache, 
constant  and  persistent  backache  for  the  past  two  years  or  more. 
Pains  in  both  limbs.  When  she  sits  suffers  from  pressure  on  the 
coccyx.  She  weighs  only  87  pounds  and  is  5  feet  2  inches  high. 
Was  operated  on  1916  for  the  correction  of  ptosis  of  the  stomach. 

Diagnosis. — January  2,  1919.  Prolapse  of  the  stomach,  prolapse 
of  the  kidney  (corroborated  by  a:- ray),  coccyx  painful  on  pressure 
and  at  a  right  angle  to  the  sacral  bones. 

Operation  January  8, 1919.     Fixation  of  the  kidney. 

Operation  January  23,  1919.  Suspension  of  the  liver  and  fixation 
of  the  stomach. 

Results  of  operation  most  satisfactory  when  seen  on  March  10, 
1919. 

Case  XI. — Hospital  No.  ;  June  20,  1918.     Age  thirty-four. 

Married  four  years.     One  child,  nine  months. 

Symptoms. — Patient  has  suffered  from  indigestion  for  several 
years,  also  is  much  disturbed  because  of  constant  eructation  of  gas. 
Is  always  hungry  but  distressed  after  eating  a  full  meal  by  pain  or 
soreness  in  stomach  region,  also  a  feeling  of  drag.  Is  not  consti- 
pated. Patient  is  very  thin.  Weight,  99  pounds.  Height,  5  feet 
3  inches.  She  cannot  rest  comfortably  on  her  left  side  as  the  position 
produces  distress  in  the  cardiac  region  of  stomach.  Sleeps  very 
well  and  does  not  dream  much.  Feels  just  as  tired  on  awakening 
as  when  she  retires;  is  very  nervous;  loss  of  emotional  control; 
constant  backache;  menstrual  history  normal.  Since  the  birth 
of  her  child  has  suffered  from  frequent  micturition  day  and  night, 
with  occasional  loss  of  control. 

Examination,  June  20,  1918. 

Diagnosis. — Prolapse  of  stomach;  right  kidney  very  low;  left 
kidney  somewhat  prolapsed;  uterus  retro  verted. 
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Immediate  Treatment. — Replacement  of  the  uterus  and  introduc- 
tion of  a  pessary. 

November  21,  1918.  Backache  less,  patient  is  much  relieved  with 
respect  to  vesicle  symptoms.  All  other  symptoms  practically  the 
same. 

January  7, 1919.  No  change  in  symptoms.  X-ray  shows  stomach 
and  transverse  colon  low,  also  very  low  right  kidney;  left  kidney 
somewhat  prolapsed. 

Operation  January  29,  1919.     Fixation  of  right  kidney. 

Operation  February  12,  1919.  Fixation  of  stomach  and  suspen- 
sion of  liver.  Freeing  of  bands  of  adhesions  about  the  pyloric  end 
of  stomach  where  there  was  a  marked  constriction.  Freeing  of  the 
omentum  from  the  cecum.     Removal  of  the  appendix. 

Examined  April  2,  191 9.     Result  satisfactory. 

21Q  West  Seventy- ninth  Street. 


END-RESULTS  OF  RESECTION  OF   FALLOPIAN  TUBES.* 

BY 

EDWARD  ARTHUR  BULLARD,  M.  D.,  F.  A    C.  S., 

Asst.  Surgeon,  Woman's  Hospital,  N.  Y.,  Acting  Associate  Prof.  Gyn., 
N.  Y.  Post- Graduate  Medical  School, 

New  York,  N.  Y. 

In  the  literature  of  the  eighties  and  nineties  of  the  last  century 
we  find  the  surgical  treatment  of  pelvic  infections  very  radical. 
Hysterectomy  with  removal  of  both  ovaries  and  both  tubes  was 
a  usual  procedure  in  the  presence  of  infection  of  the  internal  gen- 
erative organs.  But  while  this  radical  method  was  most  efi&cient 
in  cleaning  out  the  infected  pelvis,  in  stopping  the  dysmenorrhea, 
the  chronic  pains  and  the  many  other  symptoms  that  so  frequently 
amounted  to  invalidism,  it  trailed  in  its  wake  two  most  undesirable 
sequels — permanent  sterility  and  surgical  menopause.  As  ex- 
perience accumulated  the  profession  realized  that  this  premature 
menopause  was  as  great  a  disturbance  to  health  and  as  intractable 
to  treatment,  as  the  pelvic  infection  had  been,  and  that  by  complete 
ablation  of  the  uterus  and  adnexa  a  patient  often  had  merely  ex- 
exchanged  one  group  of  symptoms  for  another  group  equally  dis- 
tressing. And  so  here  and  there  in  meetings  and  medical  papers 
protesting  voices  were  heard  with  the  result  that  operators  began 
to  save  ovaries  where  possible.  These  same  conservatives  also 
suggested  leaving  the  uterus  in  and  repairing  the  tubes,  often 
reluctantly,  but  the  outcry  of  the  women  against  hopeless  sterility 
demanded  consideration.     The  continued  efficiency  of  the  smallest 

*Read  before  the  Brooklyn  Gynecological  Society,  April  4,  1919. 
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remnant  of  a  resected  ovary  has  been  demonstrated  innumerable 
times.  Upon  the  subject  of  conservative  surgery  of  the  ovaries 
I  do  not  wish  to  take  your  time.  I  would,  however,  present  to 
you  the  old  problem  of  plastic  surgery  of  the  tubes,  referring  to  the 
best  known  published  reports  of  successful  cases  and  adding  a 
resume  of  forty-four  cases  done  at  the  Woman's  Hospital  since  1907. 

In  1 89 1  August  Martin  reported  twenty-four  cases  of  conservative 
surgery  of  the  adnexae.  This  seems  to  be  the  earliest  good  work 
recorded.  One  of  these  cases  had  complete  removal  of  one  appendage 
and  a  resection  of  a  hydrosalpinx  on  the  other  side.  Eighteen 
months  later  she  aborted  in  her  third  month.  Four  years  later 
Martin  referred  in  his  text-book  to  sixty-five  cases  of  conservative 
adnexal  surgery  and  stated  that  two  of  these  women  had  become 
pregnant  through  repaired  tubes.  He  also  mentioned  that  Macken- 
rodt  had  had  two  such  cases. 

In  this  country  Polk  w^as  one  of  the  earlier  advocates  of  greater 
conservatism,  his  papers  on  the  subject  appearing  as  early  as  1891. 
In  1894  he  drew  the  attention  of  the  American  Gynecological  Society 
to  the  fact  that  members  of  that  body,  MacMonagle,  Baer  and  others, 
had  reported  to  him  six  cases  which  had  become  pregnant  through 
repaired  tubes.     He  recorded  three  cases  from  his  own  practice. 

In  1895  Chavin  reported  a  case  operated  on  by  Delbet,  ablation 
of  one  appendage  and  salpingostomy  on  the  other  side,  who  became 
pregnant  twice  during  the  following  five  years.  In  the  same  year 
Gersuny  after  removing  one  appendage  entirely,  found  a  hydro- 
salpinx on  the  other  side.  He  opened  this  and  stitched  the  ovary 
into  it.     Seven  months  later  the  woman  became  pregnant. 

Montana  in  his  Paris  Thesis  of  1899  cited  a  case  of  pelvic  in- 
flammation operated  on  by  Legueu  in  1896 — a  double  salpin- 
gostomy with  suture  of  each  tube  to  its  ovary — followed  by  normal 
labor  four  years  later. 

Palmer  Dudley  was  an  enthusiastic  advocate  of  conservatism, 
and  though  in  1903  he  had  a  list  of  forty-three  women  who  had 
become  pregnant  after  plastic  conservative  operations  on  tubes  or 
ovaries,  only  two  of  this  number  gave  proof  of  having  become  preg- 
nant through  repaired  tubes.  In  one  case,  he  "slit  them  up  (the 
tubes),  washed  them  out  and  put  them  back"  to  quote  his  own  words. 
In  the  other  case  he  removed  one  tube  entirely  and  resected  the  other. 

In  the  same  year  of  the  publication  of  Dudley's  brilliant  paper 
Ferguson  put  on  record  a  case  that  became  pregnant  six  months 
after  a  salpingostomy.     Bonifield  had  a  similar  case. 

In  1907  John  Van  Doren  Young  cited  an  interesting  case  who, 
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after  having  both  tubes  amputated  in  their  middle  thirds,  had  one 
baby  and  one  miscarriage  during  the  following  three  years,  and  finally 
about  four  years  after  the  operation  had  to  be  opened  for  ectopic 
in  one  of  these  stumps. 

Turck  reported  the  delivery  of  a  woman  upon  whom  he  had  done 
salpingostomy  with  attachment  of  the  ovaries  to  the  tubes  end 
three  years  previously. 

Kehrer  in  1909  and  L.  C.  Morris  in  19 10  each  reported  a  preg- 
nancy following  a  salpingostomy,  and  Goffe  had  the  same  good 
fortune  in  two  instances. 

In  1 9 10  Polak  reported  three  remarkable  cases.  The  first 
had  both  tubes  removed  three  years  apart  but  in  spite  of  this  became 
pregnant  immediately  after  the  second  salpingectomy.  The  technic 
of  the  last  salpingectomy  was  not  stated.  The  second  case  had  an 
interstitial  pregnancy  with  rupture  following  three  months  after  the 
tube  of  that  side  had  been  excised  into  its  cornu.  In  the  third 
case  an  interstitial  pregnancy  ruptured  some  time  after  both  tubes 
had  been  removed. 

Hardly  less  remarkable  because  of  the  age  of  the  patient  and  the 
duration  of  the  infection  is  a  case  reported  by  Child  in  19 10.  Forty 
years  old,  married  three  years,  sterile.  Almost  constant  pelvic 
pains  for  fifteen  years,  unrelieved  by  treatment.  Dr.  Child  curetted, 
and  on  opening  the  abdomen  the  ends  of  both  tubes  were  freed 
from  adhesions,  well  dilated,  probe  passed  showing  tubes  open  into 
uterus.  Nothing  more  done  to  tubes.  Four  months  later  patient 
conceived  and  went  to  term.  Another  case  had  two  babies  fol- 
lowing a  salpingectomy  on  one  side  and  a  salpingostomy  on  the  other. 

Stone  removed  one  appendage  entirely  for  a  gonorrheal  sal- 
pingitis and  irrigated  the  other  tube  with  i :  1000  solution  of  bichloride 
forced  through  into  the  uterus.  Pregnancies  followed  nine  and 
eleven  years  later. 

In  1916  Salatich  after  removing  one  appendage  for  tubal  preg- 
nancy did  a  salpingostomy  on  a  hydrosalpinx  of  the  opposite  side 
and  has  been  rewarded  by  two  normal  pregnancies. 

At  the  meeting  of  the  New  York  Obstetrical  Society  in  1916, 
Vineberg  reported  a  case  from  whom  he  removed  one  adnexa  and 
simply  freed  the  end  of  the  other  tube  of  adhesions.  She  was  found 
pregnant  eight  months  later. 

In  the  discussion  that  followed,  West  reported  three  cases  of 
pregnancy  in  each  of  whom  both  tubes  had  been  resected.  In 
Oastler's  experience  only  two  pregnancies  had  followed  about  200 
cases  of  conservative  operations  on  the  tubes. 
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The  literature  of  the  past  thirty  years  approximately  covering 
the  period  during  which  surgeons  have  been  doing  plastic  work  on 
the  Fallopian  tubes,  contains  a  very  scanty  number  of  cases  of 
pregnancy  proven  to  have  occurred  through  repaired  tubes.  In 
sifting  out  my  case  reports  I  have  been  careful  to  accept  only  those 
that  would  stand  the  acid  test,  so  to  speak.  That  is,  I  made  certain 
that  the  pregnancy  must  have  occurred  through  a  tube  which  showed 
proof  of  a  previous  inflammation  and  which  had  had  some  form 
of  reparative  operation  done  upon  it.  A  few  cases  are  included 
whose  tubes  were  simply  freed  or  opened. 

Curious  to  learn  more  of  the  present-day  results  of  resected  tubes 
as  to  later  pregnancy  I  sent  out  letters  to  all  patients  who  had  had 
any  form  of  tubal  resection  done  in  the  Woman's  Hospital  during 
the  past  twelve  years.  Of  the  145  cases  done  there,  among  which 
were  thirty  personal  ones,  I  was  able  to  get  full  reports  from  only 
forty-four.  Twenty-one  of  these  have  been  entirely  reheved  of 
symptoms;  twenty  have  been  total  failures  or  only  partially  suc- 
cessful; and  only  three  have  become  pregnant. 

The  three  successful  cases  are  as  follows: 

Case  I. — Aged  thirty-four.  Operation  by  Dr.  Austin  Flint, 
March  18,  191 3.  Adhesions  freed  about  tubes  and  ovaries.  Ends 
of  tubes  opened  by  manipulation,  contained  small  amount  of 
serum.  Washed  out  tube  ends  with  saline  and  dropped  them  back 
without  further  treatment.  GiUiam  operation  then  done.  Dr. 
Flint  did  not  know  the  nature  of  the  original  infection,  that  is, 
whether  it  was  gonorrheal  or  of  other  type,  but  the  fact  that  manipu- 
lation was  all  that  was  necessary  to  open  the  ends  of  the  tubes 
makes  it  probable  that  the  infection  had  not  been  very  destructive. 
He  personally  reported  to  me  that  this  patient  has  had  two  babies 
since  operation. 

Case  II. — Aged  twenty-three.  Two  years  ago  had  an  accidental 
miscarriage  attended  by  fever  and  chills  and  was  ill  abed  three  weeks. 
Denied  venereal  disease.  Since  miscarriage  frequent  pelvic  pains, 
constant  leukorrhea,  profuse  irregular  menses.  Operation  April 
10,  191 7,  Dr.  Reginald  Rawls.  Tubes  and  ovaries  found  inflamed 
and  adherent.  Both  ovaries  resected  and  salpingostomy  done  on 
both  tubes.  The  pathological  laboratory  reported,  "tubes  greatly 
thickened,  tortuous,  kinked  and  covered  with  adhesions.  Lumen 
dilated  and  containing  pus.  Microscopical  diagnosis:  chronic 
purulent  salpingitis."  After  operation  patient  examined  about 
every  two  months  in  the  Out-Patient  Department.  Up  to  October, 
191 7  (over  five  months)  there  was  adnexal  thickening  and  tenderness 
with  complaints  of  bilateral  pains,  but  at  the  last  examination  patient 
was  much  improved.  In  October,  191 8,  she  presented  herself 
giving  clearly  the  following  history:  No  menses  from  May  to  early 
September,   1918,  but  almost  constant  nausea  during  that  time. 
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Early  in  September  profuse  uterine  bleeding  came  on  with  passage 
of  large  clots  and  accompanied  by  severe  pelvic  cramps.  This 
lasted  fifteen  days.  This  history  is  typical  of  miscarriage  and  I 
have  thought  it  fair  to  include  this  case  as  one  that  had  become 
pregnant  through  resected  tubes.  The  fact  that  the  laboratory 
had  found  actual  pus  in  these  tubes  makes  the  subsequent  pregnancy 
even  more  remarkable,  even  though  the  history  suggests  that  the 
original  infection  was  probably  not  Neisserian. 

Case  III. — Aged  twenty-six.  Private  patient  of  Dr.  I.  B.  Terry, 
who  tells  me  she  had  induced  abortion  on  herself  several  times  prior 
to  operation.  Operation  January  lo,  191 8,  for  diagnosis  of  ruptured 
ectopic.  Uterus  bound  over  to  the  left  side  by  adhesions.  Blood 
clots  about  the  pelvis.  Left  tube  contained  an  ectopic  at  distal 
end.  It  was  resected  and  salpingostomy  done  in  the  middle  third. 
The  other  tube  was  adherent  and  clubbed  at  the  end.  About  an 
inch  of  this  was  amputated  and  salpingostomy  done.  A  small 
pedunculated  fibroid  was  removed  and  the  uterus  suspended.  Six 
months  later  Dr.  Terry  attended  her  for  a  four  months  miscarriage. 
Here  again  we  have  probably  an  infection  of  the  more  favorable 
type,  i.e.,  probably  originating  postabortive  and  likely  not 
gonorrheal. 

Though  the  forty-four  cases  of  my  series  were  done  by 
fifteen  operators  the  technic  was  usually  the  ordinary  one  for  a 
salpingostomy.  In  a  few  of  my  own  the  stump  was  so  short  and  the 
tube  lumen  so  tiny  I  probed  gently  to  be  sure  of  its  patency  and  did 
not  suture.  As  far  as  I  could  find  out  no  cases  were  treated  by  the 
technic  sometimes  used  by  Ward,  Child,  Oastler  and  others  by  which 
strands  of  catgut  or  kangaroo  tendon  are  passed  into  the  tubal 
stump  and  left  in  place  in  the  hope  of  thus  aiding  permanent 
patency. 

Many  were  examined  by  me  personally  postoperative;  some  of 
the  reports  were  given  me  after  examinations  by  other  men  on  the 
visiting  staff  and  a  few  patients  have  reported  by  letter. 

Let  us  pause  a  moment  for  a  brief  scrutiny  of  the  list  of  twenty 
cases  that  have  been  labeled  partial  or  complete  failures.  Eight 
of  this  group  must  be  fairly  called  flat  failures,  for  four  of  them  had 
definitely  worse  symptoms  than  before  operation  while  the  other 
four  were  unimproved.  The  remaining  twelve  of  these  twenty 
unsatisfactory  cases  have  been  improved  in  one  way  or  another, 
but  are  not  entirely  relieved  of  symptoms,  varying  degrees  of  pelvic 
pain,  dysmenorrhea,  etc.,  being  still  present. 

There  is  nothing  new  in  this  paper  except  that  the  cases  studied 
bring  out  the  following  facts  that  have  not  been  sufficiently  empha- 
sized in  most  other  papers  on  this  subject.  Practically  half  of 
these  cases  (twenty  out  of  forty-four)  had  pain  in  these  resected 
stumps,  continued  dysmenorrhea  or  other  symptoms.  A  serious 
major  operation  had  done  them  little  or  no  good.  In  other  words, 
if  one  might  presume  to  draw  any  conclusions  from  a  group  of  only 
forty-four  cases  they  would  have  to  be  in  this  instance  virtually 
these.     In  only  5  per  cent,  of  this  series  has  salpingostomy  achieved 
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its  end,  that  is,  later  pregnancy;  and  for  the  sake  of  the  chance  of 
pregnancy  approximately  half  these  women  have  continued  to  suffer 
more  or  less  pelvic  distress. 

In  191 1  Gellhorn  wrote  an  admirable  paper  on  salpingostomy 
in  which  he  quoted  Reynolds  and  J.  G.  Clark  as  holding  opinions 
similar  to  his  own,  namely,  that  pregnancy  rarely  followed  the  opera- 
tion. Clark  was  rather  antagonistic  toward  it,  considering  it 
justifiable  only  in  old  hydrosalpinx.  Gellhorn  thought  it  useless 
to  do  on  any  tube  that  had  been  gonorrheal,  for  the  spermatozoa 
would  rarely  get  by  the  gonorrheal  endometrium  and  he  thought 
Neisserian  infection  pretty  sure  to  destroy  the  cilia  in  the  tubes. 
He  felt  that  streptococci  and  staphylococci  were  less  destructive, 
but  in  any  case  where  there  was  pus  or  even  a  distended  hydro- 
salpinx he  would  feel  hopeless.  He  was  more  optimistic  if  the  adhe- 
sions were  from  an  ectopic  or  secondary  to  an  appendicitis. 
Gellhorn's  opinions  are  here  cited  in  detail  because  eight  years 
later  after  a  considerable  search  of  the  literature  dating  back  to 
the  origin  of  the  operation  in  1885,  and  the  study  of  this  Woman's 
Hospital  series,  I  am  forced  to  come  to  essentially  the  same  conclu- 
sions. I  cannot  agree  with  him  and  with  Reynolds,  that  the  opera- 
tion has  no  ill  results.  As  previously  stated,  our  series  had  barley 
50  per  cent,  who  had  subsequent  trouble  with  the  tubal  stumps,  and 
Polak,  Young  and  others  have  reported  interstitial  and  tubal 
pregnancies. 

Jack  wrote  a  paper  in  igi  7  urging  more  optimism  and  conservatism 
in  this  work  and  contributing  a  special  probe-pointed  scissors  to 
our  technic. 

Perhaps  the  most  enthusiastic  champion  of  conservative  tubal 
surgery  is  Child,  who  in  19 10  said,  "Upon  restoring  the  patency 
of  the  tubes  either  by  separating  adhesions  or  resecting  the  obliter- 
ated portion,  it  is  not  unusual  for  conception  to  promptly  occur  as  in- 
stanced by  the  following  case"  (previously  mentioned  in  this  paper). 

It  seems  to  me  that  Polak's  terse  statement  made  in  igii  has 
still  but  few  exceptions.  He  said,  "  End-results  of  salpingostomy  are 
unsatisfactory.  .  .  .  Resection  and  phimosis  operations  are  fol- 
lowed by  useless,  painful  and  occluded  tubal  ostia." 

Tubal  resections  had  better  be  limited  to  those  women  particularly 
anxious  to  have  children. 

16  West  Fifty-fourth  Street. 
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THE  CLINICAL  SIGNIFICANCE  OF  INERTIA  DEVELOPING 
LATE  IN  LABOR.* 

by 

PAUL  T.  HARPER,  M.  D., 

Albany,  N.  Y. 

Normally  active  uterine  muscle  is  the  most  important  force  con- 
cerned in  the  mechanism  of  labor.  Further,  through  multiple 
ligation  of  the  uterine  vessels  and  compression  of  the  sinuses,  it  is 
the  one  force  concerned  in  the  production  and  maintenance  of 
postpartum  hemostasis. 

It  follows  that  insufficiency  of  the  force  manifests  itself  in  de- 
ficient molding  of  the  presenting  part,  failure  in  progressive  dilata- 
tion of  the  cervix,  lack  of  advance  and  birth  of  the  child,  delay  in 
separation  and  extrusion  of  the  secundines,  and  inevitable  blood 
loss  from  inadequate  postpartum  contraction  and  retraction.  The 
particular  manifestations  are  determined  by  the  time  of  appearance 
and  by  the  duration  of  the  inertia,  their  intensity  by  the  degree  of  it. 

Developing  early  and  responding  to  appropriate  treatment,  inertia 
occasions  no  more  than  prolongation  of  labor.  Appearing  late, 
especially  during  the  second  stage,  it  is  inevitable  that  muscular 
insufficiency  complicates  the  early  hours  of  the  puerperium .  if  for  no 
other  reason  than  that  time  for  complete  recovery  is  lacking.  It 
is  to  postpartum  inertia  and  its  manifestations  in  impaired  con" 

*  Read  before  the  Aledical  Society  of  the  County  of  Schenectady,  .\pril  8,  1919. 
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traction  and  retraction  of  the  uterine  musculature  that  your  atten- 
tion particularly  is  directed. 

The  subject  of  inertia  is  not  new  and  its  etiology  is  but  little  less 
familiar  than  are  the  conventional  methods  of  overcoming  it.  But 
inertia  as  a  clinical  entity  is  accorded  less  consideration  than  is  its 
due  probably  for  the  reason  that  means  to  combat  it  are  both 
readily  applied  and,  if  its  late  manifestations  are  disregarded, 
efficacious.  In  other  words,  its  symptomatic  treatment  is  satis- 
factory. But  in  general,  treatment  that  is  palliative  rarely  removes 
the  cause  and  the  latter  persists  possibly  aggravated  by  the  methods 
employed,  usually  with  temporary  success,  to  meet  the  situation. 
This  is  particularly  true  of  the  symptomatic  treatment  of  inertia, 
the  inadequacy  of  which  a  single  situation  will  illustrate. 

With  the  presenting  part  on  the  perineum,  labor  ceases:  the 
bladder  is  distended.  The  first  is  the  striking  symptom:  not  in- 
frequently it  annoys  both  patient  and  attendant.  The  second  prac- 
tically never  occasions  the  patient  distress,  and  it  may  escape  the 
physician's  notice.  Traction  by  means  of  forceps  or  active  uterine 
stimulation  produces  the  required  advance  and  the  second  stage 
terminates;  but  the  bladder  remains  distended.  Even  though  the 
lack  of  advance  has  been  successfully  treated,  the  cause  of  the 
inertia  persists  and  other  manifestations  of  it  will  follow. 

We  read  inertia  is  "primary"  as  it  dates  from  the  onset  of  labor 
and  "secondary"  as  it  develops  subsequent  to  satisfactory  uterine 
action.  Such  a  classification  is  based  only  upon  time  of  appearance. 
It  has  nothing  to  do  with  causes  and  consequences  and,  if  for  no 
other  reason,  is  unsatisfactory.  Rather,  inertia  considered  in  the 
light  of  abnormalities  of  physiological  forces  producing  it  is  found  to 
be  due  either  (i)  to  inhibition  of  normal  muscular  action  or  (2) 
to  insufficiency  from  overwork  and  tire.  The  causes  may  be  and 
frequently  are  combined.  Again  illustration  is  of  service  and,  by 
citing  the  earlier  situation,  the  value  of  such  a  view  of  inertia  can 
be  shown. 

Lack  of  advance  of  the  presenting  part  is  due  to  inertia,  the  result 
of  reflex  inhibition  the  distended  bladder  occasions.  Catheteriza- 
tion is  employed  and  the  inhibitory  influence  removed.  Normal 
uterine  action  is  restored  and  labor  terminates  spontaneously  in 
the  presence  of  contractions  that  make  impossible  undue  post- 
partum bleeding  from  the  persistence  of  inertia.  "Consideration 
of  causes  and  consequences"  results  in  treatment  that  is  both  symp- 
tomatic and  curative  and,  therefore,  in  every  way  satisfactory. 

Regardless  of  causes,  inertia  is  less  serious  as  it  develops  early  in 
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labor,  since  more  or  less  complete  recovery  is  possible  before  the 
latter's  termination.  This  is  especially  true  of  the  insufficiency 
the  result  of  inhibitory  influences  since,  with  the  removal  of  them, 
uterine  activity  is  resumed — possibly  even  augmented  by  the  tem- 
porary rest  the  inhibition  has  occasioned.  But  inertia  the  result 
of  diminished  muscular  efficiency  must  be  considered  a  grave  com- 
plication, the  dangers  of  which  are  measured  by  its  degree  and  by 
the  time  of  its  appearance.  The  two  features  must  be  considered 
together.  For  instance,  a  mild  degree  early  in  labor,  but  readily 
recovered  from,  would  have  no  effect  other  than  to  prolong  labor. 
Appearing  in  the  second  stage,  even  a  mild  inertia  naturally  would  be 
augmented  by  the  work  necessary  to  its  termination  and  the  post- 
partum period  entered  upon  with  the  musculature  markedly  in- 
sufficient. Its  exhaustion  might  be  complete  even  though  the 
termination  of  the  second  stage  were  spontaneous — the  result  of 
using  up  the  last  of  the  uterine  muscular  reserve.  The  last  state  is 
most  important.  It  explains  adequately  the  appearance  of  a  pro- 
found inertia  following  closely  upon  an  uneventful  and  spontaneous 
labor.  It  explains  hemorrhage  in  cases  where,  in  the  absence  of 
cervical  or  lower  segment  injury  and  of  retained  secundines,  the 
uterus  cannot  be  made  to  contract.  For  marked  postpartum 
insufficiency,  obviously  there  is  no  curative  treatment.  The  rest 
necessary  for  the  exhausted  muscle  only  aggravates  the  bleeding. 

Reference  has  been  made  to  the  role  of  muscular  sufficiency  in  the 
production  and  maintenance  of  postpartum  hemostasis.  Not- 
withstanding such  physiological  processes  for  the  arrest  of  bleeding 
as  the  increased  coagulability  of  the  blood,  the  rapidity  of  thrombus 
formation,  and  the  retraction  within  the  muscle  of  the  torn-across 
uterine  arterioles,  there  is  but  one  force  that  checks  postpartum 
bleeding  and  keeps  it  checked.  It  is  that  represented  by  the  nor- 
mally active  uterine  muscle.  When  contracting,  the  loss  of  blood  is 
negligible  and  the  other  factors  are  unimportant.  While  a  state  of 
persistent  contraction  is  impossible,  the  muscle  can  and  does  retain 
its  tone,  and  the  phenomenon  thus  presented  is  known  as  retraction. 
Here  any  tendency  toward  undue  bleeding  due  to  lack  of  active  con- 
traction is  compensated  for  by  the  activity  of  the  other  hemostatic 
factors,  and  blood  loss  is  prevented.  Now,  excluding  the  hemor- 
rhage due  to  lower  uterine  segment  implantation  of  the  placenta 
and  to  laceration,  loss  of  blood  postpartum  is  due  to  relaxation  of 
the  uterine  muscle  fibers.  It  is  the  manifestation  of  a  postpartum 
inertia. 

It  is  unfortunate  that  obstetric  terminology  is  such  that  the  term 
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"postpartum  hemorrhage"  is  applied  only  to  a  blood  loss  that 
exceeds  i6  ounces  and  that  any  loss  up  to  that  amount  is  considered 
"physiological."  It  is  not  ditficult  to  suppose  a  case  in  which  a 
"physiological"  loss  of  14  ounces  might  alter  the  prognosis:  it  is  as 
easy  to  picture  one  in  which  a  "hemorrhage"  of  20  ounces  would 
cause  no  signs  other  than  the  objective  one  of  blood  expelled.  Any 
postpartum  blood  loss  ceases  to  be  "physiological,"  if  for  no  other 
reason,  when  the  patient's  resistance  is  lowered  because  of  it.  The 
seriousness  of  the  loss  depends  entirely  upon  the  ability  of  the  in- 
dividual to  suffer  it. 

Disregarding  terms  and  considering  merely  blood-loss,  there  is  a 
striking  feature  of  that  the  result  of  insufificiency.  Not  uncommonly 
it  is  concealed.  It  is  held  within  the  uterine  cavity  by  the  spontane- 
ous tamponade  the  coagulum,  formed  of  blood  passing  through  the 
narrow  contraction  ring,  causes.  It  is  this  feature  that  frequently 
postpones  the  visible  hemorrhage  until  hours  later  when,  in  response 
to  returning  activity,  the  uterus  contracts  down  upon  the  well- 
distended  cavity  and  expels  the  accumulated  clots  and  fluid  blood. 
The  clots  can  be  considered  a  cause  of  the  hemorrhage.  It  is  reason- 
able to  consider  them  evidence  of  intrauterine  bleeding  that  has 
persisted  from  the  moment  the  interior  of  the  uterus  becam.e  a 
cavity  that,  in  the  presence  of  inertia,  has  required  only  sufficient 
time  to  be  more  or  less  completely  filled. 

Though  bleeding  be  concealed,  there  are  infallible  objectiv^e  signs 
of  its  presence  and  they  are  referable  to  the  size  and  consistence  of 
the  postpartum  uterus.  Rise  in  level  of  the  fundus  and  its  increas- 
ingly boggy  feel  find  readiest  explanation  in  progressive  distention 
of  the  cavity,  the  cause  of  which  subsequent  expression  of  clots  and 
fluid  blood  reveals. 

In  what  has  preceded  it  is  hoped  two  points  have  been  established : 
(i)  the  necessity  for  differentiating  between  inertia  the  result  of 
inhibition  and  that  the  result  of  muscular  insufficiency,  and  (2)  the 
possibility  and  seriousness  of  undue  postpartum  blood-loss  attendant 
upon  an  inertia  developing  toward  and  especially  at  the  end  of  labor. 
If  they  have  been  established  it  is  obvious  that  late  inertia,  particu- 
larly that  due  to  muscular  insufficiency,  must  be  prevented.  Its 
treatment  is  prophylactic. 

Curative  treatment  will  be  dismissed  with  reference  to  but  two 
of  its  features.  In  the  presence  of  bleeding  due  to  muscular  exhaus- 
tion, administration  of  oxytoxics  even  in  large  doses  promises  little, 
since  their  efficiency  depends  upon  the  abihty  of  the  musculature  to 
respond  to  stimulation ;  and  such  power  is  well  exhausted.     Vigorous 
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massage  of  the  fundus  may  be  ineffectual  of  the  same  reason.  A 
firm  intrauterine  tampon  checks  such  hemorrhage  and  keeps  it 
checked,  and  early  introduction  of  it  is  the  most  efficient  treatment. 

Early  inertia  responds  to  curative  treatment.  If  due  to  inhibition, 
normal  action  follows  removal  of  the  cause  whether  this  be  a  dis- 
tended bladder  or  rectum,  the  misdirection  of  forces  the  result  of 
pendulous  abdomen,  or  suffering  because  "pains"  either  are  severe 
or  poorly  borne.  Due  to  exhaustion,  appropriate  treatment  with 
hypnotics  or  narcotics  together  with  nourishment  assures  the  rest 
of  mind  and  body  necessary  for  the  resumption  of  normal  uterine 
action. 

The  prophylactic  treatment  of  late  inertia  due  to  insufficiency  re- 
mains to  be  discussed.  Stated  simply,  the  problem  is  one  of  con- 
servation of  muscular  energy,  and  into  it  there  enter  several  factors. 
They  are:  the  efficiency  of  the  particular  uterus  as  a  propulsive 
force,  resistance  the  pelvis  is  to  offer,  and  the  possible  dystocia  attend- 
ant upon  such  malpresentations  as  breech  and  bregma  and  especially 
upon  that  commonest  of  malpositions,  the  occiput-posterior.  The 
attendant  attacks  the  problem  intelligently  only  as  he  considers  what 
the  uterus  can  do  and  what  it  is  to  be  called  upon  to  do. 

Since  the  simplest  way  to  conserve  uterine  muscle  energy  is  to 
prevent  body  fatigue,  it  follows  that  some  impairment  of  uterine 
function  follows  the  physical  exhaustion  attendant  upon  allowing 
the  parturient  to  spend  hours  of  labor  in  walking  about.  Similarly, 
the  practice  of  encouraging  the  patient  to  "bear  down"  when  once 
contractions  are  well  established  calls  for  physical  exertion  that  in- 
fluences labor  in  no  way  except  to  retard  it;  for,  until  the  cervix  is 
fully  dilated,  advance  is  impossible  and  energy  expended  in  antici- 
pating it  is  wasted. 

When  intermittency  is  considered  the  most  important  character- 
istic of  uterine  contractions  for  the  reason  that  it  is  in  the  intervals 
between  the  latter  that  the  uterus  rests  and  its  blood  supply  is  re- 
plenished, labor  will  be  closely  watched  for  evidence  of  maintenance 
of  tone  between  contractions  and  for  slow  and  incomplete  relaxation 
following  them.  These  conditions  rapidly  use  up  muscular  energy: 
they  influence  labor  only  to  prolong  it:  and  they  are  seen  in  neurotic 
primiparae,  not  infrequently  when  labor  is  dry  and  complicated  by 
such  abnormalities  as  bregma,  breech  and  persistent  occiput-poste- 
rior. They  call  for  treatment  of  the  uterine  overaction  by  seda- 
tives or,  in  the  more  extreme  cases,  by  the  relaxation  that  ether  by 
inhalation  produces.     When   satisfactory  intermittency   has  been 
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established,  the  individual  contraction  is  more  efficient  and  the  pos- 
sibility of  early  insufficiency  more  remote. 

When  membranes  rupture  before  complete  obhteration  or  efiFace- 
ment  of  the  internal  os,  uterine  action  is  embarrassed  by  loss  of  the 
dilating  force  the  intact  bag  of  waters  represents.  As  the  result  of 
increased  work  required  of  the  uterine  muscle,  labor  invariably  is 
prolonged;  not  infrequently  dilatation  of  the  cervix  is  incomplete 
and  delivery  operative.  In  such  cases,  especially  if  there  be  asso- 
ciated a  moderate  degree  of  disproportion,  there  is  urged  the  early 
introduction  of  a  hydrostatic  dilator  as  a  prophylactic  against  in- 
ertia and  more  radical  operative  interference.  The  results  of  this 
treatment  are  gratifying.  Its  advantages  far  outweigh  the  sHght 
risks  and  difficulties  attendant  upon  carrying  it  out. 

In  connection  with  the  prevention  of  inertia,  the  use  of  pituitary 
extract  is  mentioned  only  to  be  dismissed.  This  well-known  agent 
is  employed  to  stimulate  failing  contractions  or  to  make  ordinarily 
efficient  contractions  sufficient  to  perform  the  increased  work  at 
hand.  It  makes  the  uterus  work  harder  and  treats  moderate  inertia 
with  symptomatic  success,  though  by  so  doing  the  reserve  of  uterine 
energy  is  progressively  depleted.  Obviously,  in  the  use  of  pituitary 
extract  uterine  muscle  strength  is  not  conserved. 

The  possibility  of  an  inertia  immediately  following  the  second 
stage  and  the  danger  of  it  have  been  mentioned.  Such  a  complica- 
tion ordinarily  gives  warning  of  its  development  in  the  gradually 
decreasing  duration  and  propulsive  character  of  the  contractions. 
The  latter  conditions  may  not  be  permitted  to  continue  indefinitely. 
They  call  for  treatment  that  will  conserve  the  failing  expulsive  force — 
a  requirement  adequately  met  only  when  each  contraction  is  supple- 
mented by  conservative  traction  on  forceps  or  upon  the  breech. 
These  are  cases  that  in  general  are  unsuited  to  treatment  with 
pituitary  extract,  the  use  of  which  should  be  limited  to  the  rare  cases 
in  which  but  few  additional  contractions  are  necessary  for  birth 
of  the  child.  Stimulation  is  not  undesirable  when  but  little  extra 
work  is  required  of  the  uterus:  it  is  dangerous  when  the  work  to  be 
done  is  great. 

Finally  there  remains  to  be  mentioned  an  inertia  that  occurs  late 
in  the  second  stage  due  to  insufficiency  artificially  produced  by  pro- 
found anesthesia.  Too  often  operative  delivery  is  accomphshed 
under  these  conditions.  Extraction  by  forceps  and  by  the  breech 
must  be  practised  in  the  presence  of  uterine  contractions.  To  this 
rule  there  is  practically  no  exception.  When  disregarded  and  the 
child  extracted  from  an  inert  uterus,  postpartum  bleeding  should  be 
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expected.  Hemorrhage  inevitably  follows  relaxation,  the  result  of 
the  anesthesia. 

No  attempt  has  been  made  to  discuss  treatment  even  of  the  com- 
monest manifestations  of  inertia,  such  as  lack  of  progress  in  labor 
and  postpartum  hemorrhage.  The  presentation  even  of  the  pre- 
ventive treatment  of  inertia  is  neither  complete  nor  systematic, 
for  all  features  have  not  been  considered  and  details  of  treatment 
have  not  been  included.  In  what  has  preceded  an  attempt  has  been 
made  to  present  certain  causes  and  to  explain  certain  consequences 
of  inertia  occurring  late  in  labor.  It  has  been  written  with  the  hope 
of  inspiring  increased  interest  in  an  important  complication  of 
parturition. 

355  State  Street. 
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PREGNANCY  IN  A  CASE  OF  IMPROVED 
SPORADIC  CRETINISM. 

BY 

WALTER  E.  WELZ,  M.  D., 

Detroit,  Mich. 

Mrs.  F.  S.,  aged  thirty-six,  entered  the  obstetric  service  of  Provi- 
dence Hospital,  July  i,  1918  (Case  2833).  Being  an  adopted 
orphan,  no  family  or  personal  history  was  known.  She  had  measles 
in  infancy,  scarlatina  at  five  years.  Following  poison  ivy  poisoning 
she  had  her  first  menstrual  period  at  eleven;  began  to  be  fleshy 
at  ten.  At  twenty-three  years,  one  year  after  marriage,  had  severe 
nervous  breakdown,  being  in  bed  three  months  with  marked  delu- 
sions and  illusions.  Since  then  had  enjoyed  good  health.  At 
sixteen  years  she  left  school,  being  in  the  sixth  grade.  Her  mental 
state  is  stunted,  though  fairly  intelligent.  Height  is  63  inches,  tem- 
perature 98.8,  pulse  78,  weight  189  pounds,  the  weight  increasing 
gradually  since  twelve  years  of  age,  has  hearty  appetite,  normal 
urination,  severe  constipation.  The  skin  is  dry,  coarse  in  texture, 
yellowish-gray  in  color,  face  puflfy  especially  about  the  eyelids.  The 
hair  is  coarse  gray,  the  color  being  the  same  for  sixteen  years.  There 
is  but  little  hair  under  arms  or  on  genitals,  a  few  coarse  hairs  on 
upper  and  lower  lip.  The  rOot  of  the  nose  is  slightly  depressed,  lips 
very  thick,  teeth  poor.  The  head  is  large,  f  ontanelles  closed  normally 
and  the  head  is  thrown  forward  when  standing.  Thyroid  gland 
cannot  be  palpated.  The  abdomen  is  globular  with  a  marked  pan- 
niculus  adiposus;  above  the  pubes  is  a  large  pendulous  pad  of  fat . 
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Limbs  and  arms  are  well  padded  with  fat.  The  breasts  are  large 
and  pendulous  being  mostly  fat  with  little  glandular  tissue.  Legs 
and  arms  are  noticeably  short.  Upper  arm  is  lo  inches  long,  lower 
arm  lo  inches,  hands  6  inches  long,  are  stubby  and  broad. 

Menstruation  commenced  at  eleven  years  and  has  continued  a 
very  irregular  course  since  then,  always  skipping  from  one  to  four 
months;  duration  was  seven  days  and  the  amount  more  than  the 
average;  no  pain.  Marriage  occurred  in  1904.  Sexual  life  has  been 
normal,  though  never  pregnant  until  present  pregnancy.  The  last 
period  commenced  October  2,  1917,  quickening  February  25. 
Health  during  pregnancy  has  been  normal. 

July  5,  1918.  Uterus  is  globular  in  form  indicating  pregnancy 
of  about  thirty-six  weeks  with  fetus  in  L.  O.  A.,  position;  head  unen- 
gaged. External  measurements  are  spines  24,  crests  27,  trochanters 
30.5,  external  conjugate  20.5.  Outlet  measurements,  transverse 
73^  cm.  Anterior-posterior  10.75;  anterior  sag.  6  cm.,  posterior 
sag.  7.75  cm. 

The  labia  majors  are  small,  vagina  also  small.  Portio  2.5  cm. 
long,  soft,  OS  closed.  Conjugate  diagonalis  is  9.5  cm.;  estimated 
conjugate  vera  7.5  cm.  The  arch  is  acute,  being  about  75  per  cent., 
the  bones  feel  coarse,  more  male  than  female  type.  The  sacral  hol- 
low is  small,  though  concave  both  laterally  and  vertically;  both 
alae  are  short.  The  sacroiliac  joint  is  firm.  The  ischii  feel  coarse 
and  closely  approximated. 

Urine  was  normal  except  in  urea  excretion  which  was  only  13.39 
grams  in  48  ounces  per  twenty-four  hours.  Wassermann  was  nega- 
tive. 3,900,000  R.  B.  C,  hemoglobin  65  per  cent.,  15,700  W.  B.  C, 
81  per  cent,  neutrophiles,  12  per  cent,  small  mononuclear,  5  per  cent, 
large  mononuclear,  i  per  cent,  eosinophiles. 

Skiagraph  showed  normal  sella  turcica. 

Diagnosis. — Generally  contracted  pelvis  due  to  sporadic  cretinism. 

Contractions  started  4  p.  m.,  July  19,  1918.  At  7.00  a.  m.,  July  20, 
as  the  head  was  unengaged,  high  cesarotomy  was  performed,  a 
7^  pound  male  child  being  born  with  normal  head  measurements 
and  normal  appearance.  There  was  absolutely  no  sign  of  breast 
engorgement  and  no  milk  secreted.  Because  bowel  disturbances  and 
lack  of  mother's  milk,  child  was  placed  on  formula  fifth  day.  The 
mother  made  normal  recovery  leaving  hospital  in  fourteen  days 
with  a  healthy  babe. 

The  reason  for  reporting  this  is  because  of  the  rarity  of  pregnancy 
in  cretinism  with  subsequent  improvement.  There  was  probably 
arrested  development  of  the  bony  pelvis  before  adolescence  with 
sclerotic  changes  after  that  period.  Contrary  to  the  average  cretin 
in  which  the  bones  are  reported  as  being  delicate  and  gracile,  the 
pelvic  bones  were  large  and  coarse.  The  contraction  of  the  internal 
conjugate  was  probably  due  to  under  development  of  the  sacral 
alffi. 

60S  Mt.  Elliott  Avenue. 
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A  CASE  OF  MULTIPLE  FIBROMYOMATA  OF  THE  BROAD 

LIGAMENT,  WITH  SECONDARY  CYSTIC 

DEGENERATION.* 

BY 
OLGA  McNEILE,  M.  D., 

Los  Angeles.  Cal. 

Mrs.  T.  J.,  fifty-four  years  old,  born  in  Scotland.  Weight,  140 
pounds;  height,  5  feet  and  8  inches. 

Past  History. — Not  sick  in  bed  for  the  past  twenty  years,  except 
during  the  puerperium.  Seven  children,  oldest  twenty-eight  years, 
and  youngest  ten  years  old.  Two  miscarriages,  at  about  two  months ; 
last  one  over  fifteen  years  ago.  Labors  long,  but  spontaneous;  no 
repairs.  Always  constipated.  Menopause  at  forty-seven  years, 
without  any  unusual  symptoms. 

Present  History. — Symptoms  began  ten  years  ago,  shortly  after 
last  labor.  Complained  of  backache,  bearing  down,  and  pain  in 
both  groins.  During  past  six  years  the  abdomen  has  gradually 
grown  larger,  constipation  became  more  marked,  urination  became 
very  frequent,  and  vomiting  occurred  after  the  ingestion  of  any 
solid  food.  Dyspnea  and  vertigo  were  the  most  marked  symptoms 
during  the  past  year. 

Examination. — Heart:  Enlarged  3^^  inch  to  the  left  and  3-2  inch 
upward.  Marked  irregularities  of  rate  and  volume.  Lungs: 
Breathing  purely  costal;  otherwise  negative.  Abdomen:  Very  tense 
and  enlarged  to  the  size  of  a  full- term  twin  pregnancy.  Dulness 
on  percussion  over  the  entire  area.  Hard,  movable  mass,  the  size 
of  an  orange,  felt  in  left  lower  quadrant  of  the  abdomen.  Peri- 
neum: Old  second  degree  laceration.  Vagina:  Large  rectocele  and 
cystocele.  Mucosa  bluish.  On  bimanual  examination,  I  found  an 
irregular  mass  of  subserous  fibroids  filling  the  entire  pelvic  cavity 
and  extending  to  midway  between  the  pubes  and  umbilicus.  This 
mass,  which  was  irregular,  and  but  slightly  movable,  was  connected 
to  a  second  mass,  the  size  of  a  grape-fruit,  which  was  freely  movable 
over  the  entire  left  lower  quadrant  of  the  abdomen.  Urinalysis: 
Entirely  negative.     Blood  pressure:  120  and  80. 

Diagnosis. — Multiple  fibromyomata  of  uterus  and  ovarian  cyst. 

Preoperative  Treatment. — Phenolax  taken  for  bowels,  thirty-six 
hours  before  operation.  Light  diet  and  large  amounts  of  fluids 
ordered  for  the  same  period  of  time.  Patient  entered  hospital  the 
evening  before  operation.  The  abdomen  was  shaved  and  the  patient 
put  to  bed.  Three  hours  before  operation,  a  low,  i-quart  soap-suds 
enema  was  given.  Morphine,  gr.  3^^  and  scopalamine,  gr.  3^f  50  was 
given  by  hypodermic  two  hours  before  operation,  and  the  same  dose 
was  repeated  in  one  hour.     No  catheterization. 

*Read  before  the  Los  Angeles  Obstetrical  Society,  Feb.  11,  1919. 
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Operation. — ^Light  ether  anesthesia.  Five-inch  incision  in  mid- 
line, beginning  at  the  pubes.  Peritoneum  under  great  tension. 
Found  about  i  quart  of  free  fluid  in  the  abdominal  cavity.  Large 
cyst  filled  the  entire  abdomen,  from  the  brim  of  the  pelvis  to  the 
diaphragm.  Tapped  cyst,  gradually  drawing  off  lo  quarts  of 
clear,  straw  colored  fluid.  Entire  mass  then  easily  drawn  out 
through  the  incision.  No  adhesions.  Pedicle,  about  i  inch 
broad  and  3^:4  inch  thick,  was  easily  ligated.  Uterus,  tubes 
and  ovaries  found  entirely  normal.  Adnexa  were  removed,  and 
the  uterus  firmly  fixed  high  up  on  the  anterior  abdominal  wall. 
This  fixation  was  chiefly  done  to  overcome  the  vaginal  relaxation, 
since  it  was  not  advisable  to  do  any  vaginal  work.  Abdominal 
incision  closed  in  four  layers,  without  drainage.  The  entire  time  of 
operation  was  forty-five  minutes,  and  the  patient  left  the  table  in 
excellent  condition. 

Postoperative  Treatment. — A  6-pound  sandbag  was  placed  over  the 
entire  abdomen.  This  was  reduced  to  3  pounds  after  twelve  hours, 
and  removed  after  forty-eight  hours.  Proctoclysis  was  given  con- 
tinuously for  twenty-four  hours.  Heroin,  gr.  }^^2  was  ordered  every 
four  hours  for  twenty-four  hours,  and  then  as  needed.  Milk  of 
magnesia  and  low  enemata  were  ordered  for  the  bowels.  Patient 
was  lifted  into  the  wheel  chair  on  the  fourth  day,  and  taken  out- 
doors for  an  hour.  This  was  increased  daily.  Stitches  were  re- 
moved on  the  eighth  day.  Incision  found  well  healed.  Patient 
took  a  few  steps  on  the  tenth  day,  and  left  the  hospital  at  the  end 
of  two  weeks. 

Final  Examination. — Made  in  the  office  just  four  weeks  from  the 
day  of  operation.  All  dyspnea  and  vomiting  had  disappeared. 
Patient  was  doing  her  own  house-work.  The  abdomen  was  found 
normal  in  size,  with  a  firm  scar.  Vaginally,  the  uterus  was  felt 
high  up  and  forward,  effectually  relieving  the  relaxed  vagina. 

Pathologist's  Report  by  Dr.  Mona  E.  Bettin. — "Sections  from 
the  tumor  masses  removed  from  Mrs.  J.  have  been  made  and  exam- 
ined microscopically.  There  is  no  evidence  of  malignancy  in  any  of 
the  sections  examined.  The  growths  for  the  most  part  are  made 
up  of  smooth  muscle  fibers  and  fibrous  tissue,  in  some  places  being 
very  cellular  and  in  other  areas  showing  marked  myxomatous  de- 
generation. One  or  two  places  in  the  sections  show  marked  edema. 
The  cysts  present  are  continuous  with  the  fibromyomata,  and  do 
not  seem  to  have  any  connection  with  the  left  tube  and  ovary  which 
seem  to  be  intact. 

Diagnosis. — Fibromyomata  with  cystic  degeneration. 
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SOME  RECENT  DEVELOPMENTS  IN  OBSTETRICS.* 

BY 

FRANK  R.  OASTLER,  M.  D., 

Professor  of  Clinical  Gynecolo^,  College  of  Physicians  and  Surgeons.    Attending 

Obstetrician  and  Gynecologist,  Lincoln  Hospital,  Attending 

Gynecologist,  Lenox  Hill  Hospital, 

New  York.  N.  Y. 

When  the  oflScers  of  this  Society  invited  me  to  read  a  paper 
they  suggested  that  I  choose  a  subject  that  would  be  of  interest  to 
the  general  practitioner,  and  one  that  would  invite  discussion. 

Obstetrics  as  a  Surgical  Procedure. — Progress  in  medicine  is  slow 
at  best  and  yet  as  I  look  back  upon  my  student  days  and  compare 
obstetrics  of  that  period  with  the  present  day,  progress  in  this  divi- 
sion of  medicine  seems  rapid.  Probably  one  of  the  most  important 
changes  in  the  methods  of  obstetrical  procedure  has  been  the  posi- 
tion occupied  by  obstetrics  and  the  obstetrician  in  the  realm  of 
medicine  to-day.  To-day  obstetrics  is  a  surgical  procedure  taught 
under  the  general  principle  of  surgery,  belonging  to  the  department 
of  surgery  and  enjoying  that  careful  technic  given  the  surgical  opera- 
tion. In  one  of  the  institutions  to  which  I  am  attached,  for  instance, 
the  obstetrician  is  appointed  as  surgeon  to  the  hospital  in  charge  of 
the  Division  of  Obstetrics.  That  means  that  the  obstetrician  of 
to-day  must  be  a  man  schooled  in  the  practice  of  surgery,  a  man  able 
to  take  surgical  initiative  as  the  case  demands.  It  means  that  the 
physician  who  practises  obstetrics  must  realize  that  in  order  to 
safeguard  his  patient  against  the  dangers  of  childbirth,  he  must  be 
trained  to  the  surgical  emergency,  it  means  that  the  old  time  obstet- 
rician with  the  tall  hat,  frock  coat,  and  the  narrow  black  bag  has 
been  relegated  to  oblivion,  and  the  low  bed  with  the  dirty  linen 
must  of  necessity  sooner  or  later  go  with  him.  As  modem  obstet- 
rics progresses  it  is  to  be  hoped  the  bedroom  of  deUvery  will  rapidly 
assume  the  appearance  of  the  hospital  deUvery  room — a  surgical 
operating  room  ready  for  any  emergency.  For  after  all  is  said  we 
only  know  what  is  going  to  happen  in  obstetrics  after  it  is  over. 

Antepartum  Care. — With  the  assumption  of  this  surgical  position 

in  obstetrics  has  come  about  the  antepartum  care  of  our  obstetrical 

*Read  before  the  Medical  Association  of  the  Greater  City  of  New  York, 
February,  191 9. 
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patients  both  in  the  hospital  and  private  practice.  The  efifort  now 
being  made  to  district  New  York  City  so  that  the  obstetric  poor 
must  confine  themselves  to  a  definite  area  for  treatment,  the  estab- 
lishment of  antepartum  clinics  in  the  hospitals  of  each  district  for 
the  observation  and  preparation  of  patients  for  future  delivery,  is  a 
development  of  great  value  and  in  itself  must  of  necessity  force  the 
general  practitioner  to  adopt  definite  antepartum  care  of  his  patients. 
It  is  not  my  purpose  to  catalogue  the  various  procedures  necessary 
for  the  proper  antepartum  care  of  our  patients  but  simply  to  empha- 
size one  or  two  more  recent  procedures  which  help  to  mark  the 
progress  of  obstetrics. 

Modern  antepartum  care  may  be  summarized  as  follows:  (i) 
The  care  of  the  individual  mother.  Formerly  this  department  of 
obstetrics  was  sadly  neglected.  To-day  as  soon  as  a  woman  be- 
comes pregnant  her  previous  history  must  be  obtained  for  facts 
bearing  on  the  present  pregnancy  and  here  I  beg  to  especially  em- 
phasize the  necessity  of  determining  the  condition  of  the  patient's 
digestion  prior  to  pregnancy  because  the  treatment  of  nausea,  vomit- 
ing, hyperemesis,  acidosis  and  toxemia  is  largely  dependent  upon 
hyperacidity,  achylia,  chronic  gastritis  or  intestinal  toxemia.  (2)  A 
thorough  examination  of  the  pelvis  follows  at  once  to  determine  the 
size  and  any  abnormalities  of  the  genital  urinary  tract,  especially 
retrodisplacements.  (3)  A  printed  card  given  each  patient  detail- 
ing instructions  as  to  habits,  exercise,  sleep,  abnormal  symptoms, 
adjustment  of  corset,  examination  of  urine,  etc.  (4)  Accurate  ex- 
amination of  the  urine  bi-weekly  and  here  I  would  specially  call 
attention  to  three  facts:  {a)  that  pregnant  women  normally  run 
a  low  urea  and  so  urea  is  not  of  as  much  significance  as  was 
formerly  supposed;  {b)  that  a  more  careful  examination  for  ace- 
tone and  diacetic  acid  is  valuable,  in  order  to  watch  for  the 
acidosis  so  common  among  many  of  our  pregnant  women; 
(c)  that  the  nitrogen  partition  test  is  of  some  value  though 
results  are  dependent  in  a  great  measure  upon  the  amount  of  proteid 
ingested.  (5)  Methods  for  ameliorating  vomiting  of  pregnancy. 
Where  the  vomiting  of  pregnancy  is  of  a  severe  nature  the  determin- 
ation of  the  CO2  absorption  power  of  the  blood  should  be  under- 
taken in  order  to  ascertain  the  severity  of  the  acidosis.  Laboratory 
procedure  has  now  succeeded  in  accurately  determining  the  point  of 
danger,  where,  if  acidosis  starvation  is  allowed  to  continue,  death  will 
almost  surely  ensue.  (6)  Blood  pressure  and  this  to  my  mind  is 
one  of  the  most  important  guides  in  antepartum  work  on  pregnant 
women.     It  is  well  to  remember  that  the  blood  pressure  of  the  preg- 
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nan  I  woman  is  lower  than  normal.  Patients  suffering  from  high 
blood  pressure  during  pregnancy  may  conveniently  be  divided  into 
four  general  classes:  (a)  those  who  have  a  latent  chronic  nephritis 
which  becomes  active  as  soon  as  pregnancy  occurs  and  is  associated 
with  urinary  changes,  i.e.,  albumin  and  casts,  gradually  becoming 
worse;  (b)  hypertension  associated  with  valvular  lesions  of  the 
heart,  well  compensated.  Here  the  hypertension  is  present  from 
the  beginning  and  not  necessarily  accompanied  by  urinary  changes 
unless  compensation  fails;  (c)  hypertension  associated  with 
marked  renal  changes  occurring  generally  at  six  and  one-half  months 
and  followed  by  eclampsia  if  not  treated;  (d)  so-called  liver  cases 
where  the  signs  of  oncoming  eclampsia  are  conspicuous  by  their 
absence,  where  the  urinary  conditions  are  normal,  the  functional 
test  satisfactory,  yet  the  blood  pressure  which  has  previously  been 
normal,  steadily  rises  to  be  followed  very  shortly  by  an  eclamptic 
seizure  and  death  if  the  pregnancy  be  not  immediately  interrupted. 
This  is  more  apt  to  occur  during  the  seventh  month.  Taking  into 
consideration  these  various  conditions,  therefore,  the  great  impor- 
tance of  the  determination  of  the  blood  pressure  during  pregnancy 
becomes  evident.  (7)  To  the  various  indications  for  the  interrup- 
tion of  pregnancy  I  beg  to  emphasize  the  importance  of  terminating 
pregnancy  in  cases  of  mitral  stenosis,  for  it  rarely  happens  that  such 
patients  go  to  term  without  disaster. 

Methods  for  determining  the  proper  relations  between  size  of  the 
child  and  the  pelvis  are  an  essential  element  in  proper  antepartum 
care.  Here  I  wish  to  call  attention  to  the  importance  of  the  proper 
feeding  and  exercise  of  our  patients.  Feed  by  the  caloric  method 
if  possible.  Unfortunately  regulation  of  diet  is  not  always  success- 
ful for  the  child  will  often  get  food  at  the  expense  of  the  mother  and 
vice  versa,  the  ratio  allotted  to  each  by  nature  being  of  great  varia- 
tion both  before  and  after  labor.  However,  in  many  cases  excellent 
results  may  be  obtained  by  careful  feeding.  Interruption  of  preg- 
nancy at  about  the  eighth  month  is  indicated  where  the  dispropor- 
tion is  apparent,  and  shortly  after  full  term  where  the  child  is  suffi- 
ciently large  and  labor  is  delayed.  And  here  the  question  of  the 
induction  of  labor  at  the  eighth  month,  or  after,  in  border-line  cases 
is  one  requiring  very  serious  consideration.  Induction  by  bag, 
bougie  or  packing  is  not  always  successful  at  this  period  and  if  more 
radical  measures  must  follow  the  vaginal  site  will  have  been  exposed 
to  possible  infection  and  Cesarean  section  may  have  to  be  done  under 
conditions  far  from  ideal.  One  never  knows  until  labor  is  on,  the 
strength  of  the  labor  pains  or  the  molding  quality  of  the  head,  and 
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very  many  times  a  doubtful  case  will  terminate  satisfactorily  at 
term.  Whether  to  interfere  or  not  is,  therefore,  a  question  that 
often  taxes  the  best  intellect. 

Labor. — Appointment  obstetrics.  Turning  our  attention  to  labor 
itself  I  wish  in  the  first  place  to  mention,  in  order  to  condemn  so- 
called  appointment  obstetrics,  a  procedure  conceived  more  for  the 
convenience  of  the  accoucheur  than  for  the  safety  of  the  patient. 
We  teach  our  students  the  necessity  of  few  examinations  during 
labor,  we  even  insist  upon  rectal  examinations  only,  and  yet  I  find 
that  it  is  becoming  the  fad  to  expose  our  patients  to  the  introduction 
of  the  bag  and  the  associated  dangers  in  order  that  we  may  not  miss 
the  afternoon  at  golf  or  the  evening  at  the  opera.  No  one  can  de- 
termine before  hand  what  kind  of  a  labor  a  bag  will  produce;  all  of 
us  know  that  many  labors  are  hard  to  induce  under  any  condition, 
not  mentioning  the  possibilities  of  infection,  and  yet  this  work  is  to 
be  done  and  encouraged  by  the  ordinary  practitioner  and  later 
possibly  by  the  midwife.  Let  us  remember  that  once  a  bag  is 
introduced  we  have  exposed  the  vaginal  route  to  possible  infection 
and  if  other  measures  have  to  be  taken  later — Cesarean  section, 
forceps  or  versions — we  have  changed  a  natural  labor  into  a  danger- 
ous procedure.  Induction  of  labor  by  bags  is  an  extremely  useful 
procedure  when  indicated  but  only  when  indicated  and  the  con- 
venience of  the  mother  and  physician  is  not  an  indication.  Has 
the  baby  no  right  in  the  matter? 

Pituitrin. — While  we  are  discussing  the  use  of  the  bag  where  in- 
duction of  labor  is  indicated  I  beg  to  mention  the  use  of  castor  oil 
and  pituitrin  for  purpose  of  inducing  labor  at  term.  Among  the 
many  drugs  used  in  obstetric  procedure  I  believe  pituitrin  to  be 
one  of  the  most  useful.  The  dangers  attendant  upon  its  use  in  the 
beginning  were  due  to  improper  administration,  either  in  too  large 
dosage  or  without  proper  indication.  A  dosage  of  0.5  c.c.  used 
twice  at  intervals  of  a  half-hour  if  necessary,  is  usually  sufiicient 
and  the  indication  is  now  definitely  established — a  proper  relation 
between  head  and  pelvis  and  a  dilated  cervix.  Pituitrin  in  my  hand 
has  largely  taken  the  place  of  median  and  low  forceps.  There  is 
the  other  use  of  pituitrin  already  mentioned,  which  demands  atten- 
tion; that  is,  for  the  induction  of  labor,  where  patients  have  delayed 
labor.  A  large  dose  of  castor  oil  followed  by  the  pituitrin  given 
every  hour  for  four  doses  and  the  pituitrin  repeated  in  twenty-four 
hours  if  necessary  will  often  induce  labor  safely  and  obviate  the 
necessity  of  the  use  of  the  bag.  Finally  should  be  mentioned  the 
use  of  surgical  pituitrin  for  the  relief  of  overdistention  of  the  intes- 


oastler:  some  recent  developments  in  obstetrics    663 

tines  following  labor  where  relaxation  of  the  abdominal  walls  is 
excessive. 

Intensive  Delivery. — And  now  that  obstetrics  has  become  a  part 
of  general  surgery  I  wish  to  bring  to  your  consideration  the  so-called 
intensive  method  of  delivery  as  distinguished  from  the  extensive. 
The  remarkable  freedom  from  infection  obtained  by  the  out-door 
departments  of  our  lying-in  hospitals  is  due  in  great  measure  to  in- 
tensive delivery.  This  procedure  should  also  obtain  in  the  delivery 
room  no  matter  where  situated.  Let  us  prepare  our  whole  operating 
field  as  carefully  as  we  do  a  surgical  operation,  but  let  us  recognize 
that  distant  parts  of  this  operating  field  are  almost  sure  to  become 
contaminated  with  the  incessant  movements  of  the  patient.  Our 
attention  should  therefore  be  confined  particularly  to  keeping  the 
vulva  and  the  immediate  area  sterile  and  our  hands  as  well,  realizing 
the  possible  weakness  of  our  extensive  technic.  This  intensive 
work  if  carried  out  carefully  in  the  homes  of  our  patients  should 
materially  reduce  infection,  the  one  great  bugbear  of  obstetrics. 

Narcosis  in  Obstetrics. — Among  the  newer  processes  should  be 
mentioned  methods  developed  for  the  purpose  of  ameliorating  the 
suffering  of  our  obstetric  patients.  That  some  safe  method  suitable 
for  all  patients  will  be  eventually  evolved  is  certain.  At  present, 
however,  there  seems  to  be  no  unanimity  of  opinion  as  to  the  various 
methods  in  use;  morphine,  scopolamine,  nitrous  oxide  and  oxygen, 
chloroform,  ether.  It  may  fairly  be  said,  however,  that  chloro- 
form has  lost  much  of  its  former  popularity  to  ether,  and  scopola- 
mine to  nitrous  oxide  and  oxygen.  No  one  remedy  can  be  regarded 
as  danger  free.     Disaster  may  occur  when  least  expected. 

Rectal  E.xamination. — Rectal  examinations  instead  of  vaginal  are 
rapidly  growing  in  popularity.  Experience  has  shown  that  our 
internes  readily  acquire  the  necessary  sense  of  touch  for  the  determi- 
nation of  the  presentation;  position  and  condition  of  cervix,  and 
there  is  no  doubt  but  that  the  possibility  of  infection  is  much 
diminished  without  diminishing  to  any  great  extent  our  knowledge 
of  the  progress  of  the  labor.  That  this  method  of  examination  should 
become  routine  seems  advisable.  Undoubtedly  there  will  be  ob- 
jections as  was  the  case  with  rubber  gloves  at  first  but  the  education 
of  physician  and  patients  will  overcome  this.  And  here  just  a  word 
on  the  education  of  our  patients  to  proper  obstetric  procedure. 
Generally  speaking  too  much  education  on  medical  topics  does 
harm.  However,  there  can  be  no  harm  in  instructing  the  obstetric 
patient  what  to  expect  from  her  physician. 

Episiotomy. — Nature  is  a  cruel  master,  heartless,  unsympathetic, 
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bent  on  carrying  out  her  law  for  the  propagation  of  the  species, 
interested  in  the  human  being  only  while  this  function  is  being 
furthered  and  determined  on  her  destruction  as  soon  as  possible 
thereafter.  After  all  it  seems  as  though  every  stage  of  advance  in 
medical  science  is  in  direct  opposition  to  Nature's  efforts.  Women 
have  repeated  pregnancies  rapidly  one  after  another  if  nature  has 
her  way  and  after  a  while  what  is  the  result — a  big  family,  a  weak- 
ened mother  and  a  prolapse  of  the  uterus.  The  continual  pounding 
of  the  child's  head  upon  the  pelvic  floor  means  that  something  must 
eventually  give  way^ — laceration  of  the  perineum,  relaxation  of  the 
pelvic  outlet.  In  order  to  avoid  as  far  as  possible  this  condition 
the  operation  of  episiotomy  has  come  into  favor  and  justly  so. 
Lateral  incisions  at  the  junction  of  the  upper  two-thirds  with  lower 
third  on  either  side  of  the  vulva,  often  only  on  one  side,  accom- 
plish four  things:  (i)  they  save  many  mothers  from  exhaustion; 
(2)  save  the  perineum;  (3)  do  no  pelvic  harm,  (4)  diminish  the  risk 
to  the  child.  A  few  sutures  and  the  repair  is  complete.  Where 
there  is  a  possibility  of  serious  perineal  tear  or  paralysis,  episiotomy 
is  a  procedure  of  choice. 

Cesarean  Section. — Twenty-five  years  ago  the  words  Cesarean 
section,  operation  at  2  p.  m.,  meant  a  stampede  for  the  clinic  and  an 
excitement  equal  only  second  to  that  created  by  some  of  our  most 
thrilling  movies.  To-day  the  same  operation  with  much  nicer 
technic,  lowered  mortality  and  morbidity  hardly  creates  a  stir 
in  the  medical  community,  and  what  does  this  mean?  Simply  that 
Cesarean  section  has  taken  its  proper  place  among  the  common 
surgical  procedures  of  the  day.  An  operation  of  low  mortality  to 
mother  and  child  and  easy  of  execution  by  the  skilled  obstetrician. 
This  is  no  operation  for  the  tyro,  any  more  than  any  major  surgical 
procedure,  but  it  is  one  of  the  many  procedures  which  the  obstetri- 
cian is  required  to  assume  and  the  result  of  this  development  of 
Cesarean  section  has  increased  materially  so  that  to-day  it  has  sup- 
planted accouchement  force  and  high  forceps  in  most  cases  and  the 
operation  of  version  in  many.  That  Cesarean  section  is  being  per- 
formed far  too  often  I  believe,  nevertheless,  many  indications  for  its 
use  arise  to-day  which  were  formerly  regarded  as  no  indications;  for 
instance,  complete  placenta  previa,  and  some  varieties  of  uterine 
inertia,  eclampsia  in  the  primipara  with  rigid  cervix,  etc.  And  still 
with  the  advance  of  this  most  valued  operation  it  should  not  be  for- 
gotten that  obstetric  knowledge  to-day  has  emphasized  one  fact  more 
than  ever  before,  that  intelligent,  patient  waiting  will  overcome  more 
obstacles  than  the  knife. 
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Postpartum  Care,  ''Follow-up^'  Method. — Turning  our  attention 
now  to  the  last  phase  of  obstetric  procedure,  the  postpartum  care 
of  our  patient,  here  also  we  note  much  of  modern  progress.  That 
the  obstetric  patient  of  to-day  is  better  cared  for  than  formerly  is 
emphasized  particularly  in  the  gynecological  clinics  where  it  is  a 
matter  of  common  knowledge  that  obstetric  injuries  requiring 
repair  are  far  less  common  than  formerly  and  that  the  after  care  of 
our  patients  has  much  to  do  with  this.  Our  patients  to-day  are  seen 
and  treated  day  by  day  following  childbirth  until  they  get  up  and 
now  by  the  so-called  follow-up  method  adopted  in  most  of  our  insti- 
tutions these  patients  are  watched  long  after  they  leave  the  immedi- 
ate care  of  the  physician.  Also  through  the  valuable  assistance  of 
the  social  worker  many  of  our  mothers  are  left  under  more  careful 
observation.  •  This  attention  given  to  the  poor  is  now  being  offered 
to  the  rich,  but  as  always  in  medicine,  the  middle  class  suffers  be- 
cause physicians  as  yet  are  not  quite  alive  to  its  importance  and  are 
not  properly  compensated  for  their  time.  I  believe  that  a  woman 
who  has  borne  a  child  should  be  under  the  observation  of  her  physi- 
cian for  three  months  following  childbirth.  This  care  should  consist 
in  examinations  for  abdominal  relaxation,  retrodisplacements,  ilio- 
sacral  strain,  subinvolution,  pelvic  relaxations,  and  the  care  of  the 
breasts.  The  same  attention  should  be  given  to  diet,  sleep,  exercise, 
habits,  mode  of  life,  as  in  the  antepartum  period.  The  urine  should 
be  examined  after  the  patient  is  up  and  about.  Women  should  be 
cautioned  against  becoming  pregnant  too  soon.  Proper  nursing 
hours  should  be  established  and  the  picture  of  the  fat  child  and  the 
exhausted  mother  should  cease.  The  myth  of  the  Indian  woman 
dropping  her  child  by  the  wayside  and  resuming  her  journey  the 
next  day  is  interesting  but  not  true,  and  the  story  of  the  strong 
Irish  woman  resuming  her  work  at  the  tub  twenty-four  hours  after 
labor  may  be  true  enough  because  we  get  enough  just  such  cases  for 
treatment  in  our  hospital  wards — cases  of  neglect. 

Having  babies  is  the  most  glorious  work  of  women  but  also  the 
most  serious  and  consequently  it  is  her  right  to  be  safeguarded. 
With  obstetrics  regarded  as  a  surgical  procedure  and  with  the  intro- 
duction of  proper  care  before  and  after  childbirth:  (i)  mortality 
and  morbidity  must  be  lowered,  (2)  physicians  must  receive  better 
compensation  for  better  work  and  that  compensation  will  be  gladly 
given  when  the  laity  understands  the  benefits  derived,  and  (3)  the 
careless  physician  and  the  midwife  will  be  in  far  less  demand,  possi- 
bly may  cease  to  exist. 

26  West  Fifty-nixth  Street. 
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UNSOLVED  PROBLEMS  IN  GYNECOLOGY. 

BY 
WILLIAM  P.  GRAVES,  M.  D., 

Boston,  Mass. 

Hundreds  of  recent  medical  graduates  whose  professional  prog- 
ress has  been  interrupted  by  war  service  are  at  the  present  time  in  the 
throes  of  choosing  a  career  worthy  of  their  education  and  ambitions. 
Among  the  specialties  of  medicine,  gynecology  offers  a  satisfactory 
field  of  effort  to  the  man  wath  inclinations  toward  surgery.  There 
are  many  gynecological  centers  where  under  the  instruction  of  com- 
petent operators  the  essentials  of  gynecological  technic  may  be 
acquired  by  a  well-trained  student  in  a  comparatively  short  time. 
Gynecological  cases  are  never  lacking  in  any  civil  com.munity,  and 
in  fact  they  comprise  a  very  considerable  proportion  of  all  surgical 
cases  in  general.  The  field  therefore  for  the  so-called  practical  man 
is  wide  and  comparatively  easy  of  access. 

To  the  serious  minded  student,  however,  who  wishes,  in  addition 
to  earning  a  living,  to  make  by  individual  research  some  contribution 
to  medical  science,  the  specialty  of  gynecology  seems  to  the  uniniti- 
ated, a  barren,  effete  branch  of  medicine.  It  would  appear  that 
purely  medical  gynecology  is  for  the  most  part  a  thing  of  the  past, 
and  that  operative  gynecology  is  essentially  a  secondary,  though 
an  important  department,  of  general  surgery.  It  might  be  claimed 
that  the  operative  technic  of  gynecology  is  pretty  thoroughly 
worked  out.  New  operations  are  being  continually  exploited  but 
close  examination  shows  that  most  of  them  are  unimportant  modi- 
fications of  old  principles.  In  the  field  of  theoretical  gynecology 
it  might  be  pointed  out  that  nothing  really  productive  has  been 
accomplished  for  many  years  and  that  the  paths  of  scientific  achieve- 
ment have  for  the  most  part  become  hopeless  termini.  Unfortu- 
nately, and  I  say  it  with  regret,  this  criticism  of  gynecological  science 
is  to  a  certain  extent  justified  by  the  facts.  The  technical  and 
mechanical  problems  of  operative  gynecology  are  at  the  present 
time  comparatively  few.  One  rarely  sees  a  case  for  reconstructive 
surgery  so  bad  that  there  is  not  a  reasonable  chance  of  curing  or 
greatly  reheving  the  patient  by  surgical  means.  Unsuccessful 
results  are  frequently  seen,  to  be  sure,  but  they  are  due  not  to  lack 
of  excellent  reparative  methods  but  rather  to  lack  of  skill  on  the  part 
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of  the  operator  or  ignorance  of  proper  technical  procedure.  In 
pelvic  surgery,  gynecologists  have  kept  pace  with  and  perhaps  have 
taken  the  lead  in  general  surgical  progress,  so  that  operations  which 
twenty  years  ago  subjected  the  patient  to  grave  danger  are  now 
performed  with  an  expeditious  ease  that  might  justify  the  classi- 
fication of  many  of  them  in  the  category  of  minor  surgery.  In  the 
field  of  theory  and  therapeutics  on  the  other  hand  gynecological 
science  is  at  more  or  less  of  a  standstill  because  there  are  so  many 
problems  still  unsolved  and  because  there  are  too  few  workers 
with  intelligent  resolution  trying  to  solve  them.  It  must  be  ad- 
mitted that  the  most  important  of  these  problems  are  exceedingly 
hard  nuts  to  crack,  nevertheless  precisely  for  this  reason  the  field 
for  research  is  a  large  and  briUiant  one. 

The  first  problem  which  gynecology  has  to  meet  is  purely  educa- 
tional. With  a  very  few  exceptions  gynecology  is  inadequately 
taught  in  the  medical  schools  of  this  country.  This  statement 
refers  not  alone  to  the  insignificant  position  assigned  to  the  clinical 
and  didactic  instructor  of  the  subject  in  the  various  curricula,  but 
to  the  scant  attention  paid  to  gynecological  histology  and  pathology 
in  the  earher  laboratory  courses.  Even  in  the  general  text-books 
on  these  subjects  the  sections  devoted  to  the  female  pelvic  organs 
are  so  meager  in  information  and  illustration  as  to  be  of  Uttle  value. 
Although  the  special  pathology  of  gynecology,  in  its  correlation  with 
diagnosis  and  surgical  treatment,  has  a  more  important  bearing  than 
that  of  almost  any  tissue  area  in  the  human  body,  there  has  never 
been  written  in  the  Enghsh  language  a  first-class  exclusive  original 
work  on  the  subject.  And  in  fact  only  one  good  single  book  on 
gynecological  pathology  has  ever  been  written,  and  that  was  in  a 
foreign  language,  untranslated,  and  now  out  of  print  for  nearly 
twenty  years. 

Here  then  we  have  at  once  a  problem  comparatively  simple  of 
solution,  namely  the  collection  and  epitomization  of  the  really  ex- 
tensive knowledge  of  g>Tiecological  pathology  in  a  practical  form 
that  would  be  available  for  the  average  instructor,  student,  and 
general  practitioner. 

A  more  difficult  but  more  fascinating  field  of  research  is  that  of 
gynecological  physiology.  In  this  branch  the  problems  are  numer- 
ous and  baffling,  and  it  is  due  chiefly  to  their  non-solution  that  the 
present  progress  of  gynecology  is  at  a  standstill.  The  interest  in 
pelvic  physiology  centers  chiefly  in  the  ovary,  an  organ  well  worthy 
of  the  most  diligent  investigation.  On  its  proper  functioning  de- 
pends to  an  extraordinary  degree  the  health  and  happiness  of  woman- 
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kind  and  the  solving  of  its  many  physiological  riddles  would  bring 
incalculable  benefits  to  the  human  race  not  only  to  woman  herself 
but  to  long  suffering  man  on  whom  the  nervous  evils  resulting  from 
ovarian  dysfunction  indirectly  but  inevitably  vent  their  force. 
The  problems  of  ovarian  physiology  are  by  no  means  hopeless.  The 
discovery  of  the  ovary  as  an  organ  of  internal  secretion  and  the 
demonstration  of  its  remarkable  correlation  uith  the  other  endocrine 
glands  open  up  attractive  guiding  lines  of  research  sufiiciently  prom- 
ising for  the  most  ambitious  investigator.  Good  work  along  these 
lines  was  being  done  in  this  country  before  the  interruptions  of  the 
war,  and  doubtless  it  will  be  resumed  with  renewed  \ngor.  Here  is 
a  brilliant  opportunity  for  the  younger  men  to  devote  the  Oslerian 
period  of  their  productive  energies  to  a  splendid  cause. 

The  physiology  of  the  uterus  is  inextricably  bound  up  with  that 
of  the  ovary,  and  the  problems  of  function  in  the  two  organs  are 
for  the  most  part  indentical. 

From  the  standpoint  of  biology  in  its  relation  to  pathology  the 
ovary  presents  questions  of  intense  interest  hitherto  unsolved.  No 
organ  in  the  body  possesses  such  prolific  and  variegated  resources 
for  tumor  formation.  The  histogenesis  of  these  tumors  has  not 
yet  been  determined,  nor  has  their  classification  been  satisfactorily 
framed.  Someone  should  take  up  the  labors  of  Pfannenstiel  where 
he  left  them  off.  Such  a  work  would  be  worthy  of  a  life  study,  com- 
prising as  it  would  extensive  researches  in  the  fields  of  embryology, 
biology,  histology  and  pathology,  and  eventuating  in  great  practical 
benefit  to  intelligent  pelvic  surgery. 

Who  shall  solve  the  many  riddles  associated  with  dysmenorrhea 
and  sterility?  Consider  the  vast  amount  of  literature  written  on 
these  subjects  and  then  observe  the  utter  helplessness  of  the  most 
expert  gynecologist  in  his  attempts  to  treat  them  as  cUnical  condi- 
tions. The  solution  of  these  two  problems  depends  to  a  certain 
extent  on  the  revelations  to  be  made  in  ovarian  and  uterine  physi- 
ology, but  there  are  numerous  mechanical  and  technical  questions 
which  must  be  worked  out.  There  is  no  reason  for  example  why 
artificial  insemination  for  sterihty  should  not  in  proper  cases  be  as 
successful  as  it  is  in  domestic  animals.  Is  it  a  question  of  technic? 
The  possibiUties  in  the  field  of  ovarian  transplantation  are  thrilling 
to  the  imagination  but  why  in  actual  practice  is  it  so  regularly 
disappointing?  Very  likely  another  question  of  technic,  which  some- 
one must  settle. 

To  the  investigator  who  wishes  to  study  the  clinical  aspects  of 
cancer,  gynecology  offers  the  greatest  opportunities.     The  frequent 
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incidence  of  cervical  cancer,  and  its  peculiar  accessibility  make  it 
a  particularly  favorable  form  of  the  disease  for  the  study  of  radio- 
therapy, and  other  forms  of  nonsurgical  treatment. 

There  are  also  problems  in  physiological  chemistry  that  are  waiting 
to  be  solved.  What  influence  prevents  normal  menstrual  blood  from 
clotting,  or  looking  at  it  from  another  standpoint,  what  is  the  patho- 
logical cause  of  menstrual  clotting?  These  are  questions  which 
have  a  very  important  clinical  bearing,  and  their  solution  is  at  pres- 
ent only  in  the  theoretic  stage.  The  chemistry  of  the  ovarian  secre- 
tion is  a  fertile  field  of  research  which  at  present  is,  as  far  as  practical 
results  are  concerned,  little  cultivated.  The  internal  secretion  of 
the  ovary  has  not  yet  been  isolated,  and  it  is  not  even  known  defi- 
nitely in  what  part  or  parts  of  the  ovary  it  is  manufactured.  Very 
vague  also  is  our  knowledge  of  the  influence  of  the  ovarian  secretion 
on  the  general  organism,  and  especially  of  its  relative  action  in  con- 
junction with  the  other  glands  of  internal  secretion.  Ovarian 
organotherapy,  from  what  little  we  know  of  it,  offers  brilliant  hopes 
for  the  future,  but  as  regards  its  practical  use,  gynecologists  are  still 
wandering  in  the  dark.  On  account  of  the  deficient  progress  in 
pelvic  physiology,  ovarian  therapeutics  is  in  a  stage  of  very  loose  and 
aimless  experimentation.  In  as  much  as  most  of  the  symptoms  for 
the  relief  of  which  ovarian  products  are  administered,  are  purely 
of  human  character,  animal  experimentation  is  largely  excluded,  and 
the  work  must  be  done  in  gynecological  clinics.  The  investigator  is 
dependent  for  his  material  on  those  whose  interests,  with  a  very  few 
exceptions,  are  chiefly  commercial,  so  that  scientific  cooperation 
with  them  is  usually  difficult  and  unsatisfactory,  and  proper  stand- 
ardization of  ovarian  preparations  has  been  impossible. 

To  the  student  who  has  access  to  radium  the  treatment  of  non- 
mahgnant  m.yopathies  by  radiotherapy  offers  an  opportunity  for 
investigation  which  can  promise  immediate  results  of  great  value. 
It  may  seem  to  some  after  reading  the  optimistic  literature  on  the 
subject  now  extant,  that  this  question  has  been  already  settled 
completely,  but  to  those  who  are  following  their  cases  with  minute 
precision,  it  is  quite  evident  that  there  is  a  qreat  deal  to  be  learned 
especially  with  regard  to  dosage,  avoidance  of  disagreeable  after- 
effects, prognosis  and  the  proper  application  to  specific  cases. 

The  foregoing  are  only  a  few  examples  of  the  unsolved  problems 
of  gynecology.  A  complete  enumeration  of  them  would  require  a 
much  longer  article.  They  are  enough,  however,  to  show  that  gyne- 
cology is  not  an  effete  science  and  that  in  the  realm  of  research  it 
presents  opportunities  the  equal  of  those  of  any  special  branch  of 
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medicine.  At  the  outbreak  of  the  war  the  Germans  were  leading 
in  the  output  of  scientific  Hterature  relating  to  gynecology.  Like 
much  of  the  German  scientific  work,  though  awe-inspiring  by  its 
laboriousness,  it  was  for  the  most  part  casuistic,  recapitulatory, 
self-conscious,  and  contemptuous  of  the  work  of  other  nations. 
Nevertheless  it  was  useful  and  necessary  in  the  sense  that  the  pain- 
ful collection  of  empirical  knowledge  is  always  a  necessary  prolude 
to  the  acquisition  of  new  discoveries.  Gynecological  science  under 
Teutonic  influence  had  become  insufferably  stale.  Germany  is  now 
out  of  the  game,  and  to  America  falls  the  task  of  taking  the  lead  not 
only  in  the  theory  of  gynecology  but  in  that  of  all  medical  science. 
For  this  task  are  needed  young  and  vigorous  minds,  and  if  to  the 
American  characteristics  of  imagination  and  impatience  for  practical 
results,  there  may  be  added  by  training  and  education  something  of 
the  patient  plodding  of  the  German  investigator,  medical  science 
may  be  expected  to  fluorish  in  this  country  along  theoretical,  as  it 
has  in  the  past  along  practical  lines. 
244  Marlborough  Street. 


TRANSACTIONS  OF  THE  NEW  YORK  ACADEMY 
OF  MEDICINE. 


Section  on  Obstetrics  and  Gynecology. 

Stated  Meeting,  February  25,  19 19. 

Dr.  Solomon  Wiener  in  the  Chair. 

Program  contributed  by  the  members  of  the  staff  of  the  Woman's 
Hospital. 

Dr.  Franklin  A.  Dorman  reported  a  case  of 


COMPLETE   rupture   OF   A   CESAREAN   SCAR   IN   SL^SEQUENT 
PREGNANCY. 

This  patient  was  twenty-eight  years  of  age,  a  Greek,  whose  previ- 
ous history  was  negative  except  for  stillbirth  following  a  difficult 
first  labor  on  March  21,  1916.  After  this  the  patient  spent  fifteen 
days  in  bed.  The  second  labor  was  in  the  Woman's  Hospital, 
August  31,  1 91 7.  The  expected  date  of  labor  was  July  20.  Labor 
began  on  the  31st  following  a  test  labor  of  twelve  hours.  A  Cesarean 
section  was  performed.  A  median  linear  incision,  5  inches  long, 
with  the  mid  point  at  the  navel,  was  carried  through  the  peritoneum 
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and  the  uterus  incised.  The  left  leg  of  the  child  was  grasped  and 
extraction  made.  The  opening  in  the  uterus  was  enlarged  i  inch 
more  to  allow  the  head  to  pass  and  even  then  was  torn  for  half  an 
inch  at  the  upper  end.  The  child  weighed  9  pounds  83^'^  ounces. 
The  uterus  was  delivered  through  the  abdominal  incision,  the 
intestines  covered  with  hot  pads,  and  the  placenta  and  membranes 
removed.  The  uterine  incision  was  closed  with  two  layers  of 
continuous  No.  3  plain  catgut  and  by  Lembert  suture  of  the 
peritoneum. 

During  the  next  thirty-six  hours  the  temperature  rose  to  102°  F., 
to  pulse  to  129,  and  respiration  to  40.  Following  catharsis  on 
the  third  day  there  was  no  fever  above  100°  F.,  although  the  pulse 
remained  above  100  for  twelve  days.  The  patient  was  discharged 
on  the  twentieth  day  in  good  condition. 

In  December,  191 8,  she  again  reported  pregnant,  with  dates  that 
indicated  labor  about  January  5th.  Because  of  her  previous  history 
she  was  told  to  report  frequently  to  the  clinic,  and  to  come  to  the 
hospital  at  the  earliest  sign  of  labor.  It  was  felt  that  if  labor  came 
on  before  the  child  was  very  large  a  test  of  labor  under  closest  super- 
vision might  be  allowed.  Her  pelvic  diameters  were  as  follows: 
interspinous  22,  intercrystal  25,  left  oblique  21,  right  oblique  20, 
external  conjugate  18.5,  internal  conjugate  9. 

Late  on  the  evening  of  January  6th,  after  having  had  an  irrigation, 
and  having  had  pains  during  the  day,  there  was  an  attack  of  sudden 
severe  pain  and  fainting,  and  the  patient  was  brought  to  the  hospital 
in  a  taxicab.     She  was  taken  to  the  ward  in  a  wheeled  chair. 

On  admission  she  seemed  to  be  in  fair  condition  and  had  only  a 
few  pains.  Her  pulse  was  108.  Abdominal  examination  showed  a 
transverse  position.  The  cervix  was  long  and  soft,  admitting  one 
and  one-half  fingers.  There  was  no  discharge.  It  was  thought  that 
labor  had  not  commenced.  From  i  a.  m.  to  5.30  the  patient  slept 
and  then  became  restless.     Her  pulse  at  this  time  was  140. 

Having  been  notified  of  her  condition  I  came  to  the  hospital  and 
decided  that  there  was  a  rupture  of  the  old  scar.  As  soon  as  possible 
laparotomy  was  performed.  On  opening  the  abdominal  cavity  much 
free  blood  was  found.  The  placenta  with  clots  presented  in  the 
wound,  and  was  extracted  with  the  child,  which  was  lying  in  the 
abdominal  cavity.  The  child,  although  in  good  physical  condition, 
was  dead.  The  mother  had  felt  no  life  for  two  hours.  The  surfaces 
of  the  separated  uterine  wall  were  uniformly  thick  and  smooth, 
except  in  the  lower  section  where  there  was  some  irregularity. 

The  wound  was  sutured  in  the  usual  way  without  freshening. 
The  tubes  were  bisected  and  the  proximal  stumps  buried  under  the 
peritoneum. 

SaUne  was  poured  into  the  peritoneal  cavity  and  the  abdominal 
waU  closed  by  layer  catgut  sutures. 

The  patient  left  the  table  in  slightly  improved  condition.  Her 
recovery  was  progressive,  but  slow.  The  highest  fever  was  100.6°  F. ; 
her  pulse  for  seven  days  ranged  between  100  and  120.  She  was 
discharged  on  the  seventeenth  day. 
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During  the  past  week  I  have  operated  upon  two  cases  by  Cesarean 
section  for  the  second  time.  The  first  had  the  operation  two  years 
ago  for  eclampsia  and  was  delivered  of  a  dead  fetus.  She  was  this 
time  at  term  and  definitely  toxic;  the  cervix  was  not  dilated  and 
the  child  was  large.  The  uterine  wall  felt  thinned.  Under  inspec- 
tion during  the  operation  it  showed  no  trace  of  the  old  scar. 

The  second  case  was  operated  on  yesterday.  A  year  before  I 
had  done  a  Cesarean  section  upon  her,  because  of  flat,  rachitic 
pelvis,  which  was  followed  by  normal  recovery. 

The  old  scar  as  seen  yesterday  was  thin  and  depressed,  both  from 
the  inside  anft  outside  of  the  uterus.  It  would  not,  I  am  convinced, 
have  stood  any  severe  test  of  labor.  In  a  case  in  which  Cesarean 
section  has  once  been  performed  we  never  know  what  is  going  to 
happen  in  the  event  of  subsequent  pregnancy  and  should  always  be 
prepared  to  open  the  abdomen  on  the  slightest  sign  of  any  rupture 
of  the  old  scar. 

Dr.  Herman  Grad. — "This  report  is  of  great  interest  because  it 
simply  shows  once  more  that  the  scar  of  a  Cesarean  operation  is 
so  apt  to  give  away  under  even  slight  strain.  It  is  of  great  impor- 
tance when  a  woman  has  had  a  Cesarean  section  once  that  one  be  on 
the  alert  for  complications  in  a  subsequent  labor.  Yet  not  every 
case  once  sectioned  will  have  to  be  sectioned  with  the  next  pregnancy. 

I  had  a  case  of  this  kind  come  under  my  observation  recently. 
This  patient  came  under  my  care  four  years  ago.  She  had  lost  three 
children  by  forceps  and  was  very  anxious  to  have  a  living  child. 
The  baby  was  large  and  the  head  would  not  engage  and  I  decided 
that  it  was  advisable  to  do  a  Cesarean  section.  The  woman  deliv- 
ered of  a  9  pound  3  ounce  living  baby.  She  became  pregnant 
again  one  year  ago,  and  I  took  her  in  hand  and  kept  her  on  a  protein- 
free  diet.  As  to  the  effect  of  diet  on  the  size  of  the  fetus  there  are 
two  schools  with  opposite  views;  the  one  believes  in  an  absolutely 
protein-free  diet  and  the  other  in  an  absolutely  carbohydrate-free 
diet.  This  woman  was  kept  on  a  protein-free  diet  for  the  last 
three  months  of  her  pregnancy  and  was  delivered  of  a  baby  weighing 
7  pounds  4  ounces  in  a  natural  way  showing  that  the  difference  of 
2  pounds  in  weight  in  the  baby  made  the  difference  between  a  Cesa- 
rean section  and  a  live  baby." 

Dr.  Dorman,  inclosing,  said:  "I  think  Dr.  Grad  expresses  him- 
self too  optimistically.  We  know  that  some  of  these  cases  have  a 
very  bad  and  weak  scar  and  we  cannot  be  at  all  sure  of  what  will 
happen  during  a  subsequent  labor.  Hence  we  should  regard  every 
case  in  which  a  Cesarean  section  has  been  performed  as  suspicious. 
I  have  no  doubt  but  that  Dr.  Grad  watched  his  case  very  closely  when 
she  was  in  labor." 

Dr.  Lawrence  W.  Strong  gave  a  demonstration  with  lantern 
slides  of  dermoid  cysts  and  teratoma.  (See  The  American  Jour- 
nal OF  Obstetrics  and  Diseases  of  Women  and  Children,  July, 
1918,  p.  5.) 
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Dr.  Hermann  Grad  presented  a  description  of 

THE   GRAD  KNOT. 
(See  page  379,  this  Journal,  March  issue.) 

Dr.  Dorman. — "What  will  happen  if  the  wrong  side  of  the 
string  is  passed  under  the  loop?" 

Dr.  Grad. — ''You  will  not  get  proper  compression.  If  one 
passes  the  wrong  end  of  the  ligature  under  the  loop  it  will  compress 
only  one  side  of  the  knot." 

Dr.  LeRoy  Broun. — "I  merely  wish  to  add  an  endorsement  of 
Dr.  Grad's  knot.  It  is  an  excellent  contrivance  and  one  I  have  used 
for  a  number  of  years.  I  have  found  it  most  valuable  in  inaccessible 
parts.  However,  there  is  one  point  upon  which  I  do  not  agree  with 
Dr.  Grad,  and  that  is  that  a  certain  string  must  be  put  under  the 
loops.  I  put  either  string  that  is  convenient  under  and  I  always 
get  compression." 

Dr.  Henry  G.  Bugbee  gave  a 

LANTERN     SLIDE    DEMONSTRATION    OF    UROLOGICAL    LESIONS    IN    THE 
SERVICE    AT    THE    WOMAN 's    HOSPITAL. 

Dr.  Bugbee  said:  "It  has  been  my  good  fortune  for  the  last  five 
years  to  see  a  large  number  of  patients  at  the  Woman's  Hospital 
with  abnormalities  of  the  ureters.  These  patients  presented  changes 
in  the  urinary  stream  which  were  suggestive  of  a  urological  lesion. 
I  recently  heard  Dr.  Polak  read  a  paper  on  "  Unnecessary  Operations 
on  the  Female  Genital  Organs"  and  it  brought  to  my  mind  the  fact 
that  the  majority  of  patients  that  I  have  seen  have  had  one  or  more 
such  operations,  and  that  it  has  only  been  by  the  most  careful  and 
painstaking  observation  and  repeated  examination  that  we  have 
been  able  to  ascertain  the  nature  of  the  lesion  present  and  in  some 
cases  there  has  been  both  a  genital  and  a  urological  lesion  present. 

"At  the  Woman's  Hospital  we  have  a  cHnic  every  Wednesday 
morning  to  which  patients  from  the  wards  and  from  the  out-patients 
clinic  of  the  Hospital  may  come  and  are  given  a  thorough  examina- 
tion including  a  complete  urological  examination.  These  patients 
continue  to  come  until  the  examination  has  been  completed  and  if 
they  need  treatment  they  come  for  treatment.  We  have  a  good 
laboratory  and  a  competent  urologist  and  the  cooperation  of  the 
members  of  the  staff  has  made  the  work  very  efficient.  At  times 
when  we  find  it  desirable  a  patient  is  placed  in  the  wards  and  watched 
until  the  lesion  is  cleared  up. 

In  women  urological  lesions  may  be  grouped  into  those  of  the 
lower  and  those  of  the  upper  portion  of  the  urinary  tract.  One 
must  be  careful  in  stating  that  a  lesion  can  be  localized  in  the  lower 
urinary  tract  for  frequently  lesions  in  the  lower  part  of  the  ureter 
are  influenced  by  lesions  in  the  kidney.  Lesions  in  the  lower  urinary 
tract  may  be  summarized  as  growths  involving  the  urethra  and 
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bladder  or  as  the  result  of  extension  of  some  inflammatory  condition 
of  the  surrounding  organs.  We  sometimes  find  anomalies  and  lesions 
of   the   bladder   secondary    to   lesions   of   the  surrounding  organs. 

"In  the  study  of  the  lesions  of  the  upper  part  of  the  tract,  not 
only  is  a  urological  examination  required  but  a  roentgenological 
examination  as  well.  I  have  sUdes  that  represent  certain  groups  of 
cases  encountered  frequently  which  give  symptoms  that  may  be 
confused  with  those  of  gynecological  lesions. 

"The  most  important  predisposing  factors  in  the  production 
of  lesions  of  the  ureter  are  the  position  of  the  kidney  and  the  drainage 
of  the  kidney.  In  going  over  a  large  number  of  slides  of  ureteral 
lesions  I  have  been  impressed  by  the  importance  of  the  position  of 
the  kidney.  The  slides  show  bends  and  kinks  in  the  ureter  caused 
by  displacement  of  the  kidney.  As  a  rule  an  abnormal  movement 
or  displacement  of  the  kidney  is  a  part  of  a  general  enteroptosis,  and 
as  the  ureter  is  a  tube  connected  above  with  the  kidney  and  below 
with  the  bladder  it  is  easy  to  see  that  if  the  kidney  moves  the  drain- 
age is  interfered  with.  In  cases  in  which  this  movement  is  a  part 
of  a  general  enteroptosis  more  work  is  also  thrown  on  the  kidney. 

In  order  to  ascertain  the  position  of  the  kidney  the  x-Ta.y  pictures 
are  taken  with  the  patient  standing  up  and  lying  down.  In  patients 
in  whom  there  is  a  general  visceroptosis  the  kink  in  the  ureter  may 
be  relieved  by  a  properly  fitting  corset  and  I  am  not  convinced  that 
operation  is  the  proper  procedure  in  such  cases.  While  Dr.  Bissell 
has  operated  on  some  of  these  patients  he  believes  that  they  may 
also  be  relieved  by  a  properly  fitting  corset. 

"In  cases  in  which  calculi  are  obstructing  the  ureter  it  has  been 
found  in  certain  instances  that  by  introducing  a  catheter  and  mani- 
pulating the  ureter  the  calculus  will  later  pass  out,  being  forced  down 
by  the  pressure  of  the  urine  above  it.  In  one  case  calculi  were  passed 
two  weeks  apart  after  intraureteral  manipulation.  I  have  on  re- 
cord another  case  in  which  a  considerable  number  of  calculi  were 
passed  at  different  times  following  this  procedure. 

"Tumors  of  the  kidney  or  tumors  so  located  that  they  cause  pres- 
sure on  the  kidney  may  be  the  cause  of  a  ureteral  lesion  and  hence 
all  tumors  in  the  vicinity  of  the  kidney  should  be  removed. 

"Polycystic  kidneys  are  quite  common  and  we  have  here  an  in- 
teresting slide  showing  the  isolated  cysts  in  a  polycystic  kidney." 

Dr.  Reginald  M.  Rawls  read  a  paper  entitled 


STATUS   OF   CURETTAGE  BASED   ON  HOSPITAL  RECORDS. 
(For  original  article  see  April  number,  p.  534.) 

Dr.  Hiram  N,  Vineberg  said:  "Admitting  the  excellent  work  of 
Dr.  Rawls,  I  do  not  feel  like  casting  aside  the  curet.  When  a  woman 
comes  to  you  at  about  the  time  of  the  menopause  with  metrorrhagia 
and  there  is  no  palpable  growth  to  account  for  it,  one  would  feel  that 
he  was  not  doing  his  duty  unless  he  used  the  curet  for  diagnostic 
purposes. 
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"In  most  cases  where  the  curet  is  used  for  leukorrhea  it  serves 
no  purpose  as  the  discharge  is  usually  due  to  an  endocervicitis. 
Here  nothing  short  of  the  thermocautery  applied  to  the  cervical 
mucosa  will  eflfect  a  cure. 

"Dr.  Rawls'  study  has  borne  out  what  we  learned  from  Hitsch- 
mann  and  Adier,  namely  that  most  cases  regarded  as  endometritis 
are  simply  natural  changes  in  the  endometrium. 

"I  still  believe  that  the  curet  is  of  value  though  it  has  been 
much  abused." 

Dr.  Broun  asked:  "What  are  the  results  when  you  use  the 
thermocautery  within  the  cervical  canal?" 

Dr.  Vineberg  replied:  "I  have  not  seen  any  bad  results  and 
I  have  used  it  in  many  cases,  but  I  use  it  superficially.  It  is 
the  only  procedure  that  accomplishes  anything  in  these  cases  of 
endocervicitis." 

Dr.  Broun. — "I  asked  this  question  because  a  patient  who  was 
curetted  in  Vienna  several  years  ago,  before  the  war,  never  con- 
ceived since.  I  found  that  the  canal  had  almost  entirely  dis- 
appeared, so  that  one  could  scarcely  pass  a  straw  through  it.  This 
contraction  extended  up  to  the  internal  os  and  I  have  wondered  what 
was  done  to  cause  this  condition." 

Dr.  LeRoy  Broun  read  a  paper  entitled 

STUDY    OF    MYOMATA    OPERATED    UPON    AT    THE    WOMAN's    HOSPITAL 

DURING    191 8. 

(For  original  article  see  page  333,  March  issue.) 


DISCUSSION. 

Dr.  Vineberg  said:  "It  would  be  a  pity  to  allow  a  paper  of  this 
kind  to  go  without  comment.  The  Woman's  Hospital  is  to  be  con- 
gratulated on  such  a  low  mortality  and  low  morbidity  and  such 
a  low  percentage  of  complications  following  operation.  It  speaks  for 
the  technic  and  excellence  of  the  work  in  the  operating  room, 
especially  when  one  takes  into  consideration  that  these  operations 
were  performed  by  several  men. 

"I  take  issue  as  to  myomectomy.  I  think  that  where  a  woman 
is  under  forty  years  of  age  it  ought  to  be  the  aim  of  the  operator 
to  be  as  conservative  as  possible.  It  is  surprising  how  many  cases 
lend  themselves  to  favorable  results  following  myomectomy,  when 
one  starts  out  with  that  end  in  view.  Furthermore  I  think  it  comes 
into  competition  with  radium  and  the  x-tslv.  If  we  can  save  the 
uterus  and  the  ovaries,  then  and  then  only  have  we  accomplished 
more  than  the  .^*-ray  or  radium  can  do." 

Dr.  Grad  said:  "Dr.  Broun's  valuable  paper  brings  out  the 
facts  very  clearly.  In  the  question  of  myomectomy  or  hysterectomy 
one  should  be  guided  by  the  age  of  the  patient  and  the  coexisting 
pathological   conditions  in   the  pelvis.     In   younger  women   wth 
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fibroids  and  free  from  pelvic  infection,  myomectomy  is  better  than 
hysterectomy,  provided  the  destruction  of  uterine  tissue  as  a  result 
of  the  myomectomy  is  not  too  great.  If,  however,  the  tubes  are 
involved  and  the  adnexa  adherent  and  there  is  evidence  of  infection, 
a  hysterectomy  is  the  better  operation  because  the  patient  makes  a 
better  recovery.  ^Myomectomy  carries  a  little  more  danger  of 
operation  than  hysterectomy.  If  we  take  these  two  points  into 
consideration,  the  age  of  the  patient  and  pelvic  infection,  it  would 
help  us  to  decide  which  operation  is  to  be  preferred  in  that  particular 
case." 

Dr.  Broun,  in  closing,  said:  "I  agree  with  what  Dr.  Grad  has 
said  and  I  do  a  myomectomy  when  I  can  but  that  does  not  alter 
the  facts.  Most  of  our  morbidity  followed  myomectomies;  more 
myomectomized  patients  came  back  because  of  tumors.  These 
are  fibroid  uteri  and  other  tumors  easily  develop  and  other  opera- 
tions have  to  be  performed,  and  the  patients  are  not  then  suitable 
for  operation  because  of  adhesions  which  make  operation  more 
difficult." 

Dr.  Geo.  Gray  Ward  read  a  paper  entitled 

THE    PROBLEM   OF    THE    CYSTOCELE. 
(For  original  article  see  page  593.) 

Dr.  Vineberg  said:  '^There  is  not  much  to  say  in  regard  to  this 
excellent  presentation.  As  it  appeared  on  the  screen  it  looked  very 
much  like  a  modified  anterior  vaginal  fixation  which  carries  with  it 
some  danger  in  case  of  future  pregnancies.  It  is  possible  that  the 
fixation  sutures  are  sufficiently  low  so  as  not  to  cause  trouble  in 
future  pregnancies. 

"Probably  one  of  the  most  difficult  problems  with  which  we  have 
to  contend  is  in  the  young  woman  who  after  her  first  labor  has  been 
torn  and  the  bladder  pushed  down.  Dr.  Hirst  told  me  that  he  had 
been  looking  for  a  technic  for  this  class  of  cases  for  fifteen  years  and 
had  not  found  it.  Whether  he  found  it  in  my  technic  I  am  unable  to 
say.  The  method  which  I  have  been  using  for  several  years  is  very 
simple  and  easy  of  execution.  I  make  a  longitudinal  incision  to 
separate  the  anterior  vaginal  wall  from  the  bladder;  the  bladder  is 
then  pushed  up;  the  peritoneum  is  not  opened.  I  next  pass  a  deep 
fascial  suture,  the  needle  entering  the  fascia  at  the  upper  angle  of  the 
vaginal  incision  and  going  downward  for  about  an  inch  and  then 
through  the  anterior  aspect  of  the  uterus  a  short  distance  above  the 
internal  os,  and  then  passing  in  the  reverse  direction  on  the  opposite 
side  and  coming  out  at  a  point  on  the  opposite  side  corresponding  to 
the  point  of  insertion.  When  this  suture  is  tied  the  entire  uterus  is 
elevated  and  the  bladder  pushed  up  and  there  is  no  evidence  of 
cystocele.  I  have  followed  that  technic  for  over  fifteen  years  and  in 
simple  cases  it  gives  excellent  results.  As  Dr.  Ward  points  out, 
in  most  of  these  cases  there  is  more  or  less  prolapse  of  the  uterus  and 
this  procedure  elevates  the  uterus  and  pushes  the  bladder  well  over 
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the  fundus.  I  do  not  pass  the  other  sutures  through  the  anterior 
wall  of  the  uterus  as  Dr.  Ward  does;  the  only  suture  passing  through 
the  uterine  wall  is  the  one  which  is  inserted  a  little  above  the  internal 

OS. 

"When  it  comes  to  women  past  the  child-bearing  age  the  inter- 
position operation  is  one  done  a  great  deal  and  it  gives  excellent 
results,  but  when  the  uterus  is  considerably  enlarged  I  consider  that 
it  is  much  better  to  do  a  subtotal  hysterectomy  than  the  operation 
described,  by  Simpson  which  consists  in  excising  a  longitudinal  wedge 
from  the  anterior  wall  of  the  uterus  and  suturing  the  wound  together. 

"Dr.  Bissell  has  reported  that  he  had  a  mortality  something  like 
75  per  cent,  with  this  operation.  I  abandoned  it  myself  on  account 
of  the  extensive  suppuration  usually  accompanying  it.  When  it  is 
at  all  feasible  I  deem  it  better  to  retain  the  cervix  and  use  it  as  a 
prop  to  the  bladder  by  suturing  it  to  the  subpubic  ligament  than  to 
do  a  total  hysterectomy  in  accordance  with  the  Goffe  or  Mayo 
technic.  There  are  many  cases,  however,  in  elderly  women  with  a 
much  thinned  out  anterior  vaginal  wall  in  whom  the  Goffe  or  Mayo 
operation  is  more  suitable." 

Dr.  Arnold  Sturmdorf  said:  "There  is  nothing  that  I  can  add 
to  Dr.  Ward's  elaborate  exposition  of  this  subject. 

"The  very  complexity  and  multiplicity  of  the  operative  technic 
advocated  depicts  the  existing  chaotic  state  of  our  fundamental 
conceptions. 

"As  long  as  we  center  our  attention  upon  the  visceral  supports  to 
the  exclusion  of  the  displacing  factors,  just  so  long  will  the  cure  of 
cystocele  remain  an  unsolved  problem. 

"The  cure  of  cystocele  demands  not  only  an  anatomical  replace- 
ment of  the  descent,  but  its  physiological  and  dynamic  retention  by 
the  restoration  of  levator  function  in  the  normal  deflection  of 
intraabdominal  pressure. 

"In  cases  of  spina  bifida,  we  find  prolapse  of  the  pelvic  organs, 
because  the  levator  ani  is  paralyzed  from  involvement  of  the  fourth 
sacral  nerve,  notwithstanding  that  the  ligaments  and  fascia  are 
absolutely  normal;  on  the  other  hand,  when  the  perineum  is  com- 
pletely torn  through  the  anal  sphincter,  while  the  ligaments  and 
fascia  are  stretched  and  yielding,  prolapse  rarely  ensues,  because 
the  incompetent  anal  sphincter  prevents  the  augmentation  of  intra- 
abdominal pressure  essential  to  the  extrusion  of  the  pelvic  viscera. 

"A  chain  is  no  stronger  than  its  weakest  link  and  no  amount  of 
suturing  restores  true  fascia,  but  merely  cicatricial  tissue,  all  of 
which  contracts  at  first  and  yields  later, 

"No  operation  for  cystocele  to-day  omits  an  attempt  to  restore 
the  perineal  function  and  yet  I  venture  to  assert,  that  very  few 
operators  correct  the  injury  to  the  levator  muscle,  simply  because 
very  few  take  the  pains  to  develop  an  anatomical  exposure  and 
restoration  of  this  muscle. 

"Cystocele  is  a  hernia.  Bassini  solved  the  cure  of  inguinal  hernia 
by  interposing  resilient  contractile  muscle  over  the  hernial  area,  the 
same  principle  applied  to  cystocele  wOl  solve  the  problem  of  its  cure." 

7 
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Dr.  Ward,  in  closing,  said:  "With  reference  to  Dr.  Vineberg's 
remarks  about  dystocia  resulting  from  too  great  an  anteversion,  the 
result  of  an  over-vaginal  fixation,  I  recognize  that  possibility  but  I 
am  careful  not  to  fasten  the  vagina  so  high  and  endeavor  to  make  the 
resulting  anteversion  no  greater  than  normal. 

"As  to  Dr.  Sturmdorf's  remark  that  I  had  overlooked  to  mention 
the  necessity  of  a  repair  of  the  pelvic  floor,  let  me  quote  from  the 
paper  'The  restoration  of  the  pelvic  floor  is  essential  in  all  cases.'" 


TRANSACTIONS  OF  THE  OBSTETRICAL 
SOCIETY   OF  PHILADELPHIA. 


Meeting  of  February  6,  1919. 

The  President,  Dr.  F.  Hurst  Maier,  in  the  Chair. 

Dr.  George  Gray  Ward,  Jr.,  of  New  York,  read  by  invitation  an 
address  entitled 


THE   PROBLEM   OF   THE   CYSTOCELE. 
(For  original  article  see  page  593.) 

DISCUSSION. 

Dr.  John  G.  Clark. — "I  am  certain  that  no  one  can  read  a  paper 
on  any  plastic  operation  before  this  or  any  other  gynecologic  or 
obstetric  society  without  promoting  a  very  active  discussion.  So 
far  as  my  own  opinion  is  concerned,  I  find  myself  almost  entirely 
in  accord  with  Dr.  Ward  in  his  conception  of  the  proper  treatment 
for  cystocele  cases. 

Quite  recently  in  my  service  we  reviewed  100  cases  of  prolapsus 
uteri,  practically  all  of  which  had  associated  cystoceles,  and  we  were 
able  to  trace  eighty-six  cases.  Out  of  this  number  there  were  only 
six  failures.  These  results  were  all  carefully  reviewed  as  the  result 
of  our  follow-up  system  of  letters  and  personal  examinations  of  the 
patients  by  some  member  of  our  staff  or  by  their  family  physicians. 
Among  these  few  failures,  the  chief  symptoms  were  more  or  less 
irritability  of  the  bladder,  in  some  cases  incontinence,  which  in- 
dicates defects  in  the  cystocele  part  of  the  operation. 

'T  have  been  particularly  interested  in  Dr.  Ward's  very  clear 
elucidation  of  the  anatomy  of  this  portion  of  the  pelvis  and  feel 
that  his  conception  of  the  break  in  the  uteropubic  fascia  is  the 
correct  one.  I  find  myself,  however,  wondering  if  I  have  found 
this  fascia  stronger  than  he  indicates  in  his  illustration  or  that  pos- 
sibly I  may  have  mistaken  the  vaginal  subcutaneous  tissue  for  a 
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true  subvesical  fascia.  In  any  event  we  have  had  no  difficulty 
practically  in  all  of  our  cases  in  getting  a  free  and  comparatively  easy 
dissection  of  a  broad  layer  of  fascia,  which  cleaves  more  or  less 
closely  to  the  vaginal  wall  and  which  serves  excellently  as  a  support. 
The  more  we  see  of  these  cases,  the  more  we  realize  the  correctness 
of  the  adage,  'no  hernia  without  break  in  fascia.'  Therefore, 
if  this  uteropubic  fascia  is  either  broken  or  greatly  stretched  a 
hernia  of  the  bladder  will  inevitably  follow.  Further,  a  point  which 
Dr.  Goffe  has  brought  up  and  which  has  again  been  noted  this  even- 
ing by  Dr.  Ward,  is  the  potency  of  the  fascial  connection  between 
the  bladder  and  the  uterus  in  preventing  a  cystocele.  In  the  many 
labor  cases,  this  attachment  between  the  two  organs  is  broken  and 
even  if  there  is  no  laceration  of  the  pelvic  floor,  more  or  less  prolap- 
sus of  the  bladder  will  follow.  I  am  therefore  very  strongly  in  accord 
with  him  in  his  view  that  in  the  majority  of  these  cases  the  cysto- 
cele begins  its  glacial-like  descent  at  the  cervicovesical  junction  and 
that  if  this  is  not  corrected  there  may  be  a  recurrence.  We  have 
worked  out  on  the  same  general  principles  and  without  any  thought 
of  claiming  originality  an  operation  which  has  for  its  purpose  the 
restoration  of  this  fascial  envelope  and  the  connection  between  the 
bladder  and  the  cervix.  We  carry  our  incision  from  the  urethra 
back  to  the  cervix,  thus  extending  the  incision  further  to  the  front 
than  does  Dr.  Ward.  I  believe  we  accomplish  a  little  more  by  this 
means,  especially  in  overcoming  a  tendency  to  incontinence,  which 
so  many  of  these  patients  complain  of.  After  the  incision  is  made, 
the  fascial  support  is  dissected  free  and  the  bladder  is  well  pushed 
up  on  the  face  of  the  uterus.  A  continuous  stitch  of  the  Gushing 
type  is  then  carried  from  the  external  urethral  orifice,  both  infolding 
and  pushing  up  the  bladder  until  the  cervix  is  reached,  where 
it  is  closely  applied  by  reenforced  sutures  to  the  anterior  cervical 
wall  higher  up  than  it  is  under  even  normal  conditions.  This 
reduces  the  hernia  at  this  point,  exactly  as  the  internal  ring  of  an 
inguinal  hernia  is  closed. 

"The  result  of  our  study  of  loo  cases,  I  am  certain  very  well 
justifies  the  method.  In  some  cases  the  tissues  are  so  seriously 
disturbed  or  even  destroyed  by  a  very  difficult  labor  that  there  may 
be  and  probably  will  be  a  minimum  percentage  of  recurrences  in 
any  series  of  cases.  We  started  our  review  under  the  supposition 
that  because  of  this  deficiency  of  tissue  we  would  find  more  recur- 
rences among  older  women  than  in  the  young.  In  this  we  were  in 
error  as  our  six  defective  results  occurred  apparently  without 
regard  to  age.  The  combined  tendency  of  gynecologists  and 
obstetricians  in  general  is  toward  meeting  the  indication  along  the 
same  lines  and  the  operations  that  have  been  suggested  by  several 
very  competent  operators  show  a  similar  endeavor.  We  have 
been  particularly  gratified  in  our  series  of  cases  at  the  relief  of  in- 
continence following  this  plan  of  procedure.  Indeed,  we  now 
approach  any  case  of  incontinence  with  an  optimistic  degree  of 
assurance  that  we  can  cure  it  through  incising  the  anterior  vaginal 
wall  and  exposing  the  subvesical  fascia  and  by  its  careful  infolding 
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a  perfect  result  is  accomplished.  I  have,  therefore,  discarded  all 
other  plans  of  curing  incontinence  in  favor  of  this  one  as  it  has 
stood  the  test  of  time.  I  am  sure  that  no  better  elucidation  of  the 
anatomic  basis  for  prolapsus  has  been  given  than  by  Dr.  Ward 
this  evening,  and  all  of  us  have  learned  much  from  his  excellent 
paper." 

Dr.  Edward  P.  Davis. — "From  the  standpoint  of  obstetrics,  I 
am  much  interested  in  what  can  be  done  to  prevent  cystocele. 
Experience  shows  that  the  length  of  labor  has  much  to  do  with  the 
occurrence  of  this  injury,  and  that  an  undue  prolongation  of  labor 
is  a  very  important  factor.  So  also  is  disproportion  between 
mother  and  child  if  much  prolonged  and  undue  pressure  is  made 
upon  the  anterior  vaginal  wall,  but  even  that  is  less  important 
than  the  prolonged  pressure  of  protracted  labor.  In  the  delivery  of 
patients  much  can  be  done  to  cause  cystocele  and  also  to  prevent 
it.  In  our  anxiety  to  support  the  posterior  segment  of  the  pelvic 
floor  and  perineum  we  are  apt  to  crowd  the  vertex  up  beneath  the 
pubis  and  thus  cause  stretching  and  lacerations  of  the  fascia  in 
that  region.  In  forceps  delivery  the  same  error  may  be  made. 
The  high  application  of  forceps  is  much  less  commonly  practised 
than  in  previous  time,  and  this  was  frequently  occasion  for  injury 
to  the  deeper  tissues  in  the  vicinity  of  the  pubic  arch. 

"  It  is  well  known  that  a  tear  in  the  posterior  segment  of  the  pelvic 
floor  in  the  central  line  is  comparatively  unimportant.  Some  have 
advised  central  incision  of  the  perineum  to  take  off  the  strain  of  the 
anterior  segment  of  the  pelvic  floor. 

"In  cases  where  the  birth  canal  is  unusually  rigid  and  does  not 
readily  dilate  serious  injury  to  the  anterior  segment  of  the  pelvic 
floor  may  occur  followed  by  cystocele.  This  must  be  taken  into 
account  in  choosing  the  method  of  delivery  and  cases  are  some- 
times seen  where  this  may  be  one  of  the  factors  leading  to  the 
choice  of  abdominal  Cesarean  section  over  a  tedious  and  difficult 
labor  with  difficult  extraction  through  the  vagina. 

"In  examining  patients  after  delivery  the  anterior  segment  of  the 
pelvic  floor  should  never  be  omitted,  lacerations  in  this  region 
should  be  immediately  closed  with  fine  catgut.  If  they  are  deep 
it  is  well  to  put  a  catheter  in  the  bladder  during  repair  to  avoid 
possible  constriction  or  injury  of  the  urethra. 

"We  are  occasionally  called  upon  to  deliver  by  section,  women 
who  have  been  severely  injured  in  previous  labor,  who  have  pro- 
lapsus of  the  pelvic  organs  and  septic  infection.  Such  have  had 
long,  neglected  or  improperly  conducted  labor.  In  these  cases  it 
is  often  necessary  to  sacrifice  the  greater  portion  of  the  uterus.  If 
the  uterine  stump  be  fastened  in  the  lower  end  of  the  abdominal 
incision  held  in  place  by  clamp  or  by  suture,  the  patient  on  recovery 
is  absolutely  protected  from  the  danger  of  prolapsus  of  the  stump  of 
uterus  and  of  the  vagina.  The  cure  in  these  cases  of  the  prolapsus 
is  remarkably  successful. 

"By    avoiding   prolonged    labor,    by    directing   pressure    rather 
toward  the  posterior  than  the  anterior  segment  of  the  pelvic  floor 
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during  labor,  by  immediately  closing  all  lacerations  of  the  anterior 
segment  of  the  pelvic  floor  and  by  leaving  the  uterine  stump  in  the 
lower  end  of  the  abdominal  incision,  the  obstetrician  can  do  much 
to  prevent  cystocele." 

Dr.  Barton  Cooke  Hirst. — "I  was  delighted  to  find  that  Dr. 
Ward  had  chosen  this  subject.  It  is  one  in  which  I  have  been  deeply 
interested  for  a  number  of  years  and  about  which  I  never  lose  a 
chance  to  inform  myself.  I  have  taken  trips  to  some  distance  and 
spent  considerable  time  and  money  to  learn  methods  other  than 
those  of  which  we  already  know.  I  would  not  have  missed  for  a 
good  deal  Dr.  Ward's  demonstration  of  his  use  of  the  pillars  of  the 
bladder  and  I  shall  utilize  the  method,  following  his  suggestion,  in 
addition  to  the  stitch  borrowed  from  Goffe  which  elevates  the 
bladder.  I  can  see  how  this  utilization  of  the  bladder  pillars  will 
contribute  to  the  support  of  the  bladder.  I  can  also  see  how  it 
might  give  immunity  from  the  recurrence  of  the  cystocele  in  sub- 
sequent confinements.  I  shall  certainly  employ  the  operation. 
One  point  not  yet  brought  out,  and  one  to  which  I  have  been  calling 
attention  for  a  number  of  years  is  the  function  of  the  muscles  be- 
tween the  two  layers  of  the  triangular  ligament  in  giving  support 
to  the  lower  third  of  the  vagina.  It  will  be  noticed  that  in  a  cysto- 
cele, it  is  always  the  lower  portions  of  the  vagina  and  bladder  which 
come  out  first. 

"We  have  all  been  chagrined  in  examining  our  patients  shortly 
after  labor  to  notice  an  unnatural  appearance  of  the  lower  third  of 
the  vagina  and  a  protrusion  of  the  tissue  above  the  internal  meatus. 
These  cases  go  from  bad  to  worse  until  in  the  course  of  years  cystocele 
develops.  This  protrusion  of  the  lower  third  of  the  vagina  and  the 
corresponding  portion  of  the  bladder  is  the  first  step  I  think  in  the 
resulting  cystocele.  The  initial  lesion  has  not  only  been  the  lacera- 
tion of  the  fascial  fibers  as  pointed  out  by  Dr.  Ward,  but  also  the 
so-called  muscle  and  fascia  of  the  urogenital  trigonum.  This  is 
the  only  support  of  the  lower  third  of  the  vagina  and  the  corre- 
sponding portion  of  the  bladder.  I  know  this  structure  is  frequently 
torn  in  labor.  An  operation  which  I  am  doing  in  the  earliest  stages 
of  this  condition  consists  in  cutting  through  the  inferior  layer  of  the 
triangular  ligament  and  repairing  the  muscle.  I  used  to  expose 
only  the  fascia  and  trust  to  luck  to  get  the  muscle.  I  now  cut 
through  the  lower  layer  of  the  triangular  ligament  and  expose  the 
compressor  urethral  muscle.  I  believe  this  method  often  prevents 
the  formation  of  cystocele.  I  feel  that  Dr.  Ward's  method  is  the 
best  solution  so  far  presented  of  the  operative  cure  of  a  cystocele 
already  developed  in  the  young  child-bearing  woman  who  is  going 
to  bear  children  subsequently." 

Dr.  John  M.  Fisher. — "I  think  there  is  a  great  deal  of  mis- 
understanding in  reference  to  nomenclature  in  cystocele.  All 
prolapsed  conditions  of  the  anterior  vaginal  wall  are  not  cystocele. 
Not  infrequently  we  find  that  the  uterus  remains  in  normal  position 
in  a  woman  who  has  sustained  some  injury  to  the  pelvic  floor  with  a 
resultant  protrusion  of  the  anterior  vaginal  wall.     I  have  frequently 
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demonstrated  in  cases  of  this  kind  that  you  can  grasp  the  anterior 
wall  between  your  fingers  and  transfix  the  base  of  the  protrusion  with 
a  knife  and  not  touch  the  bladder.  The  prolapse  simply  consists 
of  a  detached  anterior  vaginal  wall  without  any  involvement  of  the 
bladder  base.  It  should  be  properly  called  an  anterior  colpocele. 
In  descriptions  of  operations  for  cystocele  this  distinction  is  not 
made  and  undoubtedly  some  of  the  cures  claimed  for  cystocele  have 
been  cases  of  this  particular  type.  By  far  the  most  frequent  class 
of  cases  are  those  in  which  prolapse  of  the  anterior  vaginal  wall  occur 
in  women  in  whom  the  uterus  is  displaced  downward  and  backward. 
Whenever  the  uterus  is  thus  displaced  relaxation  of  the  tension  of  the 
anterior  vaginal  wall  necessarily  follows,  involving  both  the  vaginal 
structure  and  the  bladder.  This  may  be  termed  a  colpocystocele 
and  not  a  true  cystocele  because  of  the  fact  that  upon  pushing  the 
cervix  up  to  where  it  belongs  the  protrusion  of  the  anterior  wall 
disappears.  There  is  no  hernia.  A  correction  of  the  displacement 
of  the  uterus  and  restoration  of  the  pelvic  floor  cures  the  condition. 
By  cystocele  I  recognize  that  condition  found  in  women  past  the 
child-bearing  period  in  which  there  may,  or  may  not,  be  a  displace- 
ment of  the  uterus  with  a  protrusion  of  the  anterior  vaginal  wall 
presenting  an  appearance  not  unlike  that  of  an  ovarian  thin-walled 
cystic  tumor.  The  fascia  and  muscular  structure  which  have  been 
supporting  the  bladder  have  separated  and  undergone  atrophic 
changes  permitting  the  bladder  to  protrude  between  these  structures 
comprising  a  true  hernia  of  the  organ  or  cystocele.  In  these  cases 
of  real  cystocele  I  have  found  that  it  does  not  matter  what  kind  of 
operation  is  done  on  the  anterior  vaginal  wall,  that  unless  there  is 
sufl&cient  fascial  structure  which  can  be  brought  together  as  a  sup- 
port, the  cystocele  will  return.  In  most  cases  the  fascia  is  woefully 
deficient  under  such  circumstances.  The  operation  of  Watkins 
I  consider  ideal  in  closing  up  the  hernial  opening  and  giving  the 
required  support  to  the  bladder.  When  it  is  necessary  to  do  a 
hysterectomy  the  operation  advocated  by  the  Mayos  I  have  found 
usually  gives  very  good  results.  But  the  best  results  in  all  cases 
of  true  cystocele  are  obtained  by  the  interposition  operation  where 
this  can  be  done.  Removing  a  segment  of  the  uterus  and  using  the 
remainder  for  supporting  the  bladder  may  be  necessary  in  certain 
cases.  I  have  seen  cases  in  which  there  was  entire  prolapse  of  the 
uterus  in  which  this  operation  was  done  combined  with  restoration 
of  the  pelvic  floor  so  as  to  secure  good  apposition  of  the  anterior  and 
posterior  walls  with  good  results.  I  have  done  a  number  of  inter- 
position operations  in  cases  of  cystocele  and  recall  but  one  which 
proved  a  failure  and  in  this  subsequent  abdominal  operation  was 
done  to  fasten  the  uterus  to  the  abdominal  wall.  Let  me  repeat, 
I  think  it  is  of  first  importance  to  remember  the  distinction  between 
prolapse  of  the  anterior  vaginal  wall  in  which  the  vaginal  wall  has 
become  detached  from  the  structures  that  support  the  bladder, 
anterior  colpocele,  and  a  true  cystocele.  Not  all  cases  of  prolapse 
of  the  anterior  vaginal  wall  are  cystoceles." 
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Dr.  Richard  C.  Norris. — "I  take  it  that  we  are  discussing  cys- 
tocele  not  complicated  by  the  more  extensive  hernia  of  the  bladder, 
uterus  and  rectum  as  observed  in  procidentia  uteri.  As  to  the  final 
results  of  any  operation  to  cure  this  particular  variety  of  hernia,  it 
is  wise  to  recall  the  statements  of  experienced  general  surgeons  who 
tell  us  that  their  efforts  at  the  radical  cure  of  other  herniae  show  25 
per  cent,  of  failures.  These  failures  are  due  to  the  deficiencies,  de- 
struction and  atrophy  of  the  anatomical  structures  with  which  they 
have  to  deal.  Similar  conditions  confront  us  in  our  problem.  Dr. 
Ward's  work,  as  all  our  plastic  work,  is  an  attempt  to  restore  dis- 
turbed anatomical  relations;  but  what  about  the  cases  where  struc- 
tures have  been  destroyed  and  cannot  be  restored  by  any  operation. 
These  cases  will  bring  to  us  our  failures  just  as  they  do  to  the  general 
surgeon  in  other  kinds  of  hernia.  Cystocele  is  a  hernia  through  the 
anterior  segment  of  the  upper  pelvic  diaphragm  and  the  result  of  the 
most  elaborately  planned  anatomical  operation  will  depend  upon 
how  much  and  what  kind  of  structures  have  been  left  to  be  restored. 
That  in  many  cases  these  anatomical  structures  have  been  de- 
stroyed beyond  any  possible  restoration  accounts  for  the  popularity 
of  the  interposition  operation,  otherwise  so  many  gynecologists 
would  not  be  resorting  to  it  at  the  present  day.  It  abandons  all 
attempts  at  reconstructing  normal  anatomy  and  substitutes  abnor- 
mal anatomy,  in  order  to  relieve  permanently  the  patient's  symptoms. 
Its  success  emphasizes  the  limitations  of  the  plastic  operations  such 
as  Dr.  Ward's,  and  its  limitations  are,  unfortunately,  determined  by 
the  very  act  of  birth  responsible  for  the  patient's  condition.  It  is 
not  .my  purpose  to  decry  operations  based  upon  anatomy.  That 
is  as  it  should  be;  but  don't  let  us  expect  too  much  and  the  some- 
times impossible.  Let  us  face  the  fact  and  understand  why  this 
hernia  through  the  upper  pelvic  diaphragm  is  one  of  the  few  remain- 
ing unsolved  problems  in  gynecology.  Can  anything  be  done  in 
the  way  of  prophylaxis?  I  think  so.  The  essential  point  is  not  to 
hurry  the  first  stage  of  labor.  Fortunate  is  the  woman,  especially 
the  primipara,  who  begins  her  labor  with  the  cervix  effaced  and  the 
head  in  the  pelvic  cavity.  Equally  unfortunate  is  the  woman 
whose  attendant  hurries  her  first  stage  by  forceps  or  pituitrin  in 
ill-advised  dosage,  or  whose  uterine  energy,  wdthout  aid,  breaks 
through  her  superior  pelvic  diaphragm  too  rapidly  or  whose  too 
fragile  tissues  at  that  place  give  way  too  soon.  We  cannot  always 
prevent  these  injuries;  in  some  emergencies  we  are  forced  to  produce 
them  when  a  child  or  mother's  life  depends  upon  rapid  delivery  and 
it  must  be  accomplished  through  the  vagina.  Episeotomy,  to  meet 
the  problem  of  the  lower  pelvic  diaphragm,  is  gaining  popularity. 
Who  knows  but  that  some  day  we  will  meet  this  problem  of  the 
upper  pelvic  diaphragm  in  certain  cases  by  some  modification  of 
vaginal  hysterotomy  or  even  by  deliberately  chosen  Cesarean  section. 
For  the  present,  however,  we  will  continue  to  do  our  plastic  work. 
In  our  enthusiasm  for  our  particular  operation,  and  at  its  demonstra- 
tion, we  pick  up  tissues  which  our  eyes  see  as  planes  of  fascia,  liga- 
ments, even  small  ends  of  muscle  etc.,  all  carefully  named  and  we 
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introduce  our  particular  arrangement  of  sutures  with  definite  aims  to 
be  accomplished,  but  do  our  guests  see  all  this  anatomy  as  plainly 
as  we  do?  Not  always.  There  are,  however,  some  well-recognized 
principles  which  fortunately  we  all  make  use  of  in  one  way  or  another. 
We  do  elevate  the  bladder  following  Goflfe's  principles;  we  do  gather 
together  what  may  be  left  of  fibrous  or  muscle  tissue;  we  do  shorten 
or  bind  together  broken  ligaments  and  we  do  get  union  and  new 
fibrous  and  scar  tissue  to  help  give  support.  The  ultimate  result 
depends  most  upon  what  has  been  left  to  be  restored.  Add  to  all 
this,  correction  of  the  disturbed  results  of  intraabdominal  pressure 
and  restoration  of  the  lower  pelvic  diaphragm  and  we  have  done  our 
best.  Of  these  three  distinct  problems,  plastic  repair  of  the  supe- 
rior pelvic  diaphragm,  is  always  the  least  satisfactory.  Here  lies 
the  field  for  newer  eflForts.  Is  it  to  be  to  cure  or  to  prevent?  The 
later  at  the  present  time  is  more  promising." 

Dr.  Charles  P.  Noble. — "  It  has  been  ten  years  since  I  took  part 
in  a  discussion  of  this  subject.  Last  year  I  heard  at  the  meeting  of 
the  American  Gynecological  Society  the  papers  of  Drs.  Rawls  and 
Chipman  on  cystocele  and  prolapsus  uteri  together  with  the  dis- 
cussion, which  with  Dr.  Wards  paper  can  be  compared  with  the 
opinion  of  ten  years  ago  and  prior  to  that  time.  The  only  points 
which  have  struck  me  as  unusual  refer  to  the  details  of  the  fascia 
between  the  bladder  and  the  vagina.  Prior  to  1908  I  do  not  know 
of  any  one  who  dissected  out  or  tried  to  dissect  out  from  the  vesico- 
vaginal septum  these  fascial  structures.  Depending  upon  my 
memory  regarding  the  ultimate  results  formerly  gained  and  those 
reported  now,  I  must  confess  that  I  am  surprised  at  the  pessimistic 
attitude  of  the  speakers  this  evening.  For  twenty  years  I  did  some 
hundreds  of  these  operations  for  cystocele  with  prolapse  and  the 
percentage  of  failures  which  would  come  to  one's  notice  was  almost 
negligible;  and  they  fell  into  the  particular  category  of  cases  in 
which  there  had  been  overstretching  of  the  uterosacral  ligaments, 
deepening  of  Douglas's  Pouch,  the  formation  of  a  posterior  entero- 
cele,  and  the  separation  of  the  posterior  vaginal  wall  from  the 
rectum.  When  that  element  did  not  enter  into  the  problem  of  the 
cystocele,  or  prolapse,  so  far  as  my  knowledge  goes,  the  percentage 
of  cures  or  relative  cures,  in  the  sense  of  the  patients  being  comfort- 
able, was  almost  100.  The  known  failures  in  the  entire  series 
when  investigated  was  less  than  5  per  cent.  We  know  that  pa- 
tients may  not  come  back  to  the  surgeon  and  that,  therefore,  there 
may  be  more  failures  than  we  are  aware  of;  but  my  end-results  were 
carefully  investigated.  Without  dissecting  out  these  fascial  struc- 
tures, as  a  matter  of  fact,  almost  from  the  beginning  of  the  operations 
which  I  have  done  for  cystocele,  with  the  exception  of  the  utilization 
of  the  broad  ligament  as  illustrated  by  the  speaker,  practically 
the  same  ends  were  secured  by  the  method  which  was  adopted.  As 
early  as  1894  I  used  to  strip  up  the  bladder  from  the  anterior  wall 
of  the  uterus  to  the  peritoneal  fold  on  the  uterus  and  quite  widely 
laterally.  As  years  went  on  I  did  this  more  systematically,  not  only 
in  front  of  the  broad  ligaments  but  also  away  from  the  vagina.     My 
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feeling  is  and  has  always  been  that  the  bladder  should  float  in  the 
abdomen  and  I  have  never  been  able  to  see  any  advantage  in  sutur- 
ing the  bladder  to  the  broad  ligament.  If  the  bladder  is  thoroughly 
freed  it  will  float  of  itself,  lying  upon  the  restored  pelvic  floor.  Also 
if  the  fascial  and  muscular  structure  of  the  utero-sacral  ligaments 
are  not  overstretched  the  results  are  admirable  from  the  principles 
and  technic  I  employed,  which  are  to  be  found  in  Kelly-Noble's 
Gynecology  and  Abdominal  Surgery.  Referring  to  the  technic 
which  I  used,  I  always  sutured  the  vagina  high  up  on  the  anterior 
face  of  the  uterus.  We  all  recognize  this  ligamentous  structures 
under  the  bladder  and  in  front  of  the  cervix  and  as  a  matter  of  fact 
the  sutures  attaching  the  vagina  to  the  anterior  wall  of  the  uterus 
did  embrace  it.  These  sutures  were  introduced  high  up  on  the 
anterior  face  of  the  uterus,  as  high,  and  often  higher  than  the  in- 
ternal OS — the  latter  in  patients  past  child-bearing. 

"I  feel  that  an  exaggerated  importance  has  been  attached  to  the 
anterior  segment  of  the  pelvic  floor  in  the  recent  literature  and  opera- 
tions. Without  the  restoration  of  both  the  fascia  and  the  muscular 
structures  of  the  posterior  segment  of  the  pelvic  floor  (together  with  a 
supplementary  operation  to  restore  anteflexion  of  the  uterus)  I 
feel  that  I  should  have  had  a  large  percentage  of  failures,  instead  of 
a  very  small  percentage.  It  cannot  profitably  be  overlooked  that 
the  anterior  segment  of  the  pelvic  floor  is  the  supported  segment  so 
arranged  anatomically  as  to  be  drawn  up  during  labor;  whereas 
the  posterior  segment  is  the  supporting  segment,  anatomically 
arranged  so  as  to  permit  its  being  drawn  downward  and  backward 
in  labor,  to  accommodate  and  give  egress  to  the  fetal  head  and  body. 
In  spite  of  more  detailed  light  on  the  fascia  of  the  anterior  segment 
of  the  pelvic  floor  in  recent  literature,  I  feel  satisfied  that  the  recent 
presentation  of  the  subject  is  on  the  whole  less  satisfactory  than  that 
of  Frank  P.  Foster  and  B.  S.  Schultze  of  thirty  years  ago.  Also  it 
seems  to  me  that  the  present  tendency  is  to  overlook  or  to  disregard 
the  capacity  of  the  fibrocellular  and  muscular  structures  of  the 
broad  and  uterosacral  ligaments  which  are  overstretched,  atonic, 
or  sometimes  subinvoluted  to  return  to  the  normal  after  operation. 
On  the  contrary  there  is  a  tendency  to  substitute  unanatomical 
interposition  operations  which  are  in  themselves  a  confession  of 
unfamiliarity  with  the  possibilities  of  a  more  anatomical  technic. 

"It  is  interesting  to  note  the  more  general  realization  of  the  fact 
that  cystocele  and  prolapsus  uteri  constitute  a  true  hernia.  This 
I  recognized  many  years  ago  (American  Medicine,  January  ii,  1902). 
The  application  of  the  principle  of  overlapping  the  fascia  in  suturing 
wounds  of  the  abdominal  wall  as  a  routine  measure  for  the  preven- 
tion or  cure  of  hernia  which  I  introduced,  to  the  problem  of  the  cysto- 
cele naturally  interests  me;  but  theoretically  I  can  see  some  dis- 
advantages— the  extra  time  consumed  in  elderly  and  in  weak 
patients,  and  the  risk  of  making  the  anterior  segment  too  rigiti  and 
unyielding  for  labor,  and  also  of  lowering  the  plane  of  the  vesico- 
vaginal septum  in  the  pelvis." 
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Dr.  S.  E.  Tracy. — 'T  think  we  all  agree  with  the  underlying  prin- 
ciple of  the  operation  for  cystocele  as  described  by  Dr.  Ward.  As 
the  Philadelphia  members  know,  I  received  my  training  under  Dr. 
Noble,  and  he  has  told  y,ou  he  did  not  dissect  the  tissues  so  exten- 
sively, and  used  fewer  sutures,  but  when  the  operation  was  com- 
pleted, he  had  accomplished  what  Dr.  Ward  has  just  described.  I 
have  seen  a  number  of  patients  on  whom  he  operated  many  years 
ago,  and  the  results  are  just  as  good  as  when  they  left  the  operating 
table.  While  I  was  with  Dr.  Noble,  we  investigated  the  end-result 
in  a  series  of  patients  on  whom  he  had  operated  for  cystocele  and 
prolapse  of  the  uterus,  and  as  I  remember,  the  results  were  satis- 
factory in  96  or  97  per  cent,  of  the  cases.  I  have  followed  the 
principles  taught  by  Dr.  Noble,  but  do  a  more  extensive  dissection, 
elevate  the  bladder  and  attach  it  to  the  uterus  higher  up,  use  more 
sutures,  and  I  am  free  to  confess  that  I  doubt  if  the  results  are  any 
better  than  he  secured  with  a  less  extensive  operation." 

Dr.  George  Erety  Shoemaker. — "Like  Dr.  Tracy,  I  received 
many  ideas  upon  the  treatment  of  cystocele  from  Dr.  Noble's 
clinics  a  number  of  years  ago  and  I  have  employed  similar  methods 
with  a  great  deal  of  success.  I  must  confess  that  the  development 
of  the  tissue  columns  which  Dr.  Ward  mentions  is  rather  new  to  me. 
However,  the  procedure  seems  to  be  an  extremely  satisfactory  one 
as  he  demonstrates  it  to-night.  The  discharge  which  occurs  in  some 
cases  late  in  convalescence  can  be  corrected  by  the  use  of  dichlor- 
amine-T.  I  have  found  this  helpful  in  securing  primary  union  in 
some  of  the  worst  cases  complicated  by  chronic  vaginitis. 

"The  secrets  of  success  He  in  thorough  bladder  mobilization,  con- 
stant irrigation  during  operation,  accurate  trimming  of  flaps,  and  in 
raising  and  supporting  the  bladder.  I  use  from  three  to  four  layers 
of  continuous  mattress  catgut  suture.  Each  layer  draws  in  more 
fascia  and  connective  tissue  toward  the  median  line." 

Dr.  Ward  (closing). — "I  want  to  express  my  sincere  thanks  to 
the  members  of  the  Society  for  their  discussion  and  kind  attention 
in  listening  to  what  I  have  had  to  say.  I  was  interested  in  Dr. 
Clark's  presentation,  especially  the  point  in  regard  to  the  incontin- 
ence of  these  patients.  We  have  learned  much  recently  in  our 
follow-up  clinic  conducted  in  connection  with  the  Woman's  Hospital 
in  New  York  where  my  associates  and  I  examine  personally  our  own 
cases.  In  this  very  matter  of  incontinence  which  Dr.  Clark  has 
mentioned,  it  is  not  uncommon  to  have  a  woman  say  when  she  is 
asked  how  she  is  after  her  operation,  that  she  is  all  right,  but  cannot 
hold  her  urine  when  she  coughs.  '  Why  didn't  you  fLx  that,  Doctor?' 
she  will  ask.  The  history  will  show  that  no  mention  was  made  of 
this  condition.  It  has  been  my  custom  of  late  to  make  careful 
inquiry  regarding  this  before  operation,  and  it  is  astonishing  how 
common  the  lesion  is.  Whenever  that  symptom  is  present  I  employ 
the  Relly  mattress  suture  at  the  neck  of  the  bladder,  in  addition  to 
the  cystopexy,  and  I  find  it  gives  very  satisfactory  results. 

"Dr.  Davis  and  Dr.  Norris  spoke  particularly  of  prophylaxis 
which,  after  all,  is  what  we  should  aim  at.     Dr.  Davis  referred  to 
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the  point  brought  out  at  the  last  meeting  of  the  American  Gyneco- 
logical Society  of  the  advantage  of  making  a  central  incision  of  the 
perineum  to  take  the  strain  ofif  of  the  anterior  segment  of  the  pelvic 
floor  as  advocated  by  Pomeroy.  My  obstetrical  experience  of  recent 
years  has  been  somewhat  limited,  but  I  have  had  occasion  to  employ 
that  procedure  in  several  cases,  and  I  believe  it  is  of  value  in  prevent- 
ing injury  to  the  anterior  segment.  It  is  one  means  at  our  disposal 
for  preventing  cystocele. 

"I  was  very  much  pleased  to  hear  Dr.  Noble's  remarks  because  I 
have  follov/ed  Dr.  Noble's  principles  as  he  can  very  well  see  from 
the  illustrations  I  have  presented.  I  think  what  he  says  about 
the  pubic  ligaments  is  true;  they  are  there,  but  half  the  time  3^ou  do 
,not  dissect  them  out  in  suturing.  I  have  tried  to  emphasize  in  the 
paper  that  they  are  a  weak  factor  and  not  to  be  relied  on  alone. 
If  we  can  dissect  them  easily  I  think  we  should  utilize  them  and  I 
have  attempted  to  do  so. 

''In  many  of  the  cases  there  is  a  considerable  degree  of  sag  of  the 
uterus,  and  with  the  Alexandroff  stitch  the  uterus  may  be  lifted  up 
and  it  is  a  valuable  addition  to  our  corrective  methods. 

"Regarding  the  percentage  of  cures  which  Dr.  Noble  had  in  the 
past,  I  do  not  know  whether  he  had  a  follow-up  clinic  in  those  days. 
I  notice,  however,  that  it  makes  a  great  difference  in  our  opinions 
when  we  see  these  cases  afterward. 

"Dr.  Hirst's  work  I  am  much  interested  in,  but  with  it  I  have  had 
no  practical  experience.  Personally  I  never  could  regard  the  com- 
pressor urethras  muscle  as  being  a  very  great  factor  on  account  of  it 
being  so  poorly  developed.  I  cannot  see  how  very  much  support 
can  be  secured  from  that  muscle.  I  have  always  felt  that  while 
cystocele  presents  low  down  it  starts  above  and  I  have  therefore 
laid  stress  on  that  particular  phase  of  the  subject." 
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A  Text-book  of  Pathology.  With  a  final  section  on  Postmortem 
Examinations  and  the  Methods  of  Preserving  and  Examining 
Diseased  Tissues.  By  Francis  Delafield,  M.  D.,  LL.D.  and 
T.  Mitchell  Prudden,  M.  D.  LL.D.,  Eleventh  Edition.  Re- 
vised by  Francis  Carter  Wood,  M.  D.  With  fifteen  full-page 
plates  and  eight  hundred  and  nine  illustrations  in  the  text,  in 
black  and  colors.  New  York,  William  Wood  &  Company,  1919. 
Price  $7.50. 

The  most  recent  edition  of  this  standard  text-book  has  been  largely 
rewritten  by  Dr.  Wood  and  his  colleagues.  Revision  of  the  chapters 
on  tumors,  the  urinary  organs,  on  the  reproductive  organs  of  the 
female,  and  on  the  bones  and  joints  especially  having  been  made 
very  complete.  In  making  such, changes  the  fact  has  been  borne 
in  mind  that  the  book  is  intended  primarily  for  the  student  and  prac- 
titioner and  for  this  reason  the  material  presented  has  been  chosen 
as  representing,  not  matters  still  under  active  discussion,  but  those 
upon  which  a  general  agreement  has  been  reached  by  the  foremost 
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investigators  on  the  subject.  It  has  been  thought  advisable  to 
include  in  the  text  extended  references  to  pathological  physiology 
or  pathology  of  function  although  it  is  natural  that  some  limitation 
is  necessary  in  any  attempt  to  combine  a  text-book  of  medicine  and 
one  of  pathology. 

Although  directions  as  to  autopsy  technic  and  the  methods  of 
preparing  pathological  specimens  are  often  omitted  from  such  text- 
books these  have  been  retained.  The  methods  given  are  suificient 
for  routine  examinations  but  the  specialist  will  find  it  necessary 
to  consult  the  more  elaborate  works  on  technic.  The  revision  of 
the  chapter  on  tumors  has  been  entrusted  to  Professor  Woglom, 
and  Dr.  Robert  T.  Frank  and  Dr.  Frederick  Prime  have  given  simi- 
lar assistance  in  the  chapter  on  the  female  generative  organs.  The 
description  of  the  pathology  of  the  latter  is  presented  in  as  extensive 
a  form  as  is  possible  in  a  general  text-book  but  the  importance  of  the 
subject  points  clearly  to  the  necessity  of  a  more  extended  work. 
It  is  quite  impossible  to  present  within  the  limits  of  a  single  chapter  of 
about  one  hundred  pages  this  very  extensive  subject  with  its  impor- 
tant bearing  on  the  life  history  of  the  female.  We  trust  that  it  is 
not  a  forlorn  hope  that  the  necessity  of  a  work  of  this  kind  will  be 
appreciated  and  that  American  medical  literature  may  be  enriched 
to  this  extent. 

Delafield  and  Prudden's  text-book  has  now  become  so  well-known 
as  to  occupy  a  position  comparable  with  that  of  Gray's  Anatomy  and 
the  present  edition  reflects  great  credit  on  its  editor,  who  has  brought 
it  thoroughly  up  to  date  and  maintained  the  standards  of  previous 
issues.  The  make-up  of  the  book  as  regards  its  printing  and  illus- 
trations is  also  worthy  of  commendation. 

Notes  on  Pathological  and  Operative  Obstetrics.  By  Lyle 
G.  McNeile,  M.  D.,  Professor  of  Obstetrics,  College  of  Physicians 
and  Surgeons,  Medical  Department  of  the  University  of  Southern 
Cahfornia,  Supervising  Obstetrician,  Los  Angeles  Health  Depart- 
ment; Attending  Obstetrician,  Los  Angeles  County  Hospital. 
Published  by  The  Division  of  Obstetrics,  College  of  Physicians 
and  Surgeons,  Medical  Department  of  the  University  of  Southern 
California,  Los  Angeles,  191 9. 

Dr.  McNeile's  little  book  may  be  accepted  as  an  excellent  aid  for 
both  the  practitioner  and  the  student,  as  it  presents  in  pocket  form 
a  satisfactory  resume  of  the  entire  field  of  abnormal  obstetrics. 
The  author  has  been  impressed  by  the  necessity  of  outlining  a  specific 
method  of  diagnosis  and  treatment  for  those  who  practice  obstetrics 
and  as  so  much  of  the  work  is  necessarily  of  an  emergency  character, 
recourse  to  the  larger  books  is  often  most  confusing.  It  is  very 
probable  therefore  that  a  physician  will  obtain  better  results  if  he 
has  a  definite  plan  to  follow  than  would  be  the  case  if  he  is  compelled 
to  choose  without  experience  from  the  many  varied  modes  of  treat- 
ment to  be  found  in  the  larger  works.  We  believe  that  Dr.  McNeile 
has  succeeded  in  his  task  and  that  his  work  will  fulfill  a  much  desired 
want.  A  number  of  minor  errors  and  some  careless  proof-reading 
will  undoubtedly  be  corrected  in  future  editions. 
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A.    OBSTETRICS 

The  Undeveloped  Uterus. — C.  L.  Bonifield  (N.  Y.  Stale  Jour. 
Med.,  1 919,  xix,  40)  says  ihat  if  the  family  physician  should  be 
convinced  that  for  a  girl  not  to  begin  menstruating  at  the  proper 
time,  is  conclusive  evidence  that  her  pelvic  organs  are  not  develop- 
ing as  they  should  develop  and  that  she  requires  treatment  for  them. 
The  treatment  indicated  at  puberty  is  to  put  the  girl  in  the  best 
possible  condition  of  health,  by  medical  and  hygienic  treatment. 
Intestinal  disorders  are  a  frequent  cause  of  anemia  in  young  girls. 
Intestinal  stasis  should  be  treated  by  diet,  exercise  and  occasionally 
a  dose  of  castor  oil.  Focal  infections  should  be  looked  for  in  the 
tonsils,  teeth  and  appendix.  The  urine  should  be  examined  and  if 
too  strongly  acid,  the  amount  of  meat  eaten  should  be  restricted, 
oranges  and  fruit  used  freely  and  if  necessary  an  alkaline  water 
given.  In  addition  to  this  the  extract  of  the  thyroid  or  pituitary 
gland   and   ovarian   extract   should    be    judiciously    administered. 

Hydatidiform  Degeneration  in  Tubal  Pregnancy.— A.  W.  Meyer 
(Surg.,  Gyn.  and  Obst.,  i9i9,xx\'iii,  293)  reports  forty-eight  new  cases 
of  this  character.  Since  he  has  directed  his  attention  especially 
to  hydatiform  degeneration  he  has  been  able  to  recognize  its  pres- 
ence repeatedly  at  sight  in  relatively  young  chorionic  vesicles — one 
centimeter  large — not  only  from  uterine  but  also  from  tubal  preg- 
nancies. This  is  true,  of  course,  especially  in  the  former,  for  the 
chorionic  vesicles  of  these  often  are  quite  characteristic,  and  when 
inspection  with  the  unaided  eye  or  with  a  reading  glass  under  a 
magnification  of  two  diameters,  fails  to  reveal  the  true  nature  of 
the  specimen,  examination  with  a  binocular  under  a  magnification 
of  ten  or  twenty  diameters  often  does  so  at  sight. 

Treatment  of  Antenatal  and  Postnatal  Sjrphilis. — J.  Adams  {Brit. 
Med.  Jour.,  Nov.  16,  1918)  says  that  the  antenatal  treatment  of  the 
mother  is  of  the  utmost  importance  to  the  unborn  child.  The 
pregnant  woman  may  be  treated  with  one  of  the  salvarsan  substi- 
tutes and  mercury,  with  perfect  safety  up  to  the  day  of  confinement, 
and  the  earlier  the  treatment  is  begun  the  better.  A  mother  whose 
blood  gives  a  positive  Wassermann  reaction  may,  after  treatment, 
be  delivered  of  a  child  whose  blood  gives  a  negative  reaction.  The 
child  may  continue  to  thrive  and  give  a  negative  blood-test.  Im- 
mediately on  the  birth  of  a  child  a  specimen  of  the  blood  should  be 
taken  from  the  vessels  of  the  divided  umbilical  cord  for  a  Wasser- 
mann test;  and  a  portion  of  the  placenta  obtained  for  examination 
for  spirochetes.  Further  specimens  of  blood  from  the  child  are 
best  obtained  by  pricking  the  heel  with  a  medium  size  Hagedorn's 
needle  in  three  or  four  places  near  ore  another,  allowing  about 
Ya.  to  Y  c.c.  of  blood  to  drip  in  a  i  c.c.  glass  tube.  This  should  be 
repeated,  if  necessary,  at  intervals  of  a  month  or  six  weeks  for  a 
further  test.  Syphilitic  children  can  be  treated  by  salvarsan  imme- 
diately after  birth.     Salvarsan,  combined  with  treatment  by  mer- 
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cury,  has  a  more  certain  and  quicker  action  in  producing  a  negative 
Wassermann.  In  nearly  all  syphilitic  children  born  alive,  treat- 
ment can  soon  convert  a  positive  into  a  negative  Wassermann 
reaction,  and  such  children  appear  to  become  healthy  and  show  a 
regular  weekly  gain  in  weight. 

Syphilis  in  Pregnancy.^ — Magalhaes  (Brazil-Medico,  1919,  xxxiii, 
2)  divides  his  subject  matter  into  six  sections  as  follows:  syphilis 
hinders  gestation,  interrupts  gestation,  disturbs  the  course  of  ges- 
tation short  of  interruption,  aggravates  parturition,  complicates 
the  puerperium  and  prejudices  the  fetus.  Some  of  these  influences 
are  sufficiently  known  while  others  are  not  readily  visualized.  The 
author  holds  on  largely  theoretical  grounds  that  syphilis  which  is 
insufficient  to  cause  miscarriage  and  death  can  interfere  with  the 
biochemical  reactions  of  the  fetus  and  diminish  its  normal  resistance 
in  the  interest  of  causing  toxemia  of  pregnancy.  Stigmata  of  de- 
generacy including  major  monstrosities  are  also  set  down  to  this 
mechanism.  Syphilis  can  also  cause  dystocia  in  several  quite  dis- 
similar ways,  both  maternal  and  fetal.  Thus  it  may  disturb  the 
nutrition  of  the  myometrium  on  the  one  hand  and  lead  to  over- 
large  fetus,  hydramnios  and  hydrocephalus  on  the  other.  In  the 
puerperium  it  can  retard  involution  and  pave  the  way  for  other 
gynecological  mischief. 

Laceration  of  the  Tentorium  in  the  Newly  Bom. — Vischer  of  Basle 
iCorrespondenzhlatt  fiir  Schweizer  Aerste,  1919,  xlix,  230)  first  refers 
to  the  exhaustive  study  of  this  subject  by  Beneke  in  1910.  The 
latter  found  that  this  rupture  is  the  most  frequent  cause  of  intra- 
meningeal  hemorrhage.  The  resulting  extravasation  may  be  located 
in  any  of  the  subtentorial  structures  and  may  be  a  cause  of  asphyxia- 
death.  But  while  the  worst  tears  are  found  in  children  born  with 
asphyxia,  rupture  of  the  tentorium  is  also  found  in  normal  labors 
and  even  in  prematures.  The  importance  of  a  tentorium  tear 
depends  upon  the  amount  of  bleeding  and  as  a  rule  the  greater  the 
tear  the  greater  the  hemorrhage.  One  other  factor  is  present, 
to  wit,  the  state  of  the  circulation  at  the  time  of  the  rupture.  Since 
1910  numerous  cases  have  been  reported  and  the  technic  of  Beneke 
has  been  adopted  by  most  pathologists.  This  author  has  reported 
additional  examples  and  of  100  examined  cases  oi  dead  newly  born 
he  has  found  fourteen  with  tentorial  tears.  Pott,  a  student  of 
Beneke's,  gives  further  data  concerning  the  cause  of  this  accident. 
A  material  of  thirty-three  cases  shows  severe  labor  in  60  per  cent., 
while  the  next  most  important  factor  was  prematurity.  As  for  the 
actual  mechanism  various  factors  are  given,  such  as  compression 
from  both  sides  with  elongation  of  the  cranium  and  tension  on  the 
falx,  etc.  The  bleeding  which  follows  the  tear  must  be  due  in  part 
to  the  number  of  vessels  torn  through  and  the  degree  of  spontaneous 
hemostasis.  Pott  has  shown  that  a  criminal  could  produce  a  ten- 
torium rupture  after  delivery  if  he  knew  the  mechanism.  In  some 
of  these  cases,  after  attempts  at  reanimation,  air  emboli  have  been 
found.  In  addition  to  obstetricians  gynecologists  have  interested 
themselves  in  the  problem.     Meyer  found  that  in  1200  labors,  sixty- 
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four  deaths  occurred  and  that  in  twenty-eight  cases  the  tentorium 
was  torn.  Of  this  number  death  was  due  to  this  accident  in  twelve 
cases,  of  which  five  were  severe  forceps  cases,  four  breech  cases  in 
primipara;,  and  three  cases  of  small  fetus  in  normal  position.  The 
author's  figures  show  the  presence  of  fifty-one  cases  of  tentorium 
rupture  in  i86  autopsies  of  newly  born.  But  all  attempts  to  connect 
the  cases  with  external  conditions  such  as  normal  or  instrumental 
labors  were  in  vain.  They  simply  happen  ever  so  often  without 
regard  to  outside  influences.  Many  cases  are  without  pathological 
consequences  and  are  encountered  only  by  coincidence.  The  tear 
simply  shows  that  the  skull  was  exposed  to  some  sort  of  violence 
but  in  a  very  large  number  of  such  accidents  there  is  no  reaction. 
On  the  other  hand,  as  in  adult  cases,  a  trivial  injury  may  cause  the 
symptoms  of  commotion. 

Delayed  Rotation  of  the  Head. — Remy  (Revue  mensuelle  de 
gynecologie,  d' obstetrique  et  de  pediatrie,  1919,  xiv,  24)  refers  to  Pajot's 
law  of  accommodation  in  virtue  of  which  the  head  passes  through  the 
pelvis  with  a  typical  mechanism.  Various  explanations  are  possible 
to  account  for  this  or  that  change  of  position,  which  have  to  be 
invoked  when  for  any  reason  the  typical  mechanism  is  disturbed. 
Thus  in  internal  rotation  of  the  head  one  explanation  makes  the 
osseous  configuration  the  chief  factor  while  another  invokes  a 
muscular  factor.  In  certain  cases  in  which  internal  rotation  is 
not  duly  executed  these  factors  should  be  without  influence.  There 
is  evidently  some  lack  of  cooperation  between  flexion  and  rotation. 
The  author  is  interested  chiefly  in  the  act  of  rotation  at  the  last 
moment  when  an  impending  occipitoposterior  position  is  rectified 
with  the  head  buried  in  the  perineal  pouch.  He  was  summoned 
by  a  midwife  to  see  a  primipara  whose  pains  had  stopped.  His 
finger  passed  between  the  head  and  perineum.  The  sagittal  suture 
was  in  the  transverse  diameter  with  the  anterior  fontanelle  nearly  in 
the  center  of  the  excavation.  It  was  evident  that  flexion  had  not 
yet  occurred.  As  the  general  condition  of  mother  and  fetus  was 
excellent  the  author  waited  five  hours  before  resorting  to  forceps. 
After  much  pains  he  lowered  the  head  until  the  perineum  protruded. 
At  this  juncture  the  occiput  with  forceps  in  place  was  seen  to  turn 
spontaneously  to  the  rear.  The  instrument  was  at  once  removed, 
when  it  became  evident  that  strong  pains  were  present.  Everything 
pointed  to  a  prompt  occipitoposterior  delivery.  The  anterior 
fontanelle  was  actually  behind  the  right  ischiopubic  ramus  and  the 
perineum  formed  a  huge  pouch  distended  by  the  head.  A  few 
more  pains  and  the  head  would  be  expelled.  But  here  the  un- 
expected happened,  for  in  just  two  pains  complete  rotation  was 
accomplished  and  the  occiput  was  born  under  the  pubis.  The 
perineum  was  left  intact. 

Transduodenal  Lavage  in  Treatment  of  Postoperative  Ileus. — 
M.  E.  Jutte  (Jour.  A.  M.  A.,  1919,  Ixxii,  929)  reports  six  cases  of 
postoperative  ileus,  a  case  of  incessant  hiccup,  and  .one  of  purperale 
eclampsia,  which  were  successfully  treated  by  transduodenal 
lavage.     Transduodenal   lavage   flushes    the    bowel    from    pylorus 
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to  rectum  and  brings  about  powerful  stimulation  of  peristalsis. 
This  is  accomplished  by  inserting  a  duodenal  tube  just  beyond 
the  pyloric  muscle,  and  allowing  a  sufficient  quantity  of  fluid  to 
run  through  the  tube  into  the  bowel  to  produce  a  thorough  flushing. 
The  fluid  must  be  slightly  hypertonic,  so  as  to  remain  unabsorbed 
in  its  passage  along  the  intestinal  tract. 

Influenza  in  Pregnant  Women. — In  a  statistical  study  by  J.  W. 
Harris  {Jour.  A.  M.  A.,  1919,  Ixxii,  978)  of  1350  cases,  it  is  assumed 
that  they  were  serious  enough  to  require  medical  attention,  and  do 
not  include  the  very  mild  cases;  nor  do  they  include  many  of  the 
cases  falling  within  the  first  two  months  of  pregnancy,  when  gesta- 
tion might  easily  escape  the  knowledge  of  the  physician.  With 
these  reservations,  the  results  of  the  study  are  as  follows:  pneumonia 
complicated  the  influenza  in  about  one-half  of  the  pregnant  women 
here  reported.  In  the  cases  complicated  by  pneumonia,  about 
50  per  cent,  of  the  patients  died,  the  mortality  being  somewhat 
greater  during  the  last  three  months  of  pregnancy.  The  gross 
mortality  of  all  cases  was  27  per  cent.  Pregnancy  was  interrupted 
in  26  per  cent,  of  the  uncomplicated  cases,  and  in  52  per  cent,  of 
the  cases  accompanied  by  pneumonia.  In  the  cases  ending  fatally, 
abortion  or  premature  labor  occurred  in  62  per  cent.  Thus,  in  38  per 
cent,  of  the  fatal  cases  the  patient  died  without  interruption  of  preg- 
nancy. The  mortality  of  influenza  was  considerably  higher  (41  per 
cent.)  in  the  cases  complicated  by  abortion  or  premature  labor  than 
in  those  in  which  pregnancy  was  uninterrupted  (16  per  cent.). 

Occurrence  of  Superfetation. — After  reviewing  the  literature 
of  alleged  superfetation,  A.  W.  Meyer  {Jour.  A.  M.  A.,  1919,  bcxii, 
769)  cites  several  specimens  from  the  Mall  embryological  collection 
which  resemble  the  cases  reported  as  instances  of  superfetation 
but  were  really  examples  of  twin  pregnancy  with  imequal  develop- 
ment of  the  feti.  He  says  that  especially  favorable  conditions 
for  the  production  of  gross  differences  seem  to  exist  in  some  cases 
of  twin  pregnancy.  Hence  it  need  not  surprise  us  that  these  dif- 
ferences have  been  largely  responsible  for  the  quite  general  belief 
in  the  occurrence  of  superfetation  in  women.  But  at  present  it 
remains  merely  a  possibiUty;  for  the  evidence  on  which  this  belief 
rests  is  wholly  inadequate.  In  the  past,  fetus  papyracei  also  have 
been  regarded  as  examples  of  superfetation. 

Aseptic  Technic  in  Obstetrics. — C.  G.  Strickland  {Penn.  Med. 
Jour.,  Mar.,  1919,  344)  believes  that  every  man  practising  obstetrics 
should  have  at  least  one  year's  training  in  the  operating  room  of 
some  active  and  careful  abdominal  surgeon,  so  as  to  acquire  an 
"aseptic  instinct"  which  would  go  a  long  way  toward  keeping  out 
of  trouble  in  obstetric  work.  Together  with  lack  of  perfect  asepsis 
two  other  great  faults  contribute  to  puerperal  morbidity:  over- 
frequent  vaginal  examinations  and  undue  operative  interference. 
Unindicated  operative  interference,  whether  it  be  the  application 
of  forceps  or  undue  haste  in  manually  removing  the  placenta,  adds 
a  distinct  risk.  A  certain  amount  of  discretion  should  be  used  with 
the  immediate  repair.     If  the  patient  has  been  fatigued  from  a  pro- 
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tracted  or  complicated  labor,  it  is  wiser  to  wait  than  to  repair  at  once. 
The  technic  and  safeguards  of  the  abdominal  surgeon  are  even  more 
necessary  to  the  obstetrician,  and  similar  care  should  be  exercised 
in  the  care  and  supervision  of  the  delivery  room.  All  know  the 
dangers  of  intercourse  in  the  last  days  of  pregnancy,  and  the  menace 
of  a  self-examining  patient.  The  tub  bath  in  the  last  two  weeks  of 
pregnancy  may  be  a  possible  source  of  infection. 

Peritoneal  Drainage. — C.  L.  Heald  (Stirg.  Gyn.  and  Obst.,  1919, 
xxviii,  326)  states  that  ideal  peritoneal  drainage  should  remove  the 
pus  from  the  bottom  of  the  cavity  with  the  minimum  of  injury 
to  the  patient.  A]  double  caliber  glass  tube  with  movable  gauze 
wick  comes  nearer  meeting  these  requirements  than  any  method. 
The  double  tube  is  3^^  inch  in  (outside)  diameter.  The  lower 
end  is  closed  except  for  an  oval  opening  X'^  inch  in  its  long 
diameter,  3^^  inch  from  the  lower  end  on  each  side,  and  a 
small  opening  in  the  bottom.  The  longitudinal  septum  extends 
to  3-^  inch  from  the  lower  end.  One  end  of  a  gauze  wick,  i  inch 
wide  and  several  yards  long,  is  inserted  in  the  upper  end  of  one 
"barrel,"  and  is  pushed  down  its  lumen  to  the  lower  end  with  a  small 
probe,  pulled  out  of  the  opening  in  the  bottom,  the  end  reinserted 
through  this  opening  and  pushed  up  through  the  other  "barrel,"' 
passing  around  the  smooth  lower  end  of  the  septum.  The  tube, 
threaded  with  the  wick,  is  inserted  to  the  bottom  of  the  cavity  and 
the  wound  is  closed  completely  around  it.  The  tube  should  be  long 
enough  to  project  above  the  dressings,  which  are  covered  and  pro- 
tected by  a  sheet  of  rubber  dam,  through  a  small  stretched  opening 
in  which  the  tube  has  been  previously  passed.  The  roll  of  sterile 
gauze  wick  in  a  cloth  bag  is  pinned  outside  the  dressings  and  covered 
with  a  sterile"  towel.  During  the  first  twenty-four  hours,  at  more  or  less 
frequent  intervals,  depending  upon  the  quantity  of  purulent  secretion, 
the  nurse,  with  sterile-gloved  hands,  steadies  the  tube  with  one  hand, 
pulls  the  wick  through  with  the  other  until  it  comes  through  dry, 
cuts  off  and  removes  the  soiled  portion,  and  replaces  the  sterile 
towel,  without  having  disturbed  the  patient.  After  twenty-four 
hours,  the  tube,  having  served  its  purpose,  is  removed,  and  replaced 
by  a  small  "cigaret,""  or  by  any  form  of  drain  the  surgeon  may 
prefer. 

Operation  for  Production  of  Sterility.— R.  C.  Cupler  (Surg., 
Gyn.  and  Obst.,  19 19,  xxviii,  317)  describes  the  following  operation: 
The  abdomen  is  opened  by  a  suprapubic,  median  incision.  The 
tube  is  delivered  and  held  in  a  position  to  be  easily  handled.  A 
No.  I  catgut  is  placed  around  a  small  area  in  the  broad  Ugament 
including  the  blood-vessels  supplying  a  limited  part  of  the  tube. 
The  tube  is  then  divided  and  a  peritoneal  cuff  on  the  proximal  end 
is  turned  back,  the  denuded  muscle  and  mucosa  is  crushed  in  the 
bite  of  an  angiotribe.  No.  o  catgut  ligature  is  applied  in  the  crease, 
the  cuff  is  brought  over  and  a  ligature  applied.  The  distal  end  of 
the  tube  is  ligated,  and  both  ends  approximated  and  the  rent  in  the 
broad  ligament  closed.  The  relation  of  the  structures  now  appears 
quite  normal.  The  opposite  tube  is  treated  in  the  same  manner  and 
the  abdomen  is  closed  in  the  usual  wav. 
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B.    GYNECOLOGY. 

Gynecological  Operative  Cases. — In  a  study  of  500  operative  cases, 
B.  Solomons  {Med.  Press,  1919,  n.  s.  cvii,  140)  concludes  that  skin 
disinfection  is  best  accomplished  by  some  reagent  which  hardens  the 
skin.  Ether  followed  by  iodine  is  an  excellent  method.  There  is 
less  chance  of  pulmonary  embolism  if  patients  are  encouraged 
to  move  about  freely  in  bed  after  operation.  To  prevent  pneu- 
monia care  must  be  taken  that  patients  be  warmly  clad  going  to  or 
coming  from  the  theatre.  Of  the  many  [operations  described  for 
the  cure  of  backward  displacement,  a  modification  of  Tod  Gilliam's 
technic  has  been  found  to  be  the  best.  Ventral  suspension  and  the 
Alexander-Adams  operation  have  their  indications,  and  ventral 
fixation  is  satisfactory  after  the  menopause.  When  it  is  necessary 
to  treat  sterility  by  operation,  it  is  justifiable  to  open  the  abdomen 
to  examine  the  state  of  the  adnexa,  even  though  there  are  no  marked 
signs  of  disease.  Tubes  of  normal  size  with  closed  ostia,  hydrosal- 
pinges  and  very  small  cysts  of  the  ovary  are  often  discovered. 

Complete  Absence  of  the  Uterus. — Thorell  (Annates  de  gynecologic 
et  d'obstetrique,  1919,  xiii,  294)  gives  a  brief  account  of  the  case 
histories  and  disquisitions  on  this  subject  from  the  earliest  times.  In 
1897  Burrage  of  the  United  States  collected  360  cases  of  this  anomaly, 
reported  by  239  authors.  In  but  thirty-five  were  there  complete 
autopsy  details  of  which  number  twenty-four  concerned  adults  and 
two  infants.  The  balance  represented  part  phenomena  in  general 
malformations,  etc.  As  a  rule  absence  of  uterus  did  not  involve 
absence  of  adnexa  and  vagina.  Since  the  date  of  Burrage's  article 
enough  cases  have  been  reported  to  bring  the  total  to  400.  The 
proportion  to  normal  women  is  said  to  be  i  in  2500  but  this  figure  of 
course  means  a  careful  and  systematic  examination  of  all  women  who 
visit  a  clinic  over  a  period  of  many  years.  During  a  period  of  twenty- 
five  years  four  cases  were  seen  at  the  Johns  Hopkins.  Naturally 
this  anomaly  has  a  close  relationship  to  hermaphroditism,  an 
association  which  has  not  always  been  agitated.  Embryologists 
assert  that  absence  of  the  uterus  must  be  due  to  nonunion  of  Muel- 
ler's ducts  at  the  middle  portion.  The  nature  of  this  shortcoming 
is  unknown  but  it  may  be  familial  and  this  fact  would  make  of  it  a 
congenital  anomaly.  Nevertheless  aside  from  these  few  family 
cases  no  heredity  is  in  evidence.  In  general  two  types  are  en- 
countered, one  being  associated  with  normal  external  genitals  and 
the  other  with  hermaphroditism.  The  members  of  the  first  class 
are  women  throughout.  When  as  is  common  absence  of  the  uterus 
is  associated  with  imperforate  vagina  the  latter  should  be  restored  by 
a  plastic  operation  so  that  in  the  modern  scheme  of  sex-economy 
the  women  can  marry  even  with  a  childless  future.  The  author 
relates  a  case  of  absent  uterus  in  a  woman  of  twenty-three  with 
history  of  amenorrhea.  She  had  married  "to  provoke  the  menses." 
Examination  showed  an  otherwise  100  per  cent,  woman  with  a  va- 
gina which  admitted  the  entire  index-finger.  Coitus  was  not  dis- 
agreeable. Husband  normal  throughout.  Bimanual  examination 
showed  probable  absence  of  uterus.     Laparotomy  confirmed   the 
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diagnosis.     The  tubes  were  found  missing  as  well  as  the  round  and 
broad  ligaments.     One  ovary  was  found,  slightly  enlarged  and  cystic, 
and  was  resected. 
Simultaneous  Malignant  Growths  in  the  Uterus  and  an  Ovary. — 

Hartmann  and  de  Jong  {Annales  de  gynecologic  et  d'obstetrique,  19 19, 
xiii,  281)  report  three  cases  of  this  coincidence.  In  reference  to 
recorded  material  it  may  be  stated  that  in  cancer  of  the  uterus  in 
its  terminal  stages  there  is  frequently  a  metastasis  in  an  ovary.  In 
reaUty  it  is  not  a  metastasis  but  a  direct  extension  of  the  growth. 
The  percentage  may  exceed  25.  Hence  the  author  endeavors  to 
eliminate  this  type  of  ovarian  involvement  in  the  interest  of  true 
metastasis.  Bland-Sutton  in  the  course  of  three  years  saw  six  true 
ovarian  metastases  in  fifty-two  uterine  cancers  or  about  12  per  cent. 
These  statistics  may  not  be  representative  for  in  another  series  of 
140  cases  of  operated  cancer  of  the  cervix — presumably  early  opera- 
tions— there  were  but  five  cases  of  ovarian  metastases  and  of  these 
three  were  apparently  due  to  direct  extension  and  not  to  metastasis. 
Other  statistics  appear  to  show  that  occasionally  the  ovary  is  at- 
tacked before  the  uterus.  The  authors  relate  their  cases  for  what 
they  may  be  worth  and  apparently  the  relationship  between  the  two 
cancerous  lesions  is  as  follows:  Case  I  appears  to  represent  a  cancer 
of  the  corpus  uteri  with  metastatic  nodules  in  the  left  ovary.  Case 
II  was  an  example  of  cancer  of  the  uterus  with  a  cancerous  metas- 
tatic nodule  in  the  already  fibromatous  right  ovary.  Case  III  in- 
verted the  usual  order  in  that  a  dermoid  cyst  of  the  left  ovary  was 
associated  with  a  secondary  involvement  by  contiguity  of  the  uterine 
muscle.  This  type  is  unusually  rare  but  Cullen  reports  two  striking 
cases  in  which  cancer  of  the  ovary  involved  the  uterus  by  contiguity. 
Cystoscopy  in  Determining  the  Operability  of  Cancer  of  the 
Cervix. — Cruet  (Revtie  mensuelle  de  gynecologie,  d'obstetrique  et  de 
pediatrie,  191 9,  xiv,  p.  3)  who  has  already  published  a  paper  on  this  sub- 
ject is  able  to  add  corroborative  data  proceeding  from  such  authorities 
as  Hartmann,  PoUosson,  Luys,  Lenormant  and  others.  The  subject 
is  therefore  well  known  in  France.  The  object  of  cystoscopy  is 
naturally  to  determine  the  state  of  the  bladder  and  ureters  for  cer- 
tain affections  of  the  latter  could  render  the  cervix  cancer  inoperable. 
It  is  quite  true  that  the  rectal  touch  will  furnish  valuable  information 
along  these  lines  and  in  conjunction  with  abdominovaginal  palpation 
enables  us  to  be  assured  of  the  mobility  of  the  uterus.  This  mobility, 
however,  does  not  always  mean  operability  for  there  is  a  type  of  cervi- 
cal cancer  of  the  anterior  lip  of  rapid  growth  which  can  invade  the 
vaginal  cul-de-sac  and  yet  leave  the  uterus  freely  movable.  There 
are  also  certain  isthmian  cancers  which  do  not  invade  the  cul-de-sac 
and  can  be  disclosed  only  by  aid  of  the  cystoscope.  But  the  failure 
of  mobility  does  not  always  imply  inoperability.  Here  the  teaching 
of  experts  is  often  very  contradictory,  and  the  use  of  the  cystoscope 
may  clear  up  these  discrepancies.  The  touchstone  appears  to  be 
the  abiUty  to  recognize  the  state  of  the  floor  of  the  bladder  and  the 
ureters.  Aside  from  cystoscopy  there  is  a  resource  recommended  by 
Pollosson  and  his  pupils,  the  intraurethral  touch  accomplished  by 
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dilating  the  urethra  and  introducing  the  examining  finger  to  aid  in 
palpation  of  the  vesicovaginal  septum.  It  would  appear  that  such 
a  maneuver  would  not  only  be  difficult  but  burdensome  to  the 
patient.  Credit  must  be  awarded  to  German  and  Austrian  writers 
for  the  original  introduction  of  cystoscopy  in  cancer  diagnosis,  for 
Winter  was  the  first  to  inspect  the  vesicovaginal  septum  with  the 
cystoscope  in  cancer  of  the  cervix.  He  was  promptly  followed  by 
other  Germans  (the  author  includes  Barringer  of  New  York  among 
the  latter  by  inadvertence).  The  combined  finds  of  German  and 
French  authors  are  summed  up  by  an  account  of  the  modifications 
of  the  vesical  floor,  as  shown  by  the  cystoscope,  which  are  due  to 
cancer.  These  are  very  numerous  and  affect  the  question  of  speci- 
ficity and  it  is  admitted  that  not  all  of  the  finds  are  cancerous.  In 
fact  there  is  an  entire  series  of  alterations  which  are  nonspecific. 
The  total  cystoscopy  material  now  on  record  is  over  500  cases.  Some 
with  Schauta  attach  no  significance  to  cystoscopy  unless  the  bladder 
is  actually  cancerous;  others  with  Stoeckel  attach  no  importance  to 
negative  finds;  finally  others  with  Winter — and  these  are  the  most 
numerous — are  governed  by  negative  finds  and  have  operative 
difficulties  when  finds  are  positive. 

Operation  for  Procidentia  Uteri  in  the  Aged. — For  the  treatment  of 
procidentia  uteri  in  women  too  old  to  withstand  an  extensive  opera- 
tion, A.  N.  McArthur  (Med.  Jour.  Australia,  Feb.  22,  1919)  has 
devised  the  following  procedure.  It  was  suggested  by  seeing  a  coat 
sleeve  sewn  longitudinally  down  the  center,  making  it  quite  impos- 
sible to  invert  that  particular  sleeve.  Strip  off  an  area  of  mucous 
membrane  from  anterior  vaginal  wall,  about  a  finger  breadth  in 
width,  from  just  behind  the  orifice  of  urethra  to  within  1.25  cm. 
to  1.85  cm.  of  the  junction  of  the  cervix  and  vagina.  Strip  off  an 
area  from  the  posterior  wall  of  vagina,  1.8  cm.  from  cervix,  and  pass- 
ing over  peritoneum,  so  that  the  perineal  muscles  will  be  denuded. 
Sew  together  with  a  continuous  catgut  suture  the  nterior  cut  edge 
and  posterior  cut  edge  on  the  left  side.  Do  exactly  the  same  on  right 
side.  Three  or  four  insertions  of  the  needle  are  made  on  the  right 
side,  and  three  or  four  on  the  left,  and  so  on,  alternating  until  the 
whole  of  the  cut  edges  of  the  right  side  are  united,  as  well  as  on  the 
left  side.  As  the  stitches  are  pulled  taut,  the  cervix  recedes  into 
the  vaginal  orifice  until  it  is  lost  to  touch.  Complete  the  perineor- 
rhaphy by  inserting  three  or  four  sutures  into  the  already  denuded 
perineum  tying  these  and  completing  the  closure  of  the  cut  edges  of 
the  vaginal  mucous  membrane. 

The  writer  claims  for  this  operation  that  there  is  no  possibility  of 
prolapse  of  the  vagina;  that  it  is  much  more  rapid  than  complete 
excision  of  vagina;  that  it  permits  of  leucorrheal  discharge  from  the 
cervix,  if  any,  passing  down  from  the  uterus;  that  it  can  be  performed 
very  rapidly,  as  in  the  old  the  mucous  membrane  peals  of?  with 
extraordinary  ease;  that  surgical  shock  is  practically  nil;  and  that 
subsequent  comfort  is  extraordinary. 

Plastic  Operations  in  the  Vagina  and  on  the  Pelvic  Floor. — 
S.  E.  Tracy  (Pciui.  Med.  Jour.,  1919,  xxii,  384)  says  that  the  interpo- 
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sition  operation  is  an  excellent  procedure  in  certain  cases  but  if 
performed  on  a  young  woman  she  must  have  the  tubes  resected  and 
be  rendered  barren,  or  run  the  risk  of  serious  complications  if  she 
become  pregnant.  If  the  uterus  be  too  small  or  too  large,  the  result 
in  many  cases  will  be  unsatisfactory.  In  dealing  with  injuries  to 
the  cervix,  the  majority  should  be  repaired,  not  amputated.  In 
performing  an  amputation  of  the  cervix,  the  incision  through  the 
vaginal  wall  should  not  be  made  at  the  bladder  reflexion  of  the  peri- 
toneum and  at  a  corresponding  point  on  the  posterior  wall;  but 
at  the  junction  of  the  face  of  the  cervix  with  the  anterior  and  pos- 
terior vaginal  walls,  flaps  dissected  back  and  every  portion  of  the 
vaginal  wall  conserved.  In  cases  in  which  there  is  considerable 
relaxation  of  the  anterior  vaginal  wall  or  a  cystocele,  an  anterior 
colporrhaphy  should  be  performed.  Little  or  no  support  will  be  ob- 
tained from  suturing  the  stretched-out  vaginal  wall.  Foreshortening 
of  the  anterior  vaginal  wall  can  be  prevented  by  using  an  interrupted 
suture  or  a  lock-stitch.  No  one  form  of  perineorrhaphy  will  cure 
every  damaged  perineum.  When  operating  for  the  cure  of  a  com- 
plete eversion  of  the  vagina,  following  hysterectomy,  the  vagina 
must  be  anchored  to  the  white  line  as  no  technic  will  build  up  a  peri- 
neum over  which  its  walls  will  not  roll  if  it  has  not  been  so  anchored. 
An  eversion  of  the  vagina  following  hysterectomy  can  be  prevented 
if  the  cervical  stump,  or  the  vaginal  walls  in  case  of  a  complete  hys- 
terectomy, be  sutured  by  a  proper  technic  to  the  infundibulopelvic 
and  round  ligaments  and  a  good  perineorrhaphy  done  at  the  same 
time.  In  cases  of  prolapse  in  which  the  uterus  is  retained  and  the 
interposition  operation  not  desirable,  in  addition  to  the  plastic  work, 
it  is  advisable  in  the  vast  majority  of  cases  to  perform  some  abdomi- 
nal procedure  to  assist  in  maintaining  the  uterus  in  its  anterior  posi- 
tion. This  may  be  done  by  one  of  the  various  operations  on  the 
round  ligaments.  In  patients  past  the  menopause,  a  suspension  or 
fixation  is  justifiable.  If,  for  any  reason,  it  is  necessary  to  do  a 
supravaginal  hysterectomy,  the  cervical  stump  should  be  sutured 
to  the  infundibulopelvic  and  round  ligaments  by  a  definite  technic 
or  anchored  to  the  abdominal  wall  by  the  technic  of  Baldy. 
Incorporation  of  the  Maternity  Hospitals  of  Rio  De  Janeiro  into 
the  Medical  College. — In  the  Revista  de  Gynecologia  e  d'Obstetricia, 
1 91 8,  xii,  p.  321,  the  above  consolidation  is  announced  and  the 
principal  Maternity  will  henceforth  serve  as  the  college  clinic  for 
obstetrics  and  gynecology.  The  smaller  Santa  Casa  Maternity 
appears  to  have  already  been  similarly  incorporated  although  it  is  a 
homeopathic  institution.  A  new  building  was  erected  and  the 
number  of  hospital  beds  increased  to  thirty-nine.  The  larger 
maternity  known  as  the  Laranjeiras  is  a  gynecological  as  well  as 
obstetrical  institute  with  sixty  beds  for  obstetrical  cases  and  a 
considerable  number  for  gynecological  uses.  The  total  number  of 
maternity  beds  for  teaching  is  now  about  loo  and  for  the  entire  city 
not  over  150 — far  too  small  for  the  metropolis;  it  is  to  be  hoped  that 
the  present  installation  will  be  augmented  in  the  future  which  will  be 
preferable  to  erecting  new  maternities.  The  total  number  of  gyne- 
cological beds  available  in  the  medical  college  is  about  forty. 
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AMERICAN  MEDICAL  EDITOR'S  ASSOCIATION. 

The  fiftieth  annual  meeting  of  the  American  Medical  Editors' 
Association  will  be  held  at  the  Marlborough-Blenheim  Hotel, 
Atlantic  City,  on  Monday  and  Tuesday,  June  9th  and  loth,  and 
will  take  the  form  of  a  semicentennial  celebration  and  a  Victory 
Meeting,  emphasizing  the  part  which  this  Association  and  its  mem- 
bers have  taken  in  the  world's  war. 

A  most  attractive  program  is  now  being  prepared  and  every 
physician,  even  remotely  interested  in  medical  journalism,  will 
find  it  to  his  advantage  to  attend. 


PAYING  FOR  VICTORY. 

AN  APPE.\L. 

Winning  a  victory  in  the  greatest  war  in  history  necessitated  the 
expenditures  of  huge  sums  of  money.  The  bills  run  into  biUions, 
and  it  is  to  pay  them  that  the  Government  is  floating  the  Victory 
Liberty  Loan  through  popular  subscription. 

Large  as  the  war  indebtedness  is,  it  would  have  been  still  larger 
had  the  war  continued  indefinitely,  as  it  promised  to  do  until  the 
balance  of  power  was  gained  through  an  ever-swelling  volume  of 
American  supplies,  munitions  and  men  rushed  to  the  West  Front  on 
hundreds  of  speeding  vessels  and  by  a  costly  network  of  railway 
apparatus. 

It  was  the  foresightedness  of  America  in  ordering  the  production 
of  immense  quantities  of  arms  and  munitions  that  whipped  Germany. 
The  news  itself  of  the  gigantic  scale  of  our  preparations  for  war  to 
the  finish  weakened  the  enemy's  morale.  The  presence  at  the 
battle  front  of  men  and  supplies,  and  the  knowledge  that  behind 
them  was  the  greatest  reserve  equipment  ever  suppHed  for  an 
army's  use  forced  the  Germans  to  begin  the  movement  which  ended 
in  their  defeat. 

Victory  is  ours.  We  must  pay  for  it,  and  we  should  do  this 
willingly,  when  we  consider  that  America  wa^  left  unharmed  by 
bombardments  from  land,  sea  and  air  to  which  the  others  were 
subjected. 

Buying  Victory  Notes  will  float  the  Victory  Liberty  Loan  suc- 
cessfully, if  everybody  does  his  or  her  share.  The  United  States 
and  its  citizens  are  in  better  position  to  pay  this  national  war  debt 
than  any  other  country.  Its  citizens  must  pay  their  debts.  Pay 
for  Victory  and  bring  about  Prosperity,  which  will  come  when  the 
debts  are  paid.  These  are  sound  reasons  for  investing  in  Victory 
Notes. 
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A  METHOD  FOR  DEMONSTRATING   WITH  THE  HANDS 

THE  MECHANISM  OF  LABOR  AND  THE  VARIOUS 

TYPES  OF  PELVES.* 

BY 

JOHN  F.  MORAX,  M.  D., 

Washington,  D.  C. 
(With  29  illustrations.) 

The  hand  method  of  demonstrating  the  mechanism  of  labor  and 
the  types  of  pelves  is  the  outcome  of  an  observation  made  some  time 
ago  when  explaining  to  the  husband  of  a  patient  the  reason  of  the 
tedious  labor  in  occipitoposterior  presentations.  I  found  myself 
using  my  hands  to  show  how  the  child  passes  through  the  birth 
canal. 

Impressed  with  the  facility,  simplicity  and  clarity  of  the  maneuver, 
its  further  possibilities  as  an  aid  in  comprehending  and  visualizing 
the  various  steps  in  the  mechanism  appealed  to  me.  With  this  idea 
in  mind  I  have  evolved  a  series  of  hand  movements  by  which  I  am 
able  to  demonstrate  the  mechanism  of  the  various  presentations  in 
normal  and  abnormal  labor  and  also  depict  the  different  types^of 
pelves. 

The  closed  hand  or  fist  represents  the  child's  head  and  the  upturned 
hand  with  fingers  apposed,  extended  and  slightly  curved,  together 
with  the  extended  thumb  represents  the  pelvic  canal. 

*Presented  at  the  meeting  of  the  Southern  Surgical  Association,  Baltimore, 
December  17-19,  1918. 

Note. — ^The  Editor  accepts  no  responsibility  for  the  views  and  statements 

of  authors  as  published  in  their  "  Original  Communications." 
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The  closed  hand  serves  very  well  to  show  the  topography,  obstet- 
rical landmarks  and  diameters  of  the  child's  head  (Fig.  i).  The 
wrist  corresponds  to  the  neck;  the  metacarpophalangeal  joint  of 
the  thumb,  the  occipital  protuberance;  the  flexed  thumb  under  the 
index-finger,  the  lamdoidal  suture  and  posterior  fontanelle;  the 
second  row  of  phalangeal  joints,  the  phalanges  on  both  sides,  to 


Fig.  I. 


the  sagittal  sutures  and  parietal  bones;  the  fold  between  the  second 
joints  of  the  ring  and  little  fingers,  to  the  site  of  the  anterior  fonta- 
nelle, and  the  ulnar  aspect  of  the  hand,  to  the  sinciput  and  face.  It 
will  be  observed  that  the  diameters  as  shown  in  Figs,  i  and  2  corre- 
spond to  those  of  the  head  of  the  child. 

In  the  front  view  of  the  upturned  hand  (Fig.  3)  the  fingers  rep- 
resent the  anterior  aspect  of  the  sacrum  and  the  palm  of  the  hand, 
the  pelvic  floor  or  gutter,  and  the  thumb,  the  symphysis.  A  view 
from  the  radial  side  (Fig.  4)  shows  a  sagittal  section  of  the  pelvic 
canal  showing  the  sacrum  with  its  promontory,  indicated  by  the 
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lips  of  the  fingers  and  the  vertebras  by  the  phalanges  and  the  thumb 
in  front  representing  the  symphysis.  The  ulnar  aspect  shows  in 
addition  to  the  above,  the  pelvic  gutter  (Fig.  5). 

The  planes  of  the  inlet,  greatest  expansion  and  least  expansion  of 
the  pelvis  are  represented  by  the  lines  .1,  B,  and  C  (Fig.  5). 

The  several  positions  of  the  various  presentations  can  be  shown 
by  the  hand  method,  likewise  the  mechanism  of  each  demonstrated. 
Figs.  6,  7,  8.  9  and  10  with  their  legends  explain  the  various  steps 


of  the  mechanism  in  occipitoanterior  positions,  in  which  the  oc- 
ciput rotates  forward  to  the  symphysis,  through  an  arc  of  45  degrees. 
Figs.  II  and  12  illustrate  engagement  and  descent  in  occipito- 
posterior  presentations.  As  a  rule,  the  occiput  rotates  forward  as  in 
anterior  positions,  through  an  arc  of  135  degrees.  When,  however, 
owing  to  interference  with  flexion  the  sinciput  is  directed  forward 
to  the  symphysis  and  the  occiput  passes  passively  to  the  hollow 
of  the  sacrum   (Fig.   13),  the  sinciput  stems  under  the  symphysis, 
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the  head  becomes  markedly  flexed  and  lengthened  in  its  occipito- 
mental diameter  and  is  extruded  through  the  vulva  with  face  to 
pubis  (Fig.  14). 

In  brow  presentation  the  head  engages  in  the  inlet  midway 
between  flexion  and  extension  (Fig.  15)  and  is  generally  converted 
spontaneously  into  either  a  face  or  vertex  presentation.     Rarely, 


Fig.  3. 

passage  through  the  birth  canal  is  possible  by  mechanism  similar 
to  the  persistent  occipitoposterior  position. 

In  face  presentation  the  head  engages  and  descends  in  extension, 
(Fig.  [16),  the  chin  rotates  to  the  pubic  arch  (Fig.  17).  Flexion  then 
takes  place  and  the  nose  and  eyes  sweep  over  the  perineum,  followed 
by  the  occiput  (Fig.  18). 
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To  show  the  breech  presentation  the  arm  represents  the  body  and 
the  reversed  list  the  after-coming  head. 

Transverse  presentation  is  represented  by  the  arm  presenting  at 
the  inlet  with  fist  directed  to  the  iUac  fossa. 

The   hand    method    also   ])rovidcs   for   the  demonstration  of  the 


Fig.  4. — Line  .4  indicates  the  superior  strait  or  plane  of  inlet.  Line  B  indi- 
cates midplane  of  pelvis,  the  plane  of  greatest  expansion.  Line  C  indicates  the 
plane  passing  through  the  spines  of  the  ischium,  the  plane  of  least  expansion. 

mechanism  in  flat  and  contracted  pelves  and  is  graphically  illustrated 
in  the  motion  picture  production. 

The  different  types  of  pelves  as  expressed  at  the  inlet  are  illustrated 
in  Figs.  19  to  29. 

I  have  employed  the  hand  method  of  demonstrating  the  mechanism 
of  labor  to  my  classes  during  the  past  two  sessions  and  find  that  by  its 
compelling  visualization,   the   different  phases   of   the  process  are 
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easily  followed  and  understood.  My  associate,  Dr.  Lowe,  in  charge  of 
the  manikin  demonstration  for  a  number  of  years,  tells  me  that  since 
the  introduction  of  the  method  the  students  show,  by  their  aptness 
in  the  practical  work,  a  good  knowledge  of  the  mechanism  of  labor. 
In  conclusion,  I  wish  to  express  my  appreciation  for  the  excellent 
photographs  kindly  prepared  by   jSIr.   DeLancey  Gill,  illustrator. 


Fig.  5. — Showing  pelvic  lloor  or  gutter,  sacrum  and  symplij-sis  pubis. 

Bureau  of  Ethnology,  and  to  thank  Colonel  W.  O.  Owen,  U.  S.  A. 
(retired),  in  charge  of  the  Instruction  Laboratory  of  the  Museum  and 
Library  Division  of  the  Surgeon-General's  Ofi&ce,  under  whose  super- 
vision the  motion  picture  was  made  for  educational  purposes. 

I  am  also  indebted  to  Lieut.  Charles  Wallach  for  the  film  produc- 
tion and  to  Sergeant  Vernon  Sisson  for  the  art  work. 

EXPLANATION   OF  ILLUSTRATIONS. 

The  photographic  reproductions  on  the  following  pages  represent 
various  common  obstetric  mechanisms  and  are  to  be  studied  in 
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Fig.  6. — Represents  the  head  en- 
gaged in  the  inlet,  occiput  to  the  left 
and  anterior,  corresponding  to  the 
L.O.A.  position.  (Engagement  and 
fle.xion.) 


Fig.  7. — The  head  has  descended  to 
the  pelvic  floor,  still  in  the  right 
oblique  diameter.     (Descent.) 
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Fig.  8. — The  occiput  has  rotated 
inward  and  forward  to  the  symphysis 
(Internal  rotation.) 


Fig. 


9. — The  head  is  undergoing 
tension  and  extrusion. 
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Fig.   io. — External  rotation,  L.O.A. 
position. 


Fig.   II. — Left  occipitoposterior 
position. 


Fig.  12. — Head  descending- in  the 
left  oblique  diameter,  occip-ut  directed 
posteriorly. 


Fig.  13. — Occiput  has  rotated  into 
cavity  of  sacrum  instead  of  ante- 
riorly. 
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14. — Left  occipitoposterior  being 
born  by  extreme  flexion. 


Fig.  15. — Brow  presentation. 


l'"iG.  10. — 'J'he  face  engaged  in  the 
inlet,  chin  directed  to  the  right  and 
anterior,  corresponding  to  the  right 
mentoanterior  position. 


liG.  17. — The  face  on  the  pelvic 
floor  and  chin  rotated  to  the  symphy- 
sis.    (Descent  and  rotation.) 
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Fig.   1 8. — The  face  extruding  through  the  vulva.     (Fle.xion.) 


Fig.   19. — Normal  relation  of  the  spines  and  crests  of  the  ilium. 


MOR 


an:  demonstrating  the  mechanism  of  labor       711 


Fig.   20. — Conjugate  vera  of  normal  pelvis. 


Fig.   21. — Conjugate  vera  of  justo- 
major  pelvis. 


Fig.    2  2. — Obliteration  of  the  curve  of 
the  sacrum  in  rhachitic  pelvis. 
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Fig.   23. — Heart  shaped  inlet.     Normal  pelvis. 


Fig.   24. — Oval  shaped  inlet. 
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Fig.   25. — Inlet  of  simple  flat  pelvis. 


Fig.   26. — Oblique  contraction  of  the  inlet.     (Naegle  pelvis.) 
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Fig.   27. — Transverse  contraction  of  the  inlet.     (Robert's  pelvis.) 


Fig.   2S. — Shows  figure-of-eight  inlet.     (Rachitic  pelvis 
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groups.  It.  was  noL  found  feasible  to  include  on  a  single  page  all 
the  cuts  necessary  to  illustrate  a  given  maneuver,  such  as  the 
mechanism  of  the  L.  O.  A.  position,  and  attention  is  therefore 
called  to  the  following;  (rrouping.     The  delivery  of  the  head  in  the 


Fig.   29. — Beak-shaped  inlet  of  rhachilic  and  osteomalacic  pelves. 

left  occipitoanterior  position  is  shown  in  Figs.  6,  7,  8,  9,  and  10; 
left  occipitoposterior  position  in  Figs.  11,  12,  13,  and  14;  brow 
presentation  in  Fig.  15;  face  presentation  in  Figs.  16,  17,  and  18. 
The  remaining  illustrations  are  sufBciently  explained  by  the  sub- 
joined legends. 

2426  Pennsylvania  Avenue,  X.  W. 
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TO  WHAT  EXTENT  MUST  WE  DEPEND  UPON  THE 

MICROSCOPICAL  EXAMINATION  TO  SUPPORT 

THE  CLINICAL  DIAGNOSIS  OF 

ECTOPIC  PREGNANCY? 

BY 

M.  CATURANI,  M.  D.,  F.  A.   C.  S.,* 

New  York,  N.  Y. 

(With  fifteen  illustrations.) 

The  gynecological  literature  of  recent  years  contains  many  scat- 
tered reports  of  cases  of  intraabdominal  hemorrhage  due  to  other 
causes  than  ectopic  pregnancy. 

In  a  thesis  which  appeared  in  1909  Tartanson  reviewed  the 
literature  regarding  those  pelvic  hemorrhages  not  associated  with 
pregnancy. 

Jaile  maintains  that  the  rupture  of  small  cysts  of  the  ovary  is  a 
frequent  cause  of  blood  in  the  pelvis. 

Schambacker  found  that  hemorrhage  was  often  due  to  the  rupture 
of  the  uteroovarian  plexus  of  veins. 

Griffith  advanced  the  theory  that  the  collection  of  blood,  preg- 
nancy being  excluded,  was  caused  from  a  reflux  of  blood  through  the 
tube  during  menstruation.  This  theory,  however,  has  not  been 
proved. 

Freund  found  abdominal  hemorrhage  and  hematosalpinx  origi- 
nating from  tubercular  peritonitis  and  tubercular  salpingitis. 
Salpingitis  with  hemorrhagic  tendency,  uterine  or  tubal  tumors  in 
various  instances,  have  been  considered  responsible  for  the  hemato- 
cele or  the  hematosalpinx. 

Bland-Sutton  and  Galabin,  Cragin,  and  Bovee  have  warned 
against  the  indiscriminate  acceptance  of  the  diagnosis  of  ectopic 
pregnancy  in  any  case  of  collection  of  blood  in  the  tube  or  peritoneal 
cavity. 

Jaile  has  insisted  upon  the  importance  of  securing  a  definite  diag- 
nosis, not  only  from  a  clinical,  but  also  from  a  social  point  of  view. 

Bovee  has  only  recently  called  the  attention  for  the  second  time 
to  the  necessity  of  resorting  to  the  microscope  to  establish  the  real 
nature  of  the  condition.  The  microscope  without  question  would 
solve  the  problem,  if  the  evidence  is  found  to  be  positive  in  one  way 

*  From  the  Pathological  Department  of  Cornell  University. 
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or  the  other,  but  in  negative  or  doubtful  cases,  we  cannot  well  accept 
the  statement  of  Bovee,  that  "if  upon  operation,  no  further  evidence 
of  ectopic  pregnancy  is  found,  the  diagnosis  of  that  condition  must 
be  discarded." 

Bazy,  in  a  detailed  study  of  this  subject,  covering  all  the  aspects 
of  the  problem,  has  demonstrated  how  careful  we  should  be  m  decid- 
ing by  the  microscope  the  etiological  factor  of  tubal  or  peritoneal 
hemorrhage.  He  emphasizes  the  fact  that  the  incomplete  evidence, 
common  to  many  cases  reported  as  due  to  other  causes  than  ectopic, 
should  not  be  convincing. 


Showing  ruptured  tube  with  partiall_\-  eiielcsed  fetu^ 


With  the  object  of  controlling  by  the  microscope  the  approximate 
accuracy  of  the  clinical  diagnosis,  I  have  collected  a  series  of  tubes 
removed  at  operations  performed  for  presumptive  clinical  evidence 
of  ectopic. 

The  one  hundred  specimens  subjected  to  microscopical  examina- 
tion, we  may  divide  into  two  different  series  for  practical  considera- 
tion. In  the  first  we  have  forty-two  ruptures  including  an  ovarian 
pregnancy.  The  macroscopical  and  microscopical  evidence  of  preg- 
nancy are  represented  in  the  following  features: 

(a)  Two  fetuses  at  the  third  month;  one  still  enclosed  in  the  tube 
partially  torn  (Fig.  i). 

(b)  One  secondary  abdominal  pregnancy.  Fetus  between  second 
and  third  months;  placenta  attached  to  left  tube  and  posterior  sur- 
face of  broad  hgament. 
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Fig.   2. — Showing  ruptured  tube  with  small  extruded  ovum. 


Fig.  3. — Showing  ruptured  tube  with  ovum  still  attached. 
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(r)  Three  small  ova,  two  extruded  from,  one  still  attached  to  the 
tube  (Figs.  2  and  3). 

(d)  Two  blastocysts,  one  at  fourth  week,  one  at  between  sixth 
and  seventh  week  (Figs.  4  and  5). 

Excluding  these  eight  cases,  in  which  the  macroscopical  evidence 
is  sufficient  per  se,  in  the  remaining  thirty-four  cases,  the  microscop- 
ical evidence  has  been,  wdth  only  one  exception,  positive. 


Fig.  4. — Cross  section  of  tube  showing  the  contained  blastocyst.     (Low  power.) 


(a)  In  twenty-three  cases,  villi  and  chorionic  epithelium  are 
present  and  well  preserved. 

{b)  In  seven  cases,  villi  are  degenerating.  The  chorion  is  affected 
by  hyaline  degeneration  and  the  syncytial  covering  is  the  only  one 
present,  and  at  times  it  is  missing. 

{c)  In  one  case  the  tube  is  absolutely  negative  but  the  correspond- 
ing ovary  shows  villi  and  chorionic  epithelium  in  the  corpus  luteum. 

{d)  In  two  cases  the  evidence  consists  only  of  the  presence  of 
chorionic  epithelium,  syncytial,  and  Langhan's  cells. 
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Decidual  reactioiv  is  present  in  few  cases.  This  is  mostly  marked 
in  early  cases.  Fig.  6  shows  decidua-like  cells  in  a  section  from  an 
adenomyoma  in  the  uterine  end  of  the  tube,  far  from  the  site  of 
isthmic  pregnancy.  Round  cell  infiltration  is  present  in  most  of 
the  cases,  more  or  less  according  to  the  time  elapsed  between  the 
accident  and  the  operation. 


Fig.  5. — Cross-section  of  ruptured  tube  (low  power)  containing  a  seven  weeks' 
ovum  with  embryo  undergoing  dissolution. 


In  the  second  group  we  have  fifty-eight  cases  of  tubal  abortion, 
including  complete  and  incomplete  tubal  abortion,  internal  abortion, 
and  hematosalpinx  of  old  standing.  The  anatomical  evidence 
follows : 

(a)  Interstitial  pregnancy.  Internal  abortion.  Alole.  Fetus 
12  mm.  long  (Fig.  7). 

(b)  Ampullar  pregnancy.     Ovum  thrown  out  (Fig.  8). 

(c)  Pregnancy  of  the  fimbria.  Ovum  attached  to  the  fimbria. 
The  tube  shows  negative  evidence  for  embryonal  structures  or  modi- 
fications (Fig.  9). 
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Fig.  6. — Cross-section    of  tube  (low  power)  showing  decidual  reaction  in  an 
adenomyoma  of  a  pregnant  tube. 


Fig.  7. — Interstitial  pregnancy. 
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Fig.  8. — Ampullar  pregnancy. 


Sfe"^^ 


Fig.   g. — Showing  apparent  implantation  of  the  ovum  upon  the  fimbriated 
extremity  of  the  tube. 
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(d)  Three  blastocysts.  One  with  embryo  in  impending  dissolu- 
tion (Fig.  lo). 

(e)  Twenty-one  specimens  show  vilh  in  a  more  or  less  preserved 
state.  These  variations  generally  relate  to  the  length  of  time  inter- 
posed between  the  accident  and  the  ojjeration  and  the  extent  of  the 
inflammatory  reaction.  But  often  both  are  found  in  the  same 
specimen  (Fig.  ii ). 


Fig.    10. — Cross-section  of  tube  (low  power),  the  site  of  a  tubal  abortion,  showing 
blastocyst  and  embryo  in  solution. 


(/)  Seventeen  specimens  show  only  chorionic  epithelium  in  columns 
or  scattered  in  the  blood  clot,  or  in  the  vessels  (Figs.  12  and  13). 

(g)  Fourteen  specimens  are  negative  for  evidence  of  pregnancy. 
One  of  them  is  showing  distinct  features  of  subacute  salpingitis. 

Decidual  reaction  is  seldom  found.  A  good  example  of  it  is 
found  beyond  the  site  of  implantation  in  a  case  of  hematosalpinx 
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of  one  month's  duration  (Fig.  14).     Round  cell  infiltration  is  con- 
spicuous in  almost  every  case. 

Taking  into  account  therefore  only  the  pathological  side,  and  hav- 
ing examined  a  series  of  one  hundred  cases,  we  have  as  a  result, 
eighty-five  positive  instances  of  ectopic  pregnancy  against  fifteen 
cases,  doubtful  or  negative. 


l-"iG.   II. — Cross  section  of  tulju    [:\a'-  i^'vlti  showing  villi  and  chorionic 

epithelium. 

No  special  selection  was  made  in  collecting  the  specimens,  either 
in  regard  to  the  clinical  history,  or  to  the  macroscopical  appearance. 

Specimens  from  cases  with  distinct  features  of  pregnancy,  typical 
suppression  of  menses  and  other  objective  and  reflex  symptoms, 
and  offering  the  striking  characters  of  interruption,  bleeding,  severe 
abdominal  pain,  collapse,  are  intermingled  with  those  from  cases 
in  which  all  defimite  signs  were  missing,  exclusive  of  irregular 
bleeding  and  presence  of  a  more  or  less  appreciable  mass  on  either 
side  of  the  uterus.     In  marked  contrast  to  the  few  cases,  in  which 


CATURANi:    CLINICAL    DIAGNOSIS    OF    PXTOPIC    PREGNANCY       725 

the  ()\um  or  the  fetus  are  macroscopically  evident,  are  the  hirge 
majority  made  up  of  tubes,  ranging  from  those  showing  distinct 
signs  of  rupture  to  those  apparently  normal,  with  small  collection 
of  blood  in  the  abdominal  ca\ity,  to  hematosalpinx  of  more  or  less 
long  standing. 

The  research  has  been  conducted  along  the  lines  advised  by 
Walther,  who  divides  the  tube  in  several  pieces  and  then  examines 
a  few  sections  of  each  piece. 


Fig.   12. — Cross-section  (high  power)  showing  chorionic  epithelium  in  a  vesseb 
a  unique  evidence  of  pregnancy  in  a  hematosalpinx. 


But  while  this  method  is  absolutely  necessary  in  some  cases,  those 
in  which  the  tube  is  apparently  normal,  or  in  old  hematosalpinx, 
it  may  be  disregarded  when  the  lesion  is  evidently  limited  to  a 
definite  tract  of  the  tube.  In  these  cases  the  careful  gross  examina- 
tion of  the  specimen  before  hardening  is  of  great  advantage.  It  is 
worth  while  to  state,  however,  that  the  macroscopical  appearance 
of  the  tube,  or  its  contents,  advocated  by  some  authors  as  evidence 


726       CATURANi:    CLINICAL    DIAGNOSIS    OF    ECTOPIC    PREGNANCY 

of  pregnancy,  has  per  se  only  very  limited  value.  Albandoran 
and  Cullingworth,  for  instance,  maintained  that  the  tube,  which 
appeared  normal  and  not  dilated,  excluded  pregnancy.  Bland- 
Sutton  opposed  this  view,  on  the  ground  that  the  tube,  like  the 
uterus,  after  a  complete  abortion  might  likewise  have  a  peJectly 
normal  appearance. 

Cullingworth  claims  that  the  tubal  wall  is  thin  in  ectopic  preg- 
nancy and  that  it  is  thick  in  salpingitis.     Orthman  believes  that 


Fig.   13. — Cross-section    (high  power)   showing  chorionic  epithelium  along  the 
edges  of  a  rupture  in  the  tube. 

coagulated  blood  in  the  tube  means  ectopic,  as  fluid  blood  with  its 
mixture  of  mucus  is  evidence  of  salpingitis. 

Although  these  conditions  may  be  considered  valuable  they  should 
not  be  accepted  as  decisive.  The  only  macroscopical  sign  upon 
which  we  should  absolutely  depend  is,  in  my  belief,  the  character- 
istic rupture  of  the  tube.  The  ragged  appearance  of  the  edges  of 
such  rupture  is  exclusively  peculiar  to  the  corrosive  action  of  the 
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chorionic  elements.  But  if  on  the  one  hand  the  macroscopical 
features  should  not  he  considered  as  sufiticient  evidence,  on  the  other 
hand,  if  they  are  carefully  taken  into  account,  will  considerably 
simplify  the  microscopical  research.  For  instance,  small  pieces  of 
coagulated  blood  attached  to  the  fimbriae  of  a  tube,  patulous,  but 
apparently  normal,  saved  me  the  trouble  of  a  serial  histological  ex- 
amination, as  only  the  sections  limited  to  the  fimbriae  revealed  the 
presence  of  villi. 


Fig.   14. — Showing  typical  example  of  decidual  reaction  in  a  cross-section  of  the 
tube  (low  power). 

The  microscopical  evidence  of  pregnancy  in  the  tube  consists  of: 
{a)  Moditication  in  the  mucous  membrane  of  the  tube;  maternal. 
{b)  Findings  of  embryonal  structures;  fetal. 
The  modification  in  the  mucosa  of  the  tube,  the  reaction  to  the  im- 
bedding of  the  ovum,  are  often  misleading.  According  to  accepted 
interpretations,  the  fecundated  ovum  burrows  its  way  through  the 
mucosa  by  virtue  of  the  corrosive  action  of  the  trophoblast.  The 
epithelium  of  the  mucosa  disappears  and  the  submucosa  reacts 
assuming  the  character  of  decidua.  The  connective-tissue  cells 
become  round  with  a  clear  protoplasm  and  vesicular  nucleus.  This 
reaction  is  well  marked  in  the  uterus  and  affects  the  whole  mucosa. 
In  the  tube,  however,  the  different  anatomical  constitution  of  the 
mucosa  and  the  inabilitv  of  the  tubal  canal  to  accommodate  itself 
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to  the  sudden  growth  and  expansion  of  the  ovum,  contribute  to  deter- 
mine an  insufficient  reaction  and  to  impress  a  disordinate  character 
upon  invasion.  Unless  we  are  fortunate  to  strike  the  condition  in 
its  initial  stage,  we  cannot  expect  to  find  sufficient  evidence  in  the 
mucosa. 

In  the  several  cases,  in  which  a  well-preserved  blastocyst  was 
present,  we  found  a  very  marked  attendant  decidua  formation, 
although  partly  affected  by  hyaline  degeneration.     In  most  of  the 


Fig.  15. — Cross-section  of  tube  (low  intwcrj  showing  the  details  of  a  few  villi 
from  the  surrounding  tubal  folds. 

specimens  the  mucosa  has  entirely  disappeared  and  the  embryonal 
cells  are  too  far  advanced  in  the  muscularis  of  the  tube. 

Outside  of  the  boundary  of  the  implantation  of  the  ovum  the 
modifications  of  the  mucosa  are  not  frequent.  Among  all  the 
specimens  examined  only  two  have  shown  such  evidence.  Fig.  7 
shows  the  most  typical  example  of  transformation  in  decidua  of  the 
folds  of  the  mucosa  outside  the  site  of  the  implantation.     The  epithe- 
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Hum  is  partly  flallened  and  has  partly  disappeared,  while  the  con- 
nective-tissue cells  have  become  typically  decidual.  The  embryonal 
structures,  however,  are  usually  present  and  are  the  most  significant. 
Chorionic  epithelium,  Langhan's  and  syncytial  cells  may  be  present 
in  columns  still  attached  to  the  tubal  wall,  or  in  the  vessels,  or 
scattered  in  the  blood-clot.  These  elements  even  in  the  absence 
of  villi  are  sufficient  evidence  of  pregnancy.  Villi  are  found  either 
attached  to  the  tubal  wall  or  in  the  blood-clot.  These  two  factors 
of  positive  evidence  of  pregnancy  at  times  are  missing  in  spite  of  the 
fact  that  the  tube  has  been  the  seat  of  a  pregnancy  and  at  times, 
even  when  present  are  not  easy  of  detection. 

When  the  tube  has  expelled  the  whole  ovum,  complete  abortion, 
the  task  of  finding  any  evidence  of  pregnancy  is  a  most  difficult  one. 
It  is  more  and  more  so  in  relation  to  the  time  elapsed  from  the 
accident,  especially  considering  the  possibility  of  complete  expulsion 
and  involution  in  the  tube  as  in  the  uterus.  For  obvious  reasons  it 
is  not  any  easier  to  obtain  necessary  evidence  from  the  extravasated 
blood. 

In  old  hematosalpinx,  complicated  by  hematocele  and  inflamma- 
tory reaction,  on  the  one  hand,  we  have  the  pressure  of  the  blood 
to  destroy  all  evidence  of  modification  upon  the  tubal  lining  and  the 
wall,  and  on  the  other  hand  we  have  the  degeneration  induced  upon 
the  villi  and  chorionic  epithelium  by  the  impending  organization 
in  the  blood-clot.  We  must  exercise  the  most  scrupulous  care  in 
making  distinctions  between  villi  and  cross-section  of  mucous 
folds  of  the  tube  (Fig.  15),  in  differentiating  degenerated  villi  from 
fibrin,  and  chorionic  cells  from  muscular.  Mistakes  have  been 
made  by  very  experienced  investigators  such  as  Ruge  and  Walther. 
The  difficulties  mentioned  demonstrate  that  the  microscopical 
diagnosis  of  ectopic  is  not  always  easy  and  impress  us  with  the  fact 
that  the  absence  of  this  evidence  should  not  be  considered  as  ab- 
solutely excluding  pregnancy.  So  we  feel  more  inclined  to  believe 
with  Zweifel  that  to  exclude  pregnancy,  we  must  be  able  to  find 
another  pathological  condition  as  the  etiological  factor  of  the  tubal 
hemorrhage. 

Among  the  other  conditions  which  we  deemed  liable  to  be  confused 
with  ectopic,  hemorrhagic  salpingitis  has  been  most  often  mentioned. 
We  ought  not  suppose  that  any  round-cell  infiltration  of  the  folds 
of  the  mucosa,  the  muscularis.  or  subperitoneal  stratum  of  the  tube, 
is  sufficient  to  exclude  pregnancy.  This  feature,  in  fact,  is  common 
in  pregnant  tubes.  Inflammatory  process  in  the  tube  might  pre- 
cede 2ind   determine   the   ectopic   imbedding.     Pregnancy,   per  se, 
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is  liable  to  determine  a  slight  inflammatory  reaction.  Conspicuous 
reaction  is  present,  however,  when  some  time  has  elapsed  between 
the  accident,  rupture  or  abortion,  and  the  operation.  Hemorrhagic 
salpingitis  far  from  being  a  distinct  pathological  entity,  is  a  variety 
of  acute  catarrhal  salpingitis,  with  hemonhagic  tendency. 

The  conservative  policy  of  modern  gynecology  dictates  that 
these  cases  are  usually  left  for  nature  and  local  applications  to  take 
care  of.  Hydrosalpinx  is  one  of  the  end  results.  But  in  those 
cases,  in  which  the  clinical  symptoms  indicate  operation  in  a 
rather  early  stage,  the  contents  of  the  tube,  if  bloody,  is  fluid 
(Martin,  Orthman). 

Tuberculosis  of  the  tubes  has  been  found  by  Freund  to  produce 
hematosalpinx  and  hematocele.  In  fact,  in  many  instances,  tuber- 
cular tubes,  when  they  are  not  filled  with  pus,  contain  a  serosangui- 
nous  fluid,  which  at  operation  is  being  discharged  from  the  abdominal 
OS,  if  this  is  still  open.  An  exaggeration  of  this  condition  should 
be  considered  liable  to  produce  the  findings  as  related  by  Freund. 

Bazv  has  described  a  special  condition,  to  which  he  has  given  the 
name  of  "Pachisalpingitis  hemorrhagica."  He  defines  the  condition 
as  a  connective-vascular  proliferation  of  the  submucosa,  which 
breaks  the  epithelium  and  forms  an  elevation  more  or  less  marked  in 
the  lumen  of  the  tube.  This  neoformation  being  excessively  vas- 
cularized, is  the  seat  of  constant  hemorrhages.  The  blood  is  under- 
going organization  through  capillaries  rising  from  the  new-formed 
tissue. 

Bazy  bases  the  pathogenesis  of  this  condition  on  a  process  of 
reparation  of  an  acute  inflammation,  characterized  by  necrosis  of 
coagulation  in  the  epithelium,  and  consequent  formation  of  neomem- 
brane  upon  the  surface  of  the  ulcerated  spot. 

From  the  data  attached  to  the  specimens  described  (the  first, 
obtained  from  a  patient  previously  operated  upon  for  ectopic,  the 
second,  from  a  patient  wath  double  hematosalpinx,  but  one  of  the 
tubes  had  been  missed;  the  third,  from  a  woman  having  ectopic  in 
one  tube  and  salpingitis  vegetans  in  the  other),  Bazy  admits  the 
influence  of  pregnancy  to  exaggerate  the  neoformation  of  connective 
tissue  and  vessels  in  a  tube  previously  inflamed.  Considering,  how- 
ever, that  in  the  first  specimen,  in  which  the  tube  was  ruptured, 
Bazy  himself  could  not  be  absolutely  positive  that  a  pregnancy  had 
not  existed,  should  we  not  be  led  to  believe  in  the  coincidence  of  the 
two  conditions? 

In  none  of  the  fifteen  cases  in  which  we  found  negative  or  doubtful 
evidence  of  pregnancy,  were  we  able  to  detect  anything  similar  to 
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the  description  given  by  Bazy.  In  only  one  was  there  characteristic 
evidence  of  salpingitis,  and  another  one  showed  only  a  hematoma 
of  a  polycystic  ovary.  Note  should  be  taken  of  the  fact  that  in 
the  clinical  record  of  these  two  cases,  only  irregular  bleeding  had 
been  found. 

Now,  in  ectopic,  as  in  other  hemorrhagic  conditions  of  the  adnexa, 
the  subjective  and  physical  data  are  conceded  to  be  identical,  in 
so  far  as  the  symptoms  of  intraabdominal  hemorrhage  and  presence 
of  masses  in  the  pelvis  are  concerned,  there  is  one  symptom  that  is 
pathognomonic  and  this  is  the  typical  delay  of  menstruation  in  a 
woman  who  has  always  been  regular,  except  for  pregnancies. 

In  the  histories  of  cases  reported  as  abdominal  or  tubal  hemorrhages, 
due  to  other  causes  than  ectopic,  the  data  are  often  inaccurate  or 
absent  in  this  regard,  but  if  they  are  present,  we  are  confronted 
more  with  irregular  periods  of  recent  or  old  standing  than  with  a 
typical  suspension  of  menses  sooner  or  later  followed  by  the  scanty 
bleeding  characteristic  of  ectopic.  It  is  possible  not  to  have  a 
typical  suspension  when  the  accidental  termination  of  ectopic 
succeeds  a  regular  period,  but  these  are  only  exceptional  cases  due 
to  a  very  early  interruption.  This  consideration  has  been  brought 
up  for  the  practical  importance  connected  with  it.  We  must  not 
underrate  the  significance  of  the  clinical  data,  on  the  contrary,  we 
need  them  as  necessary  complement  of  insufficient  pathological 
findings. 

CONCLUSIONS. 

(a)  Out  of  I  GO  cases  of  specimens  of  tubes  or  adnexae  removed 
after  a  clinical  diagnosis  of  ectopic,  only  fifteen  have  failed  to  produce 
positive  microscopical  evidence. 

(b)  The  rupture  of  the  tubes,  ragged  in  appearance,  typical  of 
the  erosion  of  the  chorionic  cells,  is  almost  pathognomonic  of  ectopic. 
In  forty-two  cases  of  rupture,  only  one  was  negative. 

(c)  Complete  tubal  abortion  and  hematosalpinx  of  old  standing 
present  serious  difiiculties  to  the  finding  of  evidence. 

(d)  Appreciating  how  diiScult  is  the  task  of  securing  the  micro- 
scopical evidence,  the  percentage  of  negative  cases  in  this  series 
submitted  to  microscopical  examination,  is  small. 

(e)  The  information  derived  from  cases  of  hematosalpinx  or 
hematocele  considered  to  be  due  to  other  causes  than  ectopic,  is 
at  times  incomplete. 

(/)  The  detailed  and  convincing  observations  of  Freund,  Scham- 
backer,  and  Bazy  are  sufficient  indeed  to  demand  at  least  the  revi- 
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sion  of  the  old  teaching,  and  that  hematosalpinx  and  hematocele  are 
nothing  but  accidents  of  ectopic  pregnancy  (Veit). 

(g)  To  avoid  any  exaggeration  we  should  rather  follow  the  con- 
tention of  Zweifel,  that  ectopic  is  the  cause  of  hematocele  has  been 
histologically  proved,  and  when  any  observer  wishes  to  state  the 
opposite,  he  should  prove  it. 

(h)  Unless  we  can  demonstrate  a  different  etiological  factor  in 
doubtful  cases,  we  cannot  discard  the  importance  of  the  clinical 
data  for  information. 

348  East  One-huxdrsd  axd  Sixteexth  Street. 
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(With  five  ilKistrations.) 

In  order  to  make  a  correct  diagnosis  of  any  pathological  condition, 
it  is  necessary  to  arrange  facts  in  an  orderly  way  and  to  tabulate 
the  history  obtained  from  the  patient,  the  symptoms  and  the  find- 
ings upon  examination;  to  have  a  standard  for  comparison  which 
should  include  not  only  the  usual  symptoms,  but  the  symptoms 
which  may  or  do  occur  less  frequently  in  such  conditions.  In  differ- 
ential diagnosis  it  is  necessary  to  have  a  perspective  as  it  were,  of 
the  whole  field,  that  one  may  know  not  only  the  devious  paths  that 
the  disease  may  take  but  to  know  the  other  conditions  which  at 
times  may  approach  or  travel  a  similar  course. 

Attention  should  be  given  to  careful  history  taking.  Symptoms 
forgotten  or  not  considered  important  are  easily  passed  over  unless 
the  history  sheet  is  printed  and  questions  asked  as  a  routine  measure 
in  all  cases. 

A  pelvic  examination  should  be  made  and  due  attention  given  to 
the  pain  elicited,  but  another  examination  should  be  made  if  the 
diagnosis  is  doubtful,  when  the  patient  is  anesthetized  in  order 
that  this  pain  element  may  be  eliminated.  Conditions  may  be 
judged  differently  at  this  time  and  much  learned  which  may  be  of 
help  in  the  diagnosis  of  similar  conditions  at  some  future  time. 

The  text-books  of  gynecology  record  chiefly  the  symptoms  of  the 
classical  case  of  ectopic  gestation.  This  from  its  tragic  nature  is 
indelibly  stamped  upon  one's  mind,  but  the  type,  which  fortunately 
is  the  one  more  often  met  with  in  surgical  practice,  easily  escapes 
diagnosis  until  seen  at  operation. 

It  is  to  summarize  a  number  of  cases  and  find,  if  possible,  any 
symptoms  or  conditions  which  are  present  in  all  or  nearly  all  cases 
of  ectopic  gestation  and  have  a  standard  for  comparison  in  such 
conditions  that  this  analysis  was  undertaken. 

While  working  upon  these  histories  a  similar  analysis  on  ectopic 
gestation  was  published  by  Wynne  of  Johns  Hopkin's  Hospital  and 
I  am  indebted  to  it  for  many  valuable  points. 

In  the  ten  years  beginning  January  i,  1909  to  January  i,  1919, 
there  were  recorded  in  the  Woman's  Hospital  320  cases  of  ectopic 
gestation.  The  clinical  history  and  the  operative  findings  bear  out 
this  diagnosis,  but  as  the  pathologists  in  eleven  cases  did  not  find 
fetal  elements  in  the  tissues,  I  have  not  included  these  cases  for 


734  farrar:  an  analysis  of  ectopic  gestation 

statistical  study,  believing  with  Cragin  and  Bovee  that  ovarian  and 
tubal  hemorrhage  of  nongestational  origin  cannot  be  differentiated 
from  the  hemorrhage  caused  by  an  ectopic  gestation  except  by 
microscopical  examination  of  the  tissues. 

During  this  same  decade  there  were  19,674  patients  in  the  Gyne- 
cological Service  of  the  Woman's  Hospital  of  which  309  were  cases 
of  ectopic  gestation,  an  incidence  of  i^j)ex  cent.  The  following 
statistical  tables  are  based  on  this  series  of  cases  and  serve  for  draw- 
ing certain  conclusions  presented  at  the  end  of  this  article. 

Ages. — In  a  series  of  262  cases  the  ages  ranged  from  seventeen 
years  to  forty-two  years,  and  63  per  cent,  of  the  series  were  between 
the  age  of  twenty-four  to  thirty-three  years  inclusive.  Three  patients 
were  under  twenty  years  and  two  were  over  forty  years  of  age. 

Social  Status. — Of  the  309  patients  123  were  private  patients 
and  186  were  ward  patients. 

Marital  State. — In  a  series  of  196  patients  187  were  married, 
four  were  unmarried,  four  were  twice  married,  and  one  widowed. 

Time  of  Admission  after  Marriage. 

In  a  series  of  136  cases. 

Cases 

Under  6  nnonths 3 

Between  6  and  12  months 6 

Between  12  and  18  months 2 

After  2  j^ears 10 

After  3  years 14 

After  4  j-ears 10 

After  5  years 16 

After  6  years 10 

After  7  years 10 

After  8  years 4 

After  9  years 5 

After  10  years 8 

After  1 1  years 5 

After  1 2  years 8 

After  13  years 5 

After  14  years 3 

After  15  years 4 

After  16  years 2 

After  1 7  3^ears 7 

After  19  years 3 

After  22  3'ears , i 

Total 136 

Cases  Pregnant  Previous  to  Ectopic  Gestation. 

In  a  series  of  181  cases. 

Cases  Per  cent. 

Full-term  cMdren 121  66 . 8 

Miscarriages  only 32  17.0 

Never  been  pregnant 28  iS-o 
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Last  Prcgna)icy  (Full  Term)  before  the  Eclopic  Gestation. 
In  a  scries  of  loo  cases. 

Cases  Cases 

7  months  previously i  13  months  previously i 

8  months  previously i  14  months  previously i 

10  months  previously' i  15  months  previously  (twins).  .. .    i 

11  months  previously i  17  months  previously 2 

12  months  previously 3  18  months  previously. i 


Total. 


20  months  previously. 
Total 


Cases 

2  years  previoush- 5 

3  j-ears  previously  (twins')  10 

4  years  previousl}- 4 

a}4.  years  previoush- 2 

5  years  previously 3 

6  years  previousl}' 5 

7  years  previously 2 

9  years  previousl}^ 2 

10  years  previously 3 

1 1  years  previously 2 

12  years  previously i 

13  years  previously 2 

15  years  previously 2 

16  years  previously i 

Total 58 

Last  Pregnancy  {Miscarriage)  before  Ectopic  Gestation. 

Cases 

12  weeks  previously i 

15  weeks  previously i 

5  months  previously 3 

8  months  previously i 

9  months  previously i 

12  months  previously 10 

15  months  previously i 

18  months  previously i 

2  years  previously _.  .  .     4 

3  years  previously 5 

4  years  previously 2 

5  years  previously 4 

6  years  previously i 

7  years  previously 2 

8  years  previously i 

9  years  previously i 

10  years  previously i 

11  years  previously 2 

Total 42 
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A  histor\-  that  the  miscarriage  had  been  induced  was  obtained  in  19  of  the 
above  cases. 

Absolute    Sterility   {Married   T-wo   Years  or  Over). 
In  a  series  of   186  cases. 

Cases 

ilarried  2  years 2 

^Married  3  years 11 

Married  4  years 2 

^Married  5  years 5 

Married  6  years 5 

IMarried  7  years i 

^Married  9  years i 

Married  10  years 2 

Married  12  years i 

Married  13  years ' i 

31    (16.6  per  cent.) 

The  occurrence  of  ectopic  gestation  as  the  first  pregnancy  (16.6  per  cent  ) 
almost  tallies  with  the  number  reported  by  Frank,  viz.:  twelve  out  of  every 
eighty  cases  or  15  per  cent. 

One  Child  Sterility  (Two  Years  or  More  Elapsed  Since  Full-term  Child). 

In  a  series  of  186  cases. 

Cases 

2  years 9 

3  years 6 

4  years 4 

5  years 4 

6  years 5 

7  years i 

8  years i 

9  years 2 

10  years 2 

1 1  years i 

12  years 4 

13  years 2 

15  years 3 

16  years 3 

Total 47 

Ojie  Child  Sterility  {Tic'O  Years  or  More  Elapsed  Since  Miscarriage). 

Cases 

2  years 3 

4  3'ears 2 

7  years , 2 

10  years 3 

1 1  years 2 

1 2  years i 

Total 13 
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Cases 

Full-term  children 47 

Miscarriages 13 

Total 60  (32.2  per  cent.) 

Per  cent. 

Absolute  sterility 16.6 

One  child 32.2 

Total 488 

History  of  Infection. 

In  a  series  of  186  cases. 

Cases 

Syphilis 2 

Neisserian  infection 3 

Pelvic  inflammation 3 

History  of  leukorrhea  beginning  shortlj^ 
after  marriage 12 

Total 20  (10.8  per  cent.) 

Previous  Ecoplic  Gestation. 
In  a  series  of  186  cases. 

I.  Married  7  years,  i  child  6  years.  Xeisserian  infection  5  years  ago. 
Tubal  pregnancy  2   years  ago  and  operated  upon  in  the  Woman's  Hospital. 

2:  Age  27.  Married  5  years.  Xo  pregnancies  nor  miscarriages.  Ectopic 
gestation  3  years  ago.     Operated  upon  in  the  Woman's  Hospital. 

3:  Age  24.  Married  6  years.  Xo  children  nor  miscarriages.  Ectopic 
gestation  13  months  ago.     Operated  upon  in  the  Woman's  Hospital. 

4:  Age  27.  Married  6  years.  Xo  children  nor  miscarriages.  Ectopic 
gestation  g  months  ago. 

Incidence 2.1  per  cent. 

Other  Operations  Performed  Previous  to  Ectopic  Gestation. 

In  a  series  of  186  cases. 

Cases 

Dilatation  and  curettage 7 

I  to  10  years  previously 

Appendectomy  (3  months  before) i 

Appendectomy  (11  months  before) i 

Appendectomy  (6  j^ears  before) 2 

Appendectomy^  (8  years  before) 2 

Appendectomy  (10  years  before) i 

.\ppendectomy  (not  stated) i 

Total 15 

4 
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Cases 
Shortening  the  round  ligaments  and 

Appendectomy  (2  }-ears) i 

Salpingo-oophorectomy  (9  months) i 

Oophorectomy  (8  j^ears) i 

Oophorectomy  (10  years) i 

Total 19 

Incidence 10.2  per  cent. 


Summary. 

In  a  series  of  186  cases. 

Per  cent. 

Sterility 48.8 

History  of  infection 10.8 

Previous  ectopic 2.1 

Other  operations  previous  to  ectopic 10.2 

Total 71-9 


While  it  is  not  possible,  of  course,  to  say  dogmatically  that  ste- 
rility is  evidence  of  previous  infection  or  inflammation  of  the  tube, 
still  the  fact  of  its  existence  in  such  a  high  percentage  in  a  series  of 
cases,  calls  for  attention  to  that  possibiHty.  The  percentage  of 
infection  seems  low,  but  it  is  very  difficult  to  obtain  a  history  of 
gonorrheal  infection  and  the  symptoms  are  often  so  mild  that  the 
patient  is  ignorant  of  the  disease.  And  too,  when  she  does  know  it, 
is  very  reticent  about  telling  the  fact. 

The  presence  of  adhesions,  following  any  pelvic  operation,  as 
Frank  has  recently  stated,  ought  to  be  considered  as  a  possible 
factoid  in  the  production  of  a  tubal  pregnancy. 

In  nearly  three  fourths  then  of  the  series  was  there  a  history 
pointing  to  a  possible  alteration  of  the  tube  of  either  inflammatory 
or  mechanical  origin. 

Still  another  factor  should,  however,  always  be  borne  in  mind 
and  that  is  the  malformation  or  supernumerary  Fallopian  tubes 
producing  what  Huffman  has  termed  the  "anomalous  embedding 
area,"  and  which  mav  be  a  cause  of  tubal  gestation. 
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Complaint  on  Entrance. 

In  a  series  of  i86  cases. 

Cases     Per  cent. 

Pain  without  bleeding 58         31  ■  i 

Pain,  bloody  discharge  or  spotting 47         25 . 8 

Pain  and  bleeding 74         39-7 

Bleeding,  no  pain 4 

Bleeding,  discomfort i 

5  2.6 

"Tumor" i         0.53 

"Womb  drops" i         o-53 

Total 186 

In  96.6  per  cent,  of  the  cases  pain  alone,  or  pain  with  spotting  or 
bleeding  was  the  chief  complaint  on  entrance. 

Bleeding  alone  or  bleeding  associated  with  pain  was  present  in 
67.4  per  cent,  of  the  cases  on  entrance.  The  blood  comes  from  the 
endometrium  of  the  uterus  when  the  venous  spaces  are  engorged  and 
there  is  a  partial  destruction  of  the  compact  layer  by  the  forcible 
contractions  of  the  tube  and  uterus  in  their  efforts  to  terminate  the 
pregnancy.  Bleeding  may  also  occur  through  the  uterus  from  the 
uterine  end  of  the  tube  if  this  is  not  closed  or  if  opened  by  the  con- 
tractions of  the  tube  in  its  effort  to  expel  the  ovum. 

Bleeding  occurred  five  times  without  pain,  and  it  seems  probable 
that  the  contractions  of  the  tube  are  not  sufficiently  forceful  to  cause 
severe  pain  until  the  supreme  effort  to  rupture  the  tubal  wall  takes 
place,  but  that  the  pain  complained  of  previous  to  rupture  is  due  to 
bleeding  into  the  peritoneum,  or  to  the  presence  of  blood  clots  in 
the  pelvis  wnth  resulting  adhesions  to  neighboring  organs. 

Sampson  believes  that  as  long  as  the  products  of  conception  are 
still  in  the  tube  that  uterine  bleeding  and  pain  will  continue.  While 
this  is  probably  true,  generally  speaking,  a  placental  mole  may  exist 
in  the  tube  for  years  wathout  giving  rise  to  such  symptoms  and  the 
tube  may  even  be  the  site  of  a  second  ectopic  while  the  mole  is  still 
in  the  tube,  as  in  Coe's  case. 

History  of  Attack. 

In  a  series  of  186  cases. 

Cases  Per  cent. 

Acute  attacks  of  pain 51  27 

Acute  attacks  of  pain  accompanied  with  fainting 34  18 

Acute  attacks  of  pain  accompanied  with  dizziness. ...     8  4 

Total 93         49 
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Cases  Per  cent. 

Vomiting  preceding  and  during  attack 43  23 

Xausea  preceding  and  during  attack S  4 

Total 51  27 

Painful  micturition S  4 

Unable  to  void  2-4  days 4  2.6 

Total 12  6.6 

Painful  defecation 10  5.3 

Chills 6  3.2 

Acute  attacks  were  present  in  nearly  one-half  the  cases,  and  gas- 
trointestinal disturbances  in  more  than  one-fourth.  In  several 
instances  an  attack  of  vomiting  was  the  first  symptom  of  tubal  rup- 
ture. Webster  states  that  retention  of  urine  is  rare  in  ectopic 
gestation  but  it  was  present  in  four  of  these  cases  and  eighteen 
patients  complained  of  painful  micturition  or  painful  defecation. 
]\Iurray  considers  the  latter  as  pathognomonic  of  ectopic  gestation 
but  any  inflammatory  mass  with  adhesions  binding  it  to  the  rectum 
would  give  similar  symptoms. 

Location  of  Pain. 

In  a  series  of  100  cases. 

Cases 

Absolutel}-  no  pain 4 

Right  lower  abdomen 17 

Left  lower  abdomen 10 

General  abdominal  and  then  right  side 5 

General  abdominal  and  then  left  side 4 

Lower  abdomen 30 

Lower  abdomen  and  back 9 

Backache  only 6 

Pain  in  rectum 3 

Pain  in  epigastrium 4 

Slight  discomfort i 

Right  iliac  and  kidnej^ i 

Left  leg 2 

Inner  groin  left  leg i 

Innergr  oin  right  leg i 

Left  leg  to  lumbar  region i 

Radiating  over  whole  body i 

Total 100 

The  pain  was  described  as  piercing,  stabbing,  lancinating,  shoot- 
ing, gnawing,  cutting,  knife-like,  terrible,  dagger-like  or  in 

spasms 35 

Severe  or  sharp 27 

Cramp-like,  ache,  bearing  down,  labor  pain,  soreness,  or  back- 
ache    iro 

Not  characterized 14 

Total 186 


farrar:  ax  analysis  or  ectopic  gestation  741 

In  only  18.8  per  cent,  of  the  cases  was  the  pain  of  the  character 
considered  pecuHar  to  ectopic  jjestation  and  in  the  remaining  cases 
it  was  not  to  be  differentiated  from  that  of  any  severe  pelvic  lesion. 
In  seventy-five  of  the  cases  the  pain  was  at  once,  or  very  shortly 
after  the  attack,  located  over  the  side  affected  or  the  lower  abdo- 
men, but  in  four  cases  the  pain  was  epigastric,  simulating  gall- 
stones, and  three  of  the  four  had  severe  attacks  with  persistent  pain 
in  this  region  and  slight  or  no  pain  in  the  pelvis. 


Onset  of  Sy>i!ptoi)is  in  Relation  to  Menslnial  Period. 

In  a  series  of  100  cases. 

Period  overdue  2  days i 

Period  overdue  3  daj's i 

Period  overdue  4  da\-s 2 

Period  overdue  5  da3's 3 

Period  overdue  7  days i 

Period  overdue  8  daj-s 2 

Period  overdue  9  days 2 

Period  overdue  10  daj's - 2 

Period  overdue  12  days 4 

Period  overdue  14  days 4 

Period  overdue  17  days i 

Period  overdue  2 1  days i 

Period  overdue  4  weeks i 

Period  overdue  5  weeks i 

Period  overdue  6  weeks 3 

Period  overdue  8  weeks 4 

Period  overdue  9  weeks i 

Total 34 

No  period  since  previous  pregnancy  (nursing) i 
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Onset  of  symptoms  at  the  time  the  menstrual  period  was  due,  30  cases 
Onset  of  symptoms  after  cessation  of  normal  menstrual  period: 

Cases 

2  days  after  cessation 1 

4  days  after  cessation 2 

7  days  after  cessation i 

8  days  after  cessation 3 

9  days  after  cessation i 

10  days  after  cessation 2 

1 1  days  after  cessation 2 

12  days  after  cessation 2 

13  days  after  cessation.  .  i 

14  days  after  cessation 2 

15  days  after  cessation 3 

16  days  after  cessation i 

18  days  after  cessation 2 

20  days  after  cessation i 

21  days  after  cessation 4 

24  days  after  cessation i 

25  days  after  cessation i 

26  days  after  cessation .' i 

27  days  after  cessation 2 

28  days  after  cessation 2 

Total 35 

Per  cent. 

Period  overdue  in 34 

Amenorrhea  (nursing) i 

Onset  at  time  of  expected  period 30 

Onset  after  cessation  of  normal  period 35 

Total 100  cases 

The  onset  of  symptoms  relative  to  the  time  of  menstruation  is 
very  evenly  divided  in  this  series,  notwithstanding  the  fact  that 
in  the  so-called  typical  case  the  onset  occurs  after  a  period  is  one 
or  more  weeks  overdue. 

Physical  Signs. 

In  a  series  of  100  cases. 

Cases 

Breasts,  tender 4 

Breasts,  colostrum 14 

Abdomen:  tenderness,  general 5 

Abdomen:  tenderness  in  lower  abdomen  30 

Abdomen:  tenderness  in  lower  right  quadrant 32 

Abdomen:  tenderness  in  left  lower  quadrant 29 

.■\bdomen:  tenderness  in  region  of  appendix 4 

Pelvis:  Vaginal  cj^anosis 4 

Cervix  softened 12 

Fundus  enlarged 32 

Mass 42 

Definite  enlargement  of  one  adnexum 54 
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Lcukocylc  Count. 

In  a  series  of  loo  consecutive  cases. 

Cases 

5. coo    to   ID  GOO 48 

io,ooo  to  15,000.  36 

15,000  to  20,000.  13 

20,000  to  25,000  .  2 

25,000  to  30,000  .  .1 

Total 100 


In  48  per  cent,  of  these  cases  the  leukocyte  count  was  below  10,000 
and  in  49  per  cent,  it  ranged  between  10,000  to  20,000.  In  ten  cases 
of  another  series  made  at  a  later  time,  whose  count  upon  entrance 
was  between  16,000  and  30,000  and  who  had  two  or  more  counts 
made  prior  to  operation,  the  leukocytosis  dropped  in  thirty-six  to 
forty-eight  hours  to  8  to  12,000  except  one  case  which  was  bleeding 
from  a  rupture  near  the  horn  of  the  uterus  and  no  walling  in  and 
whose  count  was  23,800  and  21,000. 

The  high  leukocyte  count  in  ectopic  gestation  is  not  due  to  infec- 
tion but  to  intraperitoneal  bleeding  and  is  a  valuable  aid  to  diagnosis 
of  the  conditions  present  and  in  making  a  differential  diagnosis 
from  suppurative  conditions  where  it  remains  constantly  high  with- 
out any  marked  drop  to  normal  or  nearly  normal. 

Hemoglobin. 

In  the  same  series  of  100  cases. 

Cases 

go  to  100 16 

80  to  90 26 

70  to  80 18 

60  to  70 15 

50  to  60 II 

40  to  50 7 

30  to  40 6 

24 I 


Total. 


100 


In  42  per  cent,  the  hemoglobin  was  80  per  cent,  or  above  and  in 
86  per  cent,  of  the  cases  it  was  over  50  per  cent.  The  hemoglobin 
count  in  ectopic  gestation  is  of  doubtful  value,  as  in  the  acute  anemia 
there  is  no  immediate  drop  as  shown  by  the  findings  of  Dunn  and 
Wynne  and  it  is  until  forty-eight  to  seventy-two  hours  later  that 
it  reaches  the  lowest  point,  or  not  until  the  ectopic  is  of  considerable 
duration  that  the  count  drops  to  50  to  60  per  cent. 

In  the  ten  cases  whose  leukocyte  count  was  studied  for  several 
days  the  hemoglobin  was  found  either  not  to  vary  in  amount  or 
to  be  increased  only  2  or  3  degrees. 
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Temperature. 

In  the  same  series  of  loo  cases. 

Cases 
96  to  98 2 

98  to  99 31 

99  to  100 43 

100  to  loi 21 

loi  to  IC2  inc 3 

Total 100 

In  76  per  cent,  of  the  series  the  temperature  was  below  100  and 
in  only  one  case  reached  102;  but  67  per  cent,  were  99  or  above.  It 
is  interesting  to  note  that  in  every  case  where  the  temperature  was 
between  100  and  102  there  had  been  symptoms  for  some  time  and 
considerable  old  blood  and  clots  found  at  the  time  of  operation. 

Respiration  and  Pulse. 
In  the  same  series  of  100  cases. 

Respirations: 

Cases 

16  to  20 7 

20  to  24 81 

24  to  28 3 

28  to  30 2 

30  to  34 2 

40  to  50 3 

60  to  70 2 

In  87  per  cent,  of  the  cases  the  respirations  were  below  24  and 
only  5  per  cent,  were  40  or  more.  The  majority  therefore  showed 
a  moderate  elevation  of  temperature,  pulse  and  respiration. 

Pulse. 

Cases 

70  to  80 4 

80  to  90 39 

90  to  100 18  (61  per  cent.) 

100  to  no 24 

no  to  120 7 

120  to  130 5 

140  to  150 3 

Total 100 

In  61  per  cent,  the  pulse  was  below  100  and  in  only  8  per  cent,  did 
it  reach  120  or  over  but  57  per  cent,  were  90  or  above. 

Blood  Pressure. 

Blood  pressure  was  not  taken  in  a  sufficient  number  of  cases  to 
make  the  study  of  value.  It  is  probable  that  pulse  pressure  taken 
preoperatively  as  done  by  Polak  to  estimate  the  risk  before  operation 
would  be  a  valuable  aid  when  operating  during  an  acute  attack 
as  an  index  of  the  patient's  cardiac  strength. 
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Advanced  Pregnancy. 

In  a  series  of  309  cases. 

In  a  series  of  309  cases.  Fetuses  were  found  forty-four  times. 
Eleven  were  between  5  and  19  cm.  Two  were  intact  with  placenta 
in  the  tube;  five  were  of  the  tuboabdominal  variety  being  still 
attached  by  the  cord  to  the  placenta  in  the  tube  and  the  remain- 
ing thirty-nine  were  free  in  the  abdominal  cavity,  several  being 
macerated,  and  in  pieces. 


Fig.  I. — Ectopic  pregnane}-  removed  from  tube  intact,  sliowing  chorionic  villi. 


Combined  Pregnancy. — There  was  one  case  of  combined  tubal 
and  intrauterine  pregnancy.  Rupture  of  the  tube  occurred  near 
the  uterus  at  the  second  month  of  pregnancy.  The  patient  was 
operated  upon  while  almost  pulseless  but  made  a  good  recovery  and 
the  intra-uterine  pregnancy  continued  to  term. 

Interstitial  pregnancy  occurred^  three  times,  two  were  private 
patients  and  no  history  was  obtained. 

Hospital  No.  8624.  Patient  thirty-eight  years.  Married  twenty- 
two  years.  Five  children,  last  three  and  one-half  years  ago.  Mis- 
carriage eleven  years  ago  and  one  year  ago  (curettage).  Last 
period  (?)  nine  weeks  before  entering  the  hospital.  Irregular  bleed- 
ing for  eight  weeks  and  acute  attacks  two  weeks  before  entrance. 
Pain  severe  and  localized  in  the  right  hypochrondriac  region,  fainted, 
later  constant  pain  in  the  pelvis.  At  operation  a  fetus  of  9  mm. 
was  found  extruded  through  the  rupture  in  the  left  horn  of  the 
uterus  and  the  placenta  was  within  the  tube.     Supravaginal  hys- 
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terectomy,  salpingectomy  and  appendectomy  were  performed.  A 
cholecystostomy  was  done  at  the  same  time  and  209  gall-stones 
removed. 

Full-term  Pregnancy. — There  was  one  case  of  full-term  pregnancy 
operated  upon  after  death  of  the  fetus. 


Fig.  2. — Ruptured    interstitial  pregnancy,  specimen  shows  uterus  incised  and 
opened  to  disclose  cavity. 


Fig.  3. — Very  early  ectopic  unruptured,  showing  stunted  fetus. 

I.  Hospital  No.  20942.  The  patient,  aged  thirty-two,  had  been 
married  twelve  years  and  had  one  child  by  instrumental  delivery 
eleven  years  ago.  No  history  of  miscarriage  or  infection.  Two 
years  ago  she  was  operated  upon  in  the  Woman's  Hospital  and  the 
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appendix  was  removed  and  the  round  ligaments  shortened.  When 
she  entered  the  hospital  she  had  had  amenorrhea  for  eleven  months 
with  normal  increase  in  the  size  of  the  abdomen  and  all  the  signs  of 
pregnancv  up  to  three  months  ago.  Since  that  time  the  abdomen 
had  decreased  and  no  fetal  movement  had  been  felt.     On  operation 


the  sac  was  found  to  be  of  the  intraligamentous  variety  and  con- 
tained a  well-  developed  fetus  at  term.  The  placenta  was  removed 
without  difficulty.  There  were  two  cases  of  full-term  pregnancy 
one  being  within  a  week  and  one  within  twelve  days  of  the  normal 
duration  of  pregnancy  and  both  were  delivered  of  living  children 
by  abdominal  operation. 
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Hospital  No.  2132  A  and  2895  A.  One  of  the  cases  was  a  private 
patient  and  no  history  was  obtained.  The  other  gave  the  following 
history: 

Age  twenty-seven,  married  sixteen  months.  One  miscarriage  at 
the  sixth  week  of  pregnancy,  occurring  four  months  after  marriage. 
The  symptoms  of  the  ectopic  gestation  began  with  spotting  when 


Fig.   5. — Twin  ectopic  pregnancy. 

the  period  was  two  weeks'  overdue,  associated  with  vomiting  and 
abdominal  pain.  The  spotting  lasted  for  a  month  only  but  the 
pain  and  vomiting  continued  throughout  pregnancy.  The  entire 
gestation  sac  was  in  the  abdominal  cavity,  but  there  was  a  distinct 
decidual  reaction  of  the  tubal  mucosa  as  strong  evidence  of  its 
origin  in  the  tube.  As  there  were  several  fibroids  in  the  uterus,  a 
complete  supravaginal  hysterectomy  was  performed. 

Both  cases  were  of  the  intraligamentous  variety  and  it  was  possible 
to  remove  the  placenta  in  both  instances  at  the  time  of  operation.^ 

'These  cases    will  be  reported  in  detail  by   Dr.   Franklin   A.    Dorman,   to 
whose  care  they  were  admitted.      (See  page  782  this  issue.) 
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Diagnosis. 

Stated  in  88  cases;  not  given  in  221  cases. 

Cases 

I.  Ectopic  gestation  the  first  diagnosis  in 49 

Ectopic  gestation  the  onh^  diagnosis  in 46 

55.6  per  cent. 


Cases 


Other  conditions  or  ectopic  gestation: 

Appendicitis  or  ectopic  gestation 

Salpingitis  or  ectopic  gestation 

Threatened  abortion  or  ectopic  gestation . 
Ovarian  cj'st  or  ectopic  gestation 


Total 7 

I  and  2  combined 63 . 6  per  cent. 


Mistaken  Diagnosis. 

Cases 

Salpingitis 10 

Hematosalpinx i 

Adnexal  disease 4 

Ruptured  cj'st i 

Tuboovarian  cyst .  2 

Inflamed  mass i 

Pus  tubes 2 

PeMc  abscess 2 

Pregnancy  and  inflamed  mass i 

Appendicitis 2 

Endometritis                     i 

Retroversion. .                 2 

^R-omata  uteri 3 

Total 32 


Unruptured  Tube  and  Diagnosis. 

In  a  series  of  309  cases. 

29  times 

Incidence 9.3  per  cent. 

Ten  of  the  patients  were  private  patients,  and  no  history  or  diag- 
nosis was  given.  Of  the  remaining  nineteen  the  diagnosis  was  made 
correctlv  in  12  cases. 
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Symptoms. 

Cases 

Pain  but  no  bleeding 2 

Pain  and  backache i 

Pain  and  backache,  bleeding i 

Sharp  pain  and  slight  bleeding 2 

Bleeding  but  no  pain 2 

Bleeding  and  slight  discomfort 2 

Bleeding  and  cramps 2 

Bleeding  and  sharp  attacks  of  lancinating  pain 7 

Fainted 5 

Total 29 


In  estimating  the  number  of  cases  correctly  diagnosed  as  ectopic 
gestation,  one  ought  of  course  to  know  the  number  of  cases  diag- 
nosed as  such  which  upon  operation  proved  to  be  some  other  condi- 
tion. The  more  nearly  the  case  borders  upon  the  typical  the  more 
likely  will  it  be  that  the  diagnosis  will  be  correctly  made  and  the 
farther  from  this  the  more  difficult  or  impossible.  It  will  be  practi- 
cally impossible  sometimes  to  differentiate  an  ectopic  gestation 
from  a  one-sided  pelvic  inflammation  of  the  tube,  or  an  intrauterine 
pregnancy  with  ovarian  cyst,  or  inflammatory  mass,  but  watching 
the  case  for  a  few  days,  or  an  examination  under  ether,  will  often 
clear  up  the  diagnosis.  The  history  of  pelvic  trouble  of  not  recent 
origin  and  sterility,  may  point  the  way  to  the  condition.  Unusual, 
one-sided  pelvic  pain  associated  with  enlargement  of  the  tube,  or  a 
mass  on  that  side,  whether  accompanied  or  not  by  bleeding,  especi- 
ally if  the  pain  occurs  in  attacks  with  fainting  and  evidence  of  peri- 
toneal irritation  as  shown  by  vomiting,  painful  micturition  or 
defecation,  warrants  the  diagnosis  of  at  least  a  possible  ectopic 
gestation,  and  the  patient  should  be  carefully  watched  until  this  is 
proved  or  disproved.  It  is  in  such  cases  that  a  repeated,  dififerential 
blood  count  and  the  character  of  the  temperature  curve  will  be  of 
value. 

The  Diagnosis  of  Advanced  Ectopic  Gestation. 

1.  The  previous  historj'  may  be  that  of  an  ectopic  or  threatening  miscarriage 
and  then  normal  course  of  pregnancy. 

2.  The  uterus  is  only  slightly  enlarged  and  empty. 

.^.  The  fetus  lies  apparently  just  under  the  skin  and  is  unusually  easy  to 
palpate. 
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Time  Elapsed  Since  the  Beginning  of  the  Termination  of  Ectopic  Gestation 
{Reckoned  from  the  Last  Acute  Attack)  and  Operation. 

In  a  series  of  86  cases. 

Cases 

24  hours  (or  less) 5 

2  days 5 

3  days 9 

4  days 4 

5  days i 

6  days i 

7  days 7 

32(37%) 


Cases 

8  days o 

9  days 6 

11  days o 

12  days 2 

13  days •  ■        2 

14  days 2 

15  days 2 

16  days I 

20  days I 

2 1  days 7 

23  days 2 

24  days I 

25  days 2 

26  days 2 

2  7  days I 

28  days 8 

5  weeks 6 

6  weeks 5 

7  weeks i 

8  weeks i 

Total 86 

No  cases  bleeding  at  the  time  of  operation  in  a  series  of  100  cases, 
72  per  cent.,  and  products  of  conception  were  found  present  in  the 
tube. 
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Number  of  Operators. 

40  operators  performed  309  operations. 

Operations  Per  cent. 

I  operator  performed 63  20 

1  operator  performed 34  11 

2  operators  performed 22  (each) 

I  operator  performed 21 

I  operator  performed 20 

I  operator  performed 15 

I  operator  performed 14 

1  operator  performed 10 

2  operators  performed 9         (each) 

2  operators  performed 7         (each) 

I  operator  performed 5 

5  operators  performed 4         (each) 

3  operators  performed 3         (each) 

4  operators  performed 2         (each) 

14  operators  performed i         (each) 

Total 309  cases 

Operations. 

In  series  of  1S6  cases. 
Curettage  for  bleeding,  in  ectopic  gestation  before  entrance  into 
the  hospital  was  performed  16  times S .  6  per  cent. 

In  series  of  309  cases. 
Curettage  was  done  in  the  hospital  on  2  cases  before  the  diagnosis 
was  made;  and  as  part  of  the  operation  67  times,  21.6  per  cent. 

Route. 

Cases 

Vaginal  operation 2 

Colpotomy  combined  with  abdominal  operation 12 

Abdominal  operation 295 

Total 309 

Cases        Per  cent. 

Mass  walled  in  309  cases 82  26.5 

Free  blood  in  very  large  amount  and  no  walling  in. .    39  12.6 

Location  of  Pregnancy. 

Times 

4.  Right  tube  pregnant 148 

(Twin  pregnancy — i  case) 

Left  tube  pregnant 140 

Not  stated 21 

Total 309  cases 
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Condition  of  other  Tube. 

Cases 

5.  Salpingitis 3 

Hydrosalpinx. ...  3 

Pyosalpinx 2 

Result  of  Gestation. 

Cases 

6.  Tubal  abortion 81 

Ruptured  Tube 169 

Not  detinitely  stated 19 

Unruptured 29 

Hematocele 8 

Full  term  (child  dead) 2 

Living  child ^ 2 

Total 309 

Palhological  Findings. 

1.  Uterine  cast  series  186  cases,  9  times,  4.8  per  cent.;  the  cast  was 
found  before  entering  the  hospital  in  2  cases;  after  the  operation 
in  7  cases;  the  decidua  compacta  was  necrotic  in  2  cases. 

The  history  is  frequently  obtained  of  flesh-like  material  passed 
with  the  bloody  discharge  but  unfortunately  this  often  escapes  notice 
and  no  microscopical  examination  is  made.  As  yet  there  seems  no 
proof  of  the  constant  formation  of  a  decidua  uterina  in  ectopic 
cases  but  its  absence  means  nothing  as  the  decidua  may  have  been 
in  an  early  stage  of  formation  and  easily  overlooked  or  it  may  have 
been  expelled  from  the  uterus  previous  to  the  curettage. 

2.  Curettage,  in  a  series  of  67  cases.  Decidual  reaction  present  7 
times  on  10.4  per  cent. 

3.  Inflammation  in  the  Fallopian  tubes.     Series  of  309  cases: 

Chronic  inflammation 13  times 

Acute  inflammation 2  cases 

Subacute   inflammation 2  cases 

17  times  (5.570) 

Times 
I  tube  only  removed 143 

1  tube  resected 2 

2  tubes 43 

1  tube  and  i  ovary 109 

2  tubes  and  i  ovarj' 6 

2  tubes  and  2  ovaries 6 

Total 309  cases 
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Other  Operations  Performed  at  the  Same  Time. 

Times  Times 

Appendectomy  (2  acute). . .   66  Myomectomy 3 

Ventral  suspension 14  Supravaginal  hysterectomy.    7 

Plicating  round  ligaments. .      3  Cholecystostomy i 

Gilliam  operation i  Repair  of  umbilical  hernia.  .    i 

Ovary  transplanted i  Plastic 4 

The  treatment  has  been  operative  in  all  the  cases,  but  the  time  of 
operation  has  varied  with  the  practice  of  the  individual  operator 
and  the  case. 

Cases 

Number  of  patients  operated  upon  the  day  of  admission 15 

Number  of  patients  operated  upon  the  day  after  admission  .  .  167 

2d  and  3d  days  after 65 

3d  and  7th  day  after 41 

7  to  14  days  after 17 

15th,  i6th  and  17th  day  after  (2  cases,  i  at  term) 4 

Total 309 


OPERATIVE    TECHNIC. 

Laparotomy  was  performed  for  all  cases  except  where  there  was 
a  pelvic  hematocele  or  evidence  of  infection,  with  the  sac  bulging 
into  the  vagina.  Blood  transfusion  was  employed  in  three  cases 
operated  upon  in  shock  and  saline  solution  given  intravenously  in 
several  others  just  previous  to  or  during  the  operation  to  tide  the 
patient  over  that  time. 

The  abdomen  and  pelvic  cavity  were  freed  of  blood  and  clots 
and  the  pregnant  tube  removed. 

Efifort  was  made  in  only  two  instances  to  do  a  partial  resection  of 
the  affected  tube — and  other  work  found  necessary  was  done  if 
the  patient's  condition  warranted  the  extra  time. 

Drainage  was  used  in  five  cases  only.  Irrigation  of  the  abdominal 
cavity  was  not  emplo3'ed. 

TIME    OF    OPERATION. 

Perhaps  no  point  in  ectopic  gestation  has  given  rise  to  more 
discussion  than  the  question  of  operation  in  an  acute  attack. 
In  every  question  so  warmly  debated  and  with  adherents  so  fixed 
in  their  opinion  of  the  merits  on  either  side  there  must  be  something 
of  value  to  be  said  for  both.     Certainly  the  ideal  time  of  operating 
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on  any  patient  is  when  that  patient  is  on  the  upward  trend,  but 
with  a  break  in  the  arterial  circulation,  with  life  blood  ebbing  out, 
no  one  can  say  if  there  is  going  to  be  any  upward  trend.  If  a  patient 
has  a  secondary  hemorrhage  following  an  operation  due  to  the  slip- 
ping of  a  ligature,  who  would  hesitate  upon  recognizing  the  condi- 
tion to  send  that  patient  back  to  the  operating  room?  It  is  true 
that  the  conditions  favoring  clotting  are  present  to  a  greater  degree 
in  tubal  pregnancy  than  in  an  abdominal  hemorrhage.  The  oozing 
that  probably  occurs  in  all  such  cases  previous  to  rupture  and  the 
frequent  occurrence  of  tubal  abortion  rather  than  rupture,  favor  an 
exudative  inflammation  and  adhesions,  but  in  many  instances  there 
is  no  walling  in  by  the  intestines  (12.6  per  cent,  in  this  series)  and 
rupture  may  have  occurred  near  the  uterine  end  of  the  tube,  or  the 
case  may  be  one  of  interstitial  pregnancy  and  no  time  for  clots  or 
adhesions  to  form.  Schavta's  statistics  show  that  of  241  cases  of 
extrauterine  pregnancy  with  spontaneous  course,  166  died,  a  mor- 
tality of  68.8  per  cent,  and  again  385  cases  treated  by  operation, 
electricity  or  morphine  injection  294  recovered  and  gi  died,  a  mor- 
tality of  23  per  cent. 

Hunter  Robb  stated  recently  that  "patients,  when  they  die, 
usually  succumb  not  from  loss  of  blood  but  mainly  from  shock." 
And  again  wrote  "Why  add  shock  to  hemorrhage?"  But  shock  is 
due   to   hemorrhage — then   why  add   hemorrhage   to  hemorrhage? 

Simpson  has  laid  down  as  requisite  for  operation  in  such  cases 
the  following  dictum: 

1.  Competent  operator. 

2.  Skilled  assistants  and  attendants. 

3.  Appropriate  surroundings. 

4.  Adequate  preparation. 

For  such  difficult  work  a  well-equipped  operating  room  is  essen- 
tial and  in  no  other  operation  does  team-work  count  for  more  than 
in  a  ruptured  ectopic.  Light  anesthesia,  a  quick,  skilful  operator 
and  ready  assistants,  blood  transfusion  or  saline  intravenously  to 
be  given  just  before  or  as  the  operator  begins  and  free  hypodermic 
stimulation  with  camphorated  oil,  strychnin  or  adrenalin  solution. 
An  internal  "hot-water  bottle"  of  a  quart  and  a  half  saline  solution, 
or,  better,  soda  solution,  at  105°  F.  put  into  the  colon  at  the  com- 
pletion of  the  operation,  as  in  Dr.  John  Clark's  technic — the  rectal 
tube  having  been  introduced  high  up  into  the  rectum  before  be- 
ginning the  operation — will  aid  greatly  in  the  immediate  recovery 
of  the  patient  to  combat  shock  and  allay  the  thirst.     It  is  only 
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when   these  cannot   be  obtained   that  other   measures   should   be 
thought  of. 

If  the  pelvic  examination  which  is  so  often  the  cause  of  increased 
bleeding  by  tearing  away  adhesions,  were  deferred  in  such  cases 
until  the  patient  had  been  transported  to  the  hospital  where  such 
help  would  be  at  once  available  as  soon  as  the  diagnosis  was  estab- 
lished, more  patients  might  be  saved  by  operation  and  those  who 
survived  by  the  aid  alone  of  restorative  measures  and  must  then 
undergo  the  operation,  would  have  been  saved  the  risk  of  another 
hemorrhage  and  also  the  longer  convalescence  due  to  increased 
morbidity  following  the  delay. 

DEATHS. 

In  a  series  of  309  cases  there  was  three  deaths,  or  97  per  cent. 

1.  Hospital  No,  19117.  Aged  twenty-three.  Married  six  years, 
one  child  three  years,  five  miscarriages  (induced),  the  last  one 
and  one-half  years  ago.  The  history  was  obtained  of  an  induced 
"miscarriage"  and  washing  out  the  uterus  four  weeks  before  enter- 
ing the  hospital  when  the  period  was  twelve  days  overdue.  Col- 
potomy  and  laparotomy  were  performed  two  days  after  entrance 
and  a  ruptured  tube  removed  but  the  patient  died  on  the  seventh 
day  after  operation  of  peritonitis. 

2.  Hospital  No.  183 18.  Aged  thirty-three.  Married  seven  years. 
No  children.     One  miscarriage  thirteen  months  ago,  curetted. 

Acute  attack  six  weeks  after  a  normal  period  and  curettage  was 
done  at  home.  Chills  and  vomiting  followed  and  on  admission 
the  temperature  was  101°,  pulse  116  and  respirations  26.  Laparo- 
tomy was  performed  two  days  later  and  free  blood  and  clots  found  and 
ruptured  tube  removed.  The  tubal  wall  was  thickened  and  showed 
the  exudate  of  an  old  inflammation.     Death  was  due  to  peritonitis. 

3.  Hospital  No.  4992.  Aged  thirty-two.  Married;  one  child 
three  and  one-half  years  ago.  No  miscarriage.  The  history  on 
admission  was  of  pain  in  the  region  of  the  appendix  for  past  five 
weeks  and  irregular  bleeding  beginning  seven  weeks  after  normal 
period.  Upon  opening  the  abdomen,  six  days  after  admission,  a 
fetus  of  12  cm.  was  found  free  in  the  abdominal  cavity  and  the  pla- 
centa densely  adherent  to  the  tube,  omentum  and  intestine.  It 
was  freed  with  great  difficulty  and  considerable  hemorrhage  took 
place,  which  was,  however,  controlled,  but  the  patient  died  the  same 
day. 

follow-up    REPORT. 

Eighty  patients  answered  letters  of  inquiry.  Of  these,  six  had 
had  both  tubes  removed  leaving  seventy-four  on  which  to  base  the 
following  report. 
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00  , 
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o  I  Ectopic  I 

o  2 
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Per  cent. 

Pregnant  after  operation  for  ectopic 16.2 

Operation  for  second  ectopic 1.3 

Operation  on  the  second  Fallopian  tube No  case 


CONCLUSIONS. 

1.  Infection  or  mechanical  alteration  due  to  adhesions  of  the 
Fallopian  tube  predisposes  to  ectopic  gestation. 

2.  The  onset  of  symptoms  or  an  acute  attack  occurs  equally  as 
often  at  the  time  of  an  expected  period,  or  just  after  a  normal  period 
as  it  does  when  a  period  is  overdue. 

3.  Pain  with,  or  ivithout  bleeding  is  present  in  every  case  of  ectopic 
gestation  unless  unruptured. 

4.  Tearing,  lancinating  pain  is  not  as  common  in  ectopic  gesta- 
tion as  pain  of  a  cramp-like  or  bearing-down  character. 

5.  Unusual,  one-sided  pelvic  pain  when  associated  with  evidences 
of  peritoneal  irritation  and  fainting  warrant  the  diagnosis  of  ectopic 
gestation. 

6.  The  treatment  should  be  operative  in  every  case  as  soon  as 
suitable  hospital  arrangements  can  be  made,  deferring  examination 
until  in  the  hospital  if  the  patient  is  in  a  serious  condition. 

7.  The  end-results  justify  leaving  the  other  tube  in  the  abdomen 
at  the  time  of  operation,  unless  positively  diseased. 

I  wish  to  thank  Dr.  George  Gray  Ward,  Jr.,  for  permission  to 
publish  this  report,  and  also  to  thank  the  Attending  Surgeons  for 
their  kind  help  in  looking  up  their  cases. 

611  West  Oxe-hundred  axd  Tenth  Street. 
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STANDARDIZATION  OF  SURGERY.* 

BY 
J.  W.  KENNEDY,  M.  D., 

Philadelphia,  Penna. 

For  a  number  of  years  I  have  worked  with  more  or  less  of  a 
surgically  broken  heart.  I  have  seen  my  rights  taken  from  me  by 
both  the  profession  and  the  laity.  I  have  seen  State  laws  enacted 
which  I  knew  would  raise  my  mortality  higher  than  the  progress  of 
thirty-five  years  in  surgery  had  reduced  the  same.  I  have  seen 
the  clash  between  the  nonmedical  and  medical  professions  assume 
threatening  proportions  until  I  knew  more  was  to  be  lost  than  ever 
will  be  possible  to  gain.  I  have  seen  the  heritage  of  a  privileged 
era  in  abdominal  surgery  so  abused  that  I  can  write  murder  after 
fully  30  per  cent,  of  the  deaths  which  have  occurred  in  my  specialty. 
I  use  the  term  murder  with  a  clear  understanding  of  its  accusation, 
as  I  feel  that  even  a  larger  percentage  of  deaths  in  the  urgent  abdomi- 
nal conditions  may  be  laid  at  the  door  of  the  nonmedical  man  who. 
is  posing  in  any  form  as  a  remedy  man  and  has  no  regular  M.  D. 
after  his  name.  I  view  the  progress  of  these  irregular  pathies, 
including  the  organized  Mental  Scientists,  as  the  greatest  blow  and 
the  most  regressive  step  in  civilization  any  science  or  art  has  ever 
suffered;  and  I  view  this  calamity  with  even  more  apprehension 
when  I  know  how  lacking  my  profession  is  in  organization  to  meet 
any  opposition  which  may  interfere  with  its  real  progress.  We 
meet  as  a  noble  profession  in  local,  State  and  National  societies  to 
engage  in  scientific  discussion  as  to  the  best  methods  of  coping 
with  disease.  During  that  same  hour  we  have  sitting  in  National 
or  State  legislature  a  body  of  men  who  are  passing  laws  which  pre- 
vent the  execution  of  our  medical  or  surgical  endowments.  As  a 
profession  we  do  not  seem  to  take  this  matter  seriously.  We 
assume  a  placid  indifference  often  manifested  in  the  assertion  that 
if  the  patient  chooses  to  call  in  the  quack  or  Christian  Scientist,  it 
is  none  of  my  affair,  they  are  recognized  entities  and  at  any  rate  the 
patient  has  the  right  to  kill  himself  or  worship  himself  to  death, 
if  he  so  chooses. 

This  is  the  strongest  opponent  I  have  to  my  surgical  accomplish- 
ments.    I  have  seen  the  legitimate  death  rate  in  my  specialty  grow  less 

*Read  at  a  meeting  of  the  Philadelphia  Obstetrical  Society,  March  6,  1919. 
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from  year  to  year  until  it  is  little,  if  any,  greater  than  the  tragedies 
of  such  specialty,  by  which  I  mean  those  surgical  calamities  such 
as  secondary  shock,  embolus,  etc.;  and  yet  I  am  confronted  with 
a  condition  of  affairs  which  permit  me  to  say  it  is  my  belief  that 
nineteen  out  of  twenty  who  die  following  abdominal  surgerv  are 
due  to  human  errors.  I  do  not  so  much  resent  the  prayers  of  the 
Christian  Scientist  which  withered  away  the  tumor  that  I  surgically 
removed,  as  I  do  the  appendicitis  of  the  little  lad  which  had  been 
prayed  into  a  general  peritonitis.  Have  these  people  the  right  to 
take  the  life  of  this  child?  Have  they  the  right  to  contaminate 
my  hospital  by  their  ignorance  in  praying  the  clean  condition  into 
the  pus  lesion  and  thus  endanger  the  life  of  a  privileged  case?  Must 
we  as  a  profession  permit  these  obstructionists  to  give  us  a  death 
toll  and  force  us  to  sign  a  legitimate  death  receipt  or  certificate  for 
their  criminal  and  abortive  judgment? 

This  sort  of  thing  rings  out  with  just  as  much  ignorance  as  the 
criminal  abortion  indicates  crime.  The  fault  is  with  our  profession; 
we  should  refuse  to  sign  a  death  certificate  when  not  an  attendant 
of  the  case;  but  we  do  it,  it  is  the  easiest  way  out  of  a  bad  proposition; 
we  are  busy,  we  take  the  line  of  easy  cleavage  and  sidestep  the  real 
responsibility.  This  is  all  wrong,  as  it  teaches  no  one  anything. 
It  fails  to  rebuke  a  human  error  which  has  taken  a  life.  The  most 
costly  deaths  of  my  experience  have  been  due  to  the  ignorance  of 
nonmedical  attendants.  There  is  a  degree  of  individual  responsi- 
bility which  we  as  a  profession  are  not  accepting,  we  are  not  shoulder- 
ing the  responsibilities  of  a  responsible  profession.  We  are  the 
legal  custodians  of  health. 

The  results  in  many  of  the  specialties  in  surgery  of  to-day  are 
sufficiently  accurate  that  we  can  say  with  a  degree  of  satisfaction 
that  surgery  is  practically  a  science.  In  a  review  of  the  last  six 
thousand  abdominal  operations  done  in  the  Joseph  Price  Hospital, 
I  find  the  privileged  mortality  of  our  age  as  we  have  seen  it  in  this 
institution,  is  less  than  one-half  of  one  per  cent.  By  privileged 
surgery  I  mean,  as  long  as  it  was  not  necessary  for  us  to  drain  the 
patient,  the  patient  coming  to  us  for  the  lesion  per  se,  there  was  no 
death  other  than  from  what  we  choose  to  call  the  tragedies  of  surgery, 
such  as  secondary  shock,  embolus  or  acute  dilatation  of  the  heart. 
There  is  no  record  of  any  patient  dying  from  operative  infection  or 
postoperative  hemorrhage,  both  surgical  errors  and  calamities.  I 
do  not  claim  such  record  is  good,  better  or  best,  it  is  the  surgical 
privilege  of  our  age. 

I  have  made  every  effort  possible  to  standardize  my  work. 
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have  eliminated  ev^ery  factor  which  I  felt  was  not  as  stable  as  some- 
thing else  within  my  reach.  All  fuss  and  feathers  have  been  elimi- 
nated. I  ask  credit  for  little,  if  anything,  that  is  personal  in  my 
work.  I  have  been  sincere,  diligent  and  ever  watchful  in  carrying 
out  the  principles  of  a  great  Master  (Price),  who  probably  more  than 
any  man  had  reduced  his  technic  to  the  simplest,  had  standardized 
his  great  experience  until  it  had  become  crystallized  into  most 
accurate  surgical  judgment.  I  quote  this  mortality  of  one  of  us 
not  that  it  may  be  good  but  that  we  may  compare  it  with  the  mor- 
tality which  exists,  in  order  that  some  light  may  be  thrown  upon 
privileged  work  as  compared  with  crippled  work  due  to  obstruction- 
ists who  surround  us.  Review  your  work  in  abdominal  surgery; 
compare  your  privileged  mortality  with  that  which  exists;  the  differ- 
ence is  due  to  human  errors,  professional  or  nonprofessional. 

I  never  attend  a  large  medical  or  surgical  meeting  without  return- 
ing with  surgical  despondency.  I  always  see  that  any  attempt  at 
standardization  of  our  work  which  may  have  taken  place  at  such 
meeting,  will  in  the  greatest  measure  be  counteracted  by  either 
State  laws  which  permit  the  quack  to  exist,  or  the  professional 
obstructionists  who  cannot  be  standardized  to  up-to-date  thinking 
or  acting.  It  has  not  been  the  new  things  in  abdominal  surgery 
which  have  come  out  in  the  last  quarter  of  a  century  that  concern 
me  half  so  much  as  the  lack  of  up-to-date  application  of  the  well- 
established  principles  which  have  been  common  surgical  knowledge 
for  over  twenty-five  years.  It  does  not  hurt  me  to  be  called  old- 
fashioned  in  my  surgical  work  (the  criticism  which  comes  to  my 
ears  weekly),  as  long  as  the  enormous  percentage  of  reoperations 
come  to  my  clinic  which  are  the  products  of  popular  teaching.  I 
never  believe  the  comments  of  criticism  by  members  of  my  profession 
which  come  to  me  through  the  patient,  and  when  my  own  ears  hear 
the  criticisms  of  certain  stands  I  take  in  surgery  by  some  teacher 
or  demonstrator,  I  still  do  not  feel  resentful,  but  always  would  like 
to  invite  such  critic  to  my  clinic  in  order  that  he  might  see  the 
subject  in  a  light  which  may  be  unknown  to  him.  I  would  like  to 
establish  a  kinder  feeling  for  the  differences  of  opinion.  I  would 
always  welcome  a  letter  from  the  surgeon  who  reoperates  on  my 
patient  providing  I  was  the  first  and  only  operator.  I  would 
welcome  him  to  tell  me  of  the  symptomatology  and  what  he  found 
which  might  be  an  error  on  my  part  of  surgical  commission  or 
omission. 

There  would  be  no  better  way  of  checking  our  results,  for  it  must 
be  remembered  that  manv  of  our  bad  results  fall  into  the  hands  of 
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Others.  We  will  never  be  able  to  standardize  our  results  unless  there 
is  a  more  generous  feeling  of  comradeship,  for  which  our  profession 
is  not  famous.  A  professional  quarrel  always  kills  someone.  I 
have  seen  this  a  great  number  of  times. 

Here  is  the  problem  which  faces  the  profession,  it  is  clear  cut 
and  insinuating:  The  privileged  mortality  in  abdominal  surgery  is 
less  than  one-half  of  i  per  cent,  based  upon  the  last  six  thousand 
operations  in  the  Joseph  Price  Hospital,  while  the  existing  mortality 
over  America  ranges  from  ten  to  twenty  times  as  much.  I  trust 
the  reader  interprets  this  statement  as  it  is  intended.  I  mean,  as 
I  have  before  said,  by  privileged  mortality,  that  my  death-rate  has 
been  less  than  one-half  of  i  per  cent,  in  those  cases  in  which  the 
abdomen  was  closed,  where  ordinary  intelligence  had  been  exercised 
in  the  early  recognition  of  conditions.  I  feel  this  is  a  fair  estimate 
of  the  surgical  privileges  of  our  age,  as  probably  a  larger  number  of 
major  operations  such  as  removal  of  large  tumors  would  be  included 
in  such  list  of  operations  from  an  institution  like  the  Joseph  Price 
Hospital  which  does  not  get  as  great  a  per  cent,  of  cases  of  less  surgi- 
cal risk  such  as  catarrhal  appendicitis,  as  some  of  the  public  hospitals. 
I  further  consider  this  a  fair  estimate  of  our  surgical  endowments 
as  probably  no  institution  in  the  country  gets  as  large  a  per  cent, 
of  pus  cases,  so  we  have  that  very  important  element  of  hospital 
contamination  to  contend  with.  You  must  remember  to  a  degree 
this  same  hospital  contamination  is  to  be  contended  with  as  existed 
before  the  aseptic  age  of  surgery.  Unless  you  dominate  an  institu- 
tion in  every  working  factor,  you  have  not  had  the  opportunity 
which  I  have  to  study  hospital  contamination,  as  I  am  familiar  with 
every  case  in  my  institution  as  to  nature  of  infection,  its  relation 
in  operating  room  to  other  cases  and  possibilities  of  infection  through 
attendants;  the  institution  has  a  single  pulse,  it  is  good,  relatively 
good,  or  bad. 

What  are  the  means  of  obstruction  to  progress  which  make  our 
death-rate  from  ten  to  twenty  times  as  high  as  it  should  be,  vary- 
ing in  the  different  institutions  as  to  amount  of  late  or  early  work 
and  the  abilities  of  the  institution?  Legislative  laws  which  put 
in  competition  with  us  untrained  men  who  of  course  are  obstruc- 
tionists to  early  recognition  to  rapidly  fatal  conditions,  have  a  heavy 
death  toll. 

Mental  healers^  who  on  account  of  their  inherited  right  of  religious 
freedom,  may  not  come  under  reprehensible  State  laws  but  remain 
one  of  the  greatest  obstructionists  to  early  surgical  intervention. 

The  unruly  member  of  the  family  who  always  states  his  opinion 
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of  the  case  in  opposition  to  the  physician  hardly  deserves  the  dignity 
of  mention,  but  he  has  a  mortality.  Not  with  me,  however,  as  I 
always  meet  him  with  the  same  expression,  namely,  your  opinion,  sir, 
is  not  professional,  therefore  is  not  worth  listening  to.  (The  truth 
is,  my  opinion  is  a  little  briefer  in  expression  but  would  not  look 
well  in  print.)  Hospital  abuse  must  be  reckoned  with,  as  it  is  a 
fertile  cause  of  mortality.  There  is  an  unseen  mortality  from  this 
source  which  is  not  anticipated  on  account  of  the  obscure  relation 
of  cause  and  effect.  The  hospital  has  a  mortality  incident  to  the 
abuse  of  its  rights.  Our  profession  does  not  come  to  the  rescue  of 
the  hospital.  They  have  not  recognized  it  as  their  professional 
home.  They  forget  when  they  talk  of  financial  matters  with  the 
patient,  that  the  hospital  is  also  their  patient  and  worthy  of  financial 
consideration.  The  institution  does  not  just  ebulate  or  effervesce 
money  for  its  support.  Robbing  the  hospital  means  that  your 
patient  cannot  have  the  care  due  him,  as  tlie  medical  institutions 
have  not  the  help  and  cannot  afford  more  units  of  care. 

It  is  my  opinion  that  postoperative  pneumonia,  one  of  the  most 
fatal  of  postoperative  conditions,  is  due  much  to  lack  of  hospital 
attendance  during  the  first  twenty-four  hours  following  any  abdomi- 
nal operation. 

There  has  been  one  postoperative  pneumonia  in  my  seventeen 
years  experience  in  the  Joseph  Price  Hospital  and  I  feel  our  free- 
dom fjom  this  complication  is  due  to  the  West  Point  rule  in  the 
institution,  that  no  abdominal  operation  is  left  alone  a  second  for 
the  first  twenty-four  hours.  This  case  I  report  as  a  postoperative 
pneumonia  had  no  chest  symptoms  until  the  seventh  day,  so  I  am 
not  quite  sure  that  operators  would  call  this  a  postoperative  pneu- 
monia. Public  institutions  do  not  and  cannot  afford  to  give  such 
close  and  constant  attention  to  each  case.  I  want  to  bring  out  the 
point,  in  order  to  standardize  our  results  we  must  take  an  invoice 
of  all  the  potential  factors  which  lead  to  complications  or  death.  All 
these  things  are  affairs  of  ours,  collectively  as  a  profession  and  indi- 
vidually we  are  responsible  for  the  patient  who  comes  under  our 
care,  he  is  a  member  of  your  professional  family. 

I  should  like  to  see  the  great  medical  associations  stop  talking 
about  petty  differences  of  technic  and  the  I,  My  and  Me  of  surgery 
and  turn  their  attention  to  the  better  cultivation  of  the  soil  which 
has  already  been  tilled,  as  I  wish  to  say  there  is  a  greater  disparity 
between  the  results  of  surgery  practised  to  the  limits  of  our  surgical 
privileges  as  compared  with  the  mortality  of  the  hour,  than  the 
future  can  ever  give  us  as  additional  units  of  strength.     In  other 
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words,  the  surgical  units  of  success  which  are  known  and  not  put 
into  execution,  are  far  in  excess  of  possible  units  of  success. 

That  great  organization,  the  American  College  of  Surgeons,  was 
organized  to  standardize  surgery;  it  is  a  most  commendable  effort, 
but  its  work  will  remain  permanently  crippled  if  it  does  not  first 
clear  the  field  of  such  human  obstructionists  ere  it  takes  up  the 
possibilities  and  probabilities  of  scientific  surgical  problems.  Why 
give  me  light  if  I  cannot  use  it?  That  factor  of  human  error  which 
may  emanate  from  our  shortcomings  as  a  profession  is  the  only 
problem  which  admits  of  scientific  discussion.  The  best  method 
I  know  of  obtaining  an  invoice  of  your  own  and  others'  shortcom- 
ings in  surgery  is  to  review  a  series  of  reoperation.  Standardiza- 
tion can  best  be  obtained  by  such  investigations.  I  have  here  only 
sufficient  time  to  introduce  the  subject  for  discussion. 

In  the  last  looo  reoperations  in  abdominal  surgery  done  by 
one  of  us  in  the  Joseph  Price  Hospital,  reveals  much  that  is 
reprehensible.  Over  99  per  cent,  of  the  cases  had  adhesions  to  the 
scar  or  to  the  abdominal  wall  in  the  region  of  the  scar.  The  adhe- 
sions in  the  region  of  the  scar  and  not  the  scar  itself,  if  not  due  to 
stitch  infection,  must  be  due  to  the  inclusion  of  some  of  the  viscera 
by  the  terraced  method  of  suture,  and  those  adhesions  which  are 
even  more  remote  from  the  scar  must  be  due,  in  a  large  measure,  to 
the  traumatic  use  of  the  tractors.  Practically  all  of  these  outside 
cases  have  been  operated  by  men  who  use  gloves,  catgut,  terraced 
method  of  suturing  and  abdominal  retractors.  Not  over  7  per  cent, 
of  our  own  cases  which  return  for  reoperation  have  shown  any 
adhesions  to  the  scar.  There  have  been  no  adhesions  lateral  to  tht 
scar.  We  do  not  use  gloves,  catgut,  terraced  method  of  suturing 
nor  retractors.  Among  the  1000  reoperations  in  abdominal  surgery 
were  the  usual  number  of  other  procedures.  The  group  which 
showed  the  greatest  percentage  of  operative  failures  and  came  to  us 
for  reoperation,  was  that  of  plastic  surgery.  Over  85  per  cent,  of 
perineal  and  cervical  repairs,  had  previous  repairs  as  failures.  Cat- 
gut, terraced  method  of  suturing  had  been  done  in  nearly  all  cases 
by  practically  all  the  more  recent  methods.  W^e  never  use  catgut 
in  surgery  and  never  repair  the  perineum  by  any  of  the  more  modern 
terraced  methods.  The  per  centage  of  permanent  successes  should 
be  larger  in  repair  work  than  in  any  other  branch  of  surgery.  The 
catgut  suture  and  terraced  method  of  suturing  by  the  overcurved 
needle  which  includes  insufiicient  tissue,  are  responsible  for  prac- 
tically all  the  failures.  The  straight  needle  which  includes  100  per 
cent,  of  the  tissues  when  driven  at  right  angles  to  the  surface,  is  the 
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secret  of  success  and  when  threaded  with  silkworm-gut,  gives  no 
chance  for  ailure.  Plastic  surgery  is  a  lost  art,  indicated  by  the 
great  number  of  operations  which  have  been  devised  and  the  failure 
of  these.  Emmet  and  Hiiger  remain  supreme.  The  only  failures 
of  these  procedures  which  are  possible,  come  from  a  misunderstand- 
ing of  the  same  or  an  inability  to  perform  the  operations.  I  like 
to  think  of  Sims  as  the  grandfather,  Emmet  the  son,  and  Price  the 
grandson  of  plastic  work,  for  to  these  three  men  the  world  is  the 
most  indebted  in  this  line  of  work.  As  a  student  of  the  distin- 
guished deceased,  I  want  to  afhrm  that  they  wrote  the  first  and  the 
last  words  of  this  much  misunderstood  work.  This  is  my  monument 
to  them. 

Time  permits  only  to  mention  some  of  the  other  groups  of  cases 
which  came  in  as  reoperations  in  abdominal  surgery.  A  good  per- 
centage of  cases  had  been  operated  for  appendicitis,  the  appendix 
not  having  been  found.  In  nearly  all  of  these  cases  we  found  the 
appendix  a  retrocecal  one.  Then  we  had  a  reprehensible  number 
of  patients  who  had  been  operated  for  appendicitis,  the  appendix 
possibly  not  even  having  been  looked  for.  This  is  a  product  of  the 
teaching  of  the  physiological  surgeon,  for  w^hich  I  have  no  patience 
and  no  time  here  to  discuss. 

There  was  a  large  number  of  patients  who  were  operated  for 
removal  of  the  stump  of  the  appendix,  the  symptoms  varying  from 
complete  bowel  obstruction  to  simple  adhesions  to  the  remaining 
stump.  I  have  little  charity  for  a  teaching  which  leaves  a  ninth  or 
a  tenth  of  a  diseased  organ  for  future  postoperative  complications. 

Another  large  group  of  reoperations  came  in  on  account  of  incom- 
plete surgical  procedures  for  the  removal  of  tubal  and  ovarian  in- 
fections. Many  of  the  cases  had  been  simply  drained  from  above 
or  below,  no  attempt  having  been  made  to  remove  the  specimens; 
or,  attempts  had  been  made  with  failures.  All  of  these  cases  could 
and  should  have  had  completed  surgery  primarily.  I  know  of  no 
case  in  certainly  a  large  experience  in  this  line  of  work  in  the  history 
of  the  Joseph  Price  Hospital  in  which  both  tubes  and  ovaries  were 
not  removed  at  primary  operation.  That  group  of  cases  that  came 
to  us  following  vaginal  puncture,  constituted  some  of  the  most  difl&- 
cult  of  surgery.  I  know  no  legitimate  place  in  surgery  for  vaginal 
puncture. 

In  the  reoperations  following  gastroenterostomy  during  the  last 
two  years,  I  have  undone  more  gastroenterostomies  than  I  have  done. 
There  is  good  room  for  discussion  in  the  future  of  this  subject  as  to 
whether  or  not  we  are  to  look  upon  gastroenterostomy  as  a  temporary 
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operation  and  that  later  it  may  be  necessary  to  restore  the  gastro- 
intestinal tract  to  its  normal  relation,  or,  will  it  be  necessary  to  force 
the  gastroenterostomy  upon  the  patient  by  closing  the  normal  exit  of 
the  stomach.  Those  cases  which  come  to  me  for  symptoms  following 
removal  of  the  gall-bladder,  I  find  myself  the  least  able  to  cope  with. 
They  are  not  improved  much  if  any  by  reoperation. 

My  criticism  is,  too  many  gall-bladders  are  removed.  When 
operators  learn  the  superior  use  of  gauze  as  a  pack  in  draining  the 
gall-bladder,  they  will  remove  fewer  gall-bladders  and  will  also 
learn  that  the  gall-bladder  after  this  more  thorough  method  of 
drainage  will  often  become  a  functionating  organ. 

For  that  large  group  of  cases  which  come  to  us  as  reoperations  fol- 
lowing ventral  fixation  or  suspension,  I  have  much  condemnation. 
They  often  become  the  most  extravagant  pathological  conditions  of 
which  I  have  any  knowledge.  It  is  beyond  my  comprehension  how 
any  surgeon  could  have  failed  to  anticipate  that  a  suspension  would 
not  become  a  fixation  and  a  fixation  often  a  suspension,  and  that 
both  must  fail  in  a  large  percentage  of  cases.  The  failure  to  retain 
the  uterus  in  the  anterior  position  for  which  the  operations  were 
intended  has  kept  the  operation  alive.  In  other  words,  its  suicide 
added  to  its  life. 

I  condemn  it  in  every  particular.  Its  physiology  was  wrong,  it 
aimed  at  holding  a  freely  movable  organ  in  bondage  over  an  expand- 
ing organ,  the  bladder;  a  most  incompatible  relationship.  Follow- 
ing fixation  of  the  uterus,  I  have  done  the  most  mutilating  operations 
in  my  experience.  I  would  not  have  touched  upon  this  subject  as 
I  had  supposed  the  procedure  was  defunct,  but  recently  I  have  read 
some  long  reports  of  clinics  in  which  fixation  or  suspension  had  been 
done  in  over  30  per  cent,  of  the  pelvic  surgery. 

In  an  attempt  toward  standardization  of  those  procedures  for 
which  multiple  operations  are  being  done,  such  as  twenty  or  more 
methods  for  shortening  the  round  ligaments  and  thirty  or  more 
operations  for  repair  of  the  perineum,  their  multiplicity  has  two 
possibilities  of  condemnation,  and  they  are,  the  operation  is  either 
not  indicated  at  all  or  the  operative  procedures  are  of  doubtful  sur- 
gical foundation. 

241  North  Eighteenth  Street. 
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THE  MENOPAUSE.* 

AN    ANALYSIS    OF    TWO   HUNDRED   CASES. 
BY 

C.  C.  XORRIS,  M.  D., 

Philadelphia  Penna. 
(With  three  charts.) 

It  is  now  generally  accepted  that  menstruation  is  dependent 
upon  an  ovarian  secretion.  Clinically,  this  fact,  as  proven  by 
the  artificial  menopause  which  is  produced  by  a  double  oopho- 
rectomy, is  too  well  known  to  need  comment.  Furthermore,  animal 
experimentation  and  histological  studies  tend  to  prove  that  the 
uterus  is  simply  the  active  agent  in  menstruation  and  that  the 
primary  factor  is  the  ovary.  The  recent  studies  of  the  endometrium 
by  Adler  and  Hitschmann  and  our  own  work  prove  beyond  question 
that  menstruation  is  nothing  more  than  a  preparation  of  the  uterus 
for  pregnancy  and  that  menstruation  might  well  be  described  as  an 
abortion  of  an  unfertilized  ovum.  The  ambiguous  but  tersely 
expressed  view  of  Power's,  "That  women  menstruate  because  they 
do  not  conceive"  can  now  be  readily  understood.  We  know  from  a 
study  of  animals  that  ovulation  is  synchronous  with  menstrua- 
tion in  most  species,  also  from  the  studies  of  Leopold  and  Mironoff, 
and  others,  that  menstruation  and  ovulation  are  synchronous 
in  about  72  per  cent,  of  cases  among  women.  Doubtless  this  dif- 
ference between  ovulation  and  menstruation  which  occurs  in  28 
per  cent,  of  cases,  can  be  explained  on  the  ground  of  civilization 
and  unhygienic  methods  of  Hving  for  many  generations.  Be  that 
as  it  may,  women  cannot  menstruate  who  do  not  ovulate. 

With  these  facts  before  us,  that  menstruation  is  positively  de- 
pendent upon  some  metabolic  activity  of  the  ovaries,  it  seems 
fair  to  assume  that  the  menopause  is  caused  by  a  lack  of  this  activity 
or  secretion,  and  this  assertion  is  further  strengthened  by  the 
histological  study  of  the  ovaries  removed  from  women  past  the 

*  Read  before  the  Philadelphia  Obstetrical  Society,  November  4,  igog. 
Note. — This  article  is  reprinted  from  a  previous  issue  (vol.  Ixi,  No.  2,  1910) 
by  special  request  of  numerous  subscribers. 
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menopause.  A  brief  review  of  these  studies  is  necessary  to  make 
plain  certain  facts  as  to  the  actual  cause  of  the  onset  of  the  meno- 
pause and  why  multiparae  have  a  longer  menstrual  life  than  the 
nulliparous  women.  Practically,  we  may  state  that  a  Graafian 
follicle  is  ruptured  for  each  menstrual  period.  Whether  this  occurs 
at  or  immediately  before  the  period,  or  at  some  intercurrent  time, 
is  of  no  consequence  as  far  as  these  studies  are  concerned.  The 
follicle  is  succeeded  by  a  corpus  luteum  which,  if  pregnancy  does  not 
take  place,  soon  undergoes  a  process  of  healing,  similar  to  the 
healing  by  granulation  of  any  other  aseptic  wound.  This  stage 
is  followed  by  the  corpus  albicans  which  is  nothing  more  or  less 
than  scar  tissue.  This  further  shrinks  and  finally  results  in  a 
small  wavy,  eosin-staining  particle,  known  as  the  "snake-like 
body."  These  are  found  scattered  throughout  the  oophoron, 
but  more  numerously  toward  the  periphery  where  the  follicles 
have  ruptured.  Here  they  may  be  seen  by  the  naked  eye  or  with 
a  magnifying  glass  as  small  pits  or  depressions  on  the  surface  of 
the  ovary.  These  pits  do  not  by  any  means  represent  the  actual 
amount  of  scar  tissue,  the  greater  part  of  which  is  more  or  less 
deeply  imbedded  in  the  ovary.  The  ovary  has  a  central  circulation 
and  the  constant  pulsating  of  the  markedly  branched  and  spoke-like 
arteries  tends  to  push  the  scar  tissue  toward  the  surface  as  it  does  the 
primordial  follicle  which  is  ultimately  destined  to  become  a  Gaafian 
follicle.  For  this  reason,  as  time  goes  on,  even  those  snake-like 
bodies  which  are  deeply  placed  in  the  substance  of  the  oophoron 
are  driven  toward  the  periphery,  thus  forming,  eventually,  a  dense 
imperforable  scar-like  covering  over  the  entire  ovary,  and  in  this 
way  ultimately  preventing  the  further  rupture  of  follicles.  The 
ovary  thus  encapsulated  cannot  give  off  ova  and  the  menopause 
is  the  result. 

Not  only  is  the  menopause  produced  by  the  scar  tissue  on  the 
surface,  but  that  cicatricial  tissue  which  is  present  in  the  deeper 
parts  of  the  ovary  contracts  and  in  this  way  diminishes  the  blood 
supply  of  the  organ  and  an  atrophy  of  the  ovary  results.  One 
has  only  to  compare  the  Small  shriveled  senile  ovary  with  the  organ 
from  a  young  woman  to  be  convinced  of  this  fact.  In  the  one  the 
tunica  albuginea  is  comparatively  smooth  and  thin.  Section  of  the 
organ  will  further  demonstrate  this,  while  the  surface  of  the  other 
is  covered  by  small  depressions  each  of  which  is  indicative  of  a 
definite  amount  of  scar  tissue,  and  when  we  remember  the  contractile 
power  of  scar  tissue  in  other  parts  of  the  body,  the  smaller  size 
of  the  ovary  from  the  patient  past  the  menopause  can  readily  be 
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understood.  The  great  contractile  power  of  cicatricial  tissue  is 
well  demonstrated  in  the  contractures  caused  by  burns.  Burns 
heal  by  a  process  of  granulation  as  do  corpora  lutea.  The  woman 
does  not  fail  to  ovulate  because  the  stock  of  primordial  follicles 
is  exhausted,  but  because  of  the  scar  tissue  which  prevents  them 
maturing. 

The  average  age  of  the  onset  of  menstruation  in  this  country  as 
given  by  Engelmann,  is  fourteen;  according  to  my  own  statistics, 
the  establishment  of  the  menopause  does  not  take  place  until 
forty-seven,  which,  in  the  nullipara  would  account  for  the  rupture 
of  about  four  hundred  and  twenty-eight  Graafian  folHcles,  approxi- 
mately two  hundred  small  areas  of  scar  tissue  on  the  surface  of 
each  ovary.  It  would  seem  from  these  facts  that  the  multipara 
should  menstruate  later  than  the  nullipara,  and  this  has  been  the 
case  in  my  series  of  cases.  It  may  be  argued  that  the  corpus  luteum 
of  pregnancy  is  larger  than  the  usual  corpus  luteum  and  would 
thus  produce  more  scar  tissue,  and  this  is  true;  but  it  is  very  im- 
probable if  it  forms  ten  times  the  amount,  which  would  be  the 
quantity  necessary  to  equal  the  amount  produced,  provided  preg- 
nancy had  not  occurred.  Furthermore,  histological  studies  of 
ovaries  from  multiparae  fail  to  show  any  larger  snake-like  bodies 
than  are  found  in  the  ovaries  of  the  nullipara. 

THE  AGE  AT  WHICH  THE  MENOPAUSE  IS  ESTABLISHED  IN  THIS  COUNTRY. 

In  the  older  text-books  we  find  many  mistakes  regarding  the  meno- 
pause. One  of  the  most  frequent  and  misleading  is  that  the  meno- 
pause occurs  between  fort^'-two  and  forty-four  years  of  age.  This 
statement  has  been  copied  from  one  text-book  to  another  until 
now  there  is  a  more  or  less  general  belief  that  this  is  the  age  at  which 
to  expect  the  so-called  change  of  life.  My  conclusions  have  been 
drawn  from  two  hundred  cases.  This  number  is  too  small  upon 
which  to  base  accurate  estimates,  but  it  would  seem  sufficient  to 
prove  that  among  normal  women  the  menopause  occurs  considerably 
later  than  generally  believed.  The  data  for  these  statistics  has 
been  collected  during  the  past  five  years  and  has  been  drawn  from 
my  own  practice,  from  the  Gynecological  Dispensary  at  the  Howard 
Hospital  and  from  the  Gynecological  Service  at  the  University  of 
Pennsylvania,  and  has  thus  included  patients  from  many  degrees  of 
social  life.  The  statistics  refer  only  to  white  women.  Care  has 
also  been  observed  to  use  data  only  from  such  patients  as  were  intelli- 
gent enough  to  give  accurate  and  truthful  histories.     My  endeavor 
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has  been  to  collect  data  only  from  those  women  whose  general 
health  was  normal  at  the  onset  of  the  menopause  and  to  exclude 
all  those  cases  which  were  suffering  from  any  general  or  local  con- 
ditions which  could  in  themselves  account  for  hemorrhage  from 
the  uterus.  Thus  all  patients  suffering  from  arteriosclerosis,  heart, 
lung,  kidney,  liver  or  splenic  diseases  or  who  gave  a  history  of 
hemophilia  have  been  rejected.  All  of  the  patients  have  been 
subjected  to  a  gynecological  examination  and  only  those  free  from 
any  local  conditions  which  would  be  likely  to  produce  hemorrhage 
have  been  accepted.  A  certain  proportion  of  the  statistics  are 
derived  from  patients  in  whom  lacerations  of  the  cervix  have  been 
present.  None,  however,  have  been  admitted  in  which  hyper- 
trophy of  the  cervix  or  any  severe  degree  of  eversion  was  present; 
likewise  patients  with  a  moderate  degree  of  relaxation  of  the  pelvic 
floor  have  been  utilized.  In  none  of  the  patients  were  the  degrees 
of  laceration  either  of  the  cervix  or  the  perineum  severe,  nor  were 
any  of  them  suffering  from  symptoms  derived  from  such  conditions 
at  the  time  of  examination.  It  is  obviously  difficult  to  obtain 
such  statistics,  the  fact  that  these  patients  consult  a  physician 
rules  out  the  average  case.  This  accounts  for  the  small  number 
of  cases  from  which  the  statistics  are  formulated.  Of  the  200 
cases,  the  patients  ceased  to  menstruate  at  the  ages  indicated  by 
the  following  chart: 

A  study  of  this  chart  reveals  some  striking  facts.  The  average 
age  at  which  the  menopause  occurred  was  47.89  years  instead  of 
forty-two  to  forty-four  as  usually  supposed.  In  131  cases  or 
65.5  per  cent,  the  menopause  did  not  take  place  until  forty-seven 
years  of  age  or  later;  in  ninety  cases  or  45  per  cent,  the  menopause 
occurred  between  forty-seven  and  fifty  years  inclusive.  In  only 
eight  cases  did  the  menopause  appear  before  forty-two,  while  in 
only  two  cases  was  it  later  than  fifty-four  years.  This  chart  proves 
conclusively  that  the  age  at  which  the  menopause  can  be  expected 
is  quite  a  variable  one.  A  definite  rule  may,  however,  be  laid 
down  to  the  effect  that  the  menopause  occurring  before  forty-one 
and  later  than  fifty-four  is  sufficiently  unusual — 2.5  per  cent,  in 
my  cases — to,  in  itself,  make  it  advisable  that  a  thorough  search  be 
instigated  for  some  pathological  lesion  to  account  for  the  onset  or 
the  delay  in  the  onset. 

The  age  at  which  the  menopause  was  supposed  to  have  taken 
place  in  each  of  the  above  cases  was  dated  from  the  last  bleeding 
and  not  from  the  onset  of  the  menopause  as  instanced  by  the  first 
irregularity  or  diminution  in  flow. 
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The  chief  feature  of  this  chart  is  its  regularity.  It  will  be  noticed 
that  the  highest  point  is  reached  between  forty-eight  and  fifty  years 
of  age. 


Chart  I. 


-Showing   the  age   at  which  the  menopause  was  established  in  200 
healthy    women. 


INFLUENCE    OF    CHILD-BEARING    ON    THE    AGE    AT    WHICH   THE    MENO- 
PAUSE IS  ESTABLISHED. 

Of  the  200  cases  forming  the  basis  for  the  study  in  this  paper, 
136  w^ere  married  at  the  time  of  the  menopause;  thirty  were  widows 
at  the  time  of  the  menopause;  thirty-four  were  spinsters  at  the 
time  of  the  menopause. 
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The  average  age  at  which  the  menopause  appeared  among  the 
married  women  was  48.99  years;  among  widows,  47.75  years,  and 
46.93  years  among  the  spinsters.  These  figures  bear  out  the  theory 
of  the  onset  of  the  menopause  on  the  anatomical  basis.  For  if 
we  accept  that  the  atrophy  of  the  ovary  and  the  consequent  dis- 
appearance of  the  ovarian  secretion  is  due  to  cicatricial  tissue  in  the 
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Chart  II. — Showing  time  of  menopause  expressed  in  percentage 
and  age  groups. 

ovary,  more  of  this  tissue  would  necessarily  be  present  in  the  ovaries 
of  nulliparae  than  in  those  of  multipara?.  In  this  series  of  cases, 
the  pregnancies  varied  from  one  to  fourteen,  the  average  being  1.9 
children.  This  would  allow  a  period  of  cessation  from  follicle 
bearing  of  from  ten  months  to  11.8  years  or  an  average  period  of 
nineteen  months  for  each  multipara,  the  time  actually  being  some- 
what greater  than  this  as  miscarriages  and  abortions  have  not  been 
taken  into  account. 
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It  has  seemed  best,  owing  to  the  small  number  of  patients  forming 
the  basis  for  the  statistics  of  this  paper  and  because  as  a  necessity 
the  smaller  group  statistics  are  certain  to  be  more  or  less  inaccurate, 
to  omit  the  statistics  referring  to  the  number  of  miscarriages  and 
sterile  marriages  which  have  been  present. 

From  the  above  figures  it  seems  to  be  pretty  definitely  proven 
that  among  married  women  the  menopause  occurs  later  than  among 
spinsters.  Exactly  how  much  or  if  any  of  the  prolongation 
of  the  menstrual  life  is  the  result  of  the  actual  marital  relations 
is  difficult  to  state  without  having  access  to  more  extensive  statistics 
than  these.  It  would  seem,  however,  that  this  plays  a  very  definite 
part  in  prolonging  the  menstrual  function.  It  is  well  known  among 
horsemen  that  a  mare  will  conceive  regularly  until  an  advanced  age 
if  she  be  bred  every  year,  but  if  as  she  grows  old  a  year  is  missed  she 
will  become  sterile.  As  has  already  been  stated,  these  statistics 
have  been  derived,  for  the  most  part,  from  patients  living  in  or  near 
Philadelphia  and  the  various  sources  from  which  they  have  come — 
American,  German,  Italian,  Russian,  etc.,  some  immigrants  and 
some  native  born — has  made  it  impossibL  to  form  any  estimate  as  to 
the  bearing  of  race  on  the  age  at  which  the  menopause  appears. 
It  seems  probable,  however,  that  in  this  climate  it  plays  but  a  small 
part  and  that  the  social  status  and  the  general  nutrition  of  the 
patients  is  far  more  important.  Englemann  has  found  that  the 
age  of  the  onset  of  menstruation  is  earlier  a.mong  well  educated, 
gently  nurtured  girls  while  among  farmer  girls  and  others  who 
earn  their  living  by  hard  work,  the  age  of  the  onset  of  menstrua- 
tion is  later.  It  would  also  appear  that  those  patients  living 
in  cities  menstruate  earlier  than  those  in  the  country.  These 
factors  undoubtedly  play  a  decided  part  in  the  age  of  the  onset 
of  the  menopause. 

An-  earnest  endeavor  has  been  made  to  study  the  relationship 
between  the  age  of  the  onset  of  menstruation  to  the  onset  of  the 
menopause,  and,  although  theoretically,  those  patients  in  whom 
the  age  of  the  onset  of  menstruation  is  late  should  have  a  late 
menopause  and  vice  versa;  this  fact  has  not  been  confirmed  by  my 
cases.  Among  the  sixty-two  patients  in  whom  the  menopause 
occurred  latest,  the  average  age  of  the  onset  of  menstruation  was 
13.9  while  among  the  fifty-four  patients  in  whom  the  menopause 
appeared  earliest,  the  average  age  of  the  onset  of  menstruation  was 
fourteen.  This  should  not  be  construed  into  a  statement  that  in 
various  climates  and  in  other  countries,  the  age  of  the  onset  of  the 
menopause    does    not    differ,    for    under    these    conditions    race 


774 


NORRIS:    THE    MENOPAUSE 


undoubtedly  bears  a  very  definite  relation  to  the  age  of  the  onset  of 
menstruation.  Heredity  seems  to  enter  very  decidedly  into  the 
age  at  which  the  menopause  appears,  as  in  one  group  of  my  cases 
two  sisters  each  menstruated  regularly  until  fifty-two  and  fifty- 
three  respectively,  while  the  mother  was  said  to  have  menstruated 
until  fifty-five.     I  have  been  told  of  another  family  comprising  five 
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Chart  III.— Showing  duration  of  menopause  in  months. 

women  in  all  of  whom  the  menopause  appeared  between  thirty  and 
thirty-five  years  -of  age.  An  interesting  feature  which  is  brought 
up  by  the  study  of  the  menopause  is  that  in  many  cases,  especially 
among  those  in  whom  the  menopause  appears  unusually  early, 
the  sexual  appetite  is  in  no  way  diminished  and  in  some  cases 
even  seems  augmented  after  the  final  cessation  of  uterine  bleed- 
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ing,  lasting  in  some  cases  a  year  or  two,  or  even  longer  after  the 
establishment  of  the  menopause. 

The  menopause  is  generally  defined  as  the  interval  between 
the  first  irregularity  of  the  normal  menstrual  period  to  the  entire 
cessation  of  all  uterine  bleeding.  This,  as  the  following  chart 
indicates,  is  a  very  definite  period. 

The  average  duration  of  the  menopause  was  11.46  months. 
An  interesting  feature  brought  out  by  this  chart  is  that  among 
such  a  large  proportion  of  the  cases,  68  per  cent.,  the  menopause 
lasted  between  ten  and  twelve  months  and  that  in  but  5  per  cent, 
of  the  cases  did  the  menopause  last  more  than  sixteen  months. 
The  drop  between  sixty-two  cases  in  which  the  menopause  lasted 
twelve  months  and  nine  cases  in  w^hich  the  duration  was  thirteen 
months  is  most  noticeable,  and  can  only  be  accounted  for  by  a 
coincidence  and  perhaps  because  a  patient  is  more  apt  to  remember 
a  period  as  one  year  than  as  thirteen  months. 

The  clinical  lesson  to  be  learned  from  this  chart  would  seem 
to  be  that  the  menopause  lasting  more  than  one  year  is  unusual, 
and  that  if  this  period  be  extended  to  fourteen  months  is  so  rare 
among  normal  women  that  a  thorough  physical  and  pelvic  examina- 
tion is  indicated. 

;;  TYPE    OF    THE    MENOPAUSE. 

(a)  Sudden  or  almost  immediate  cessation  of  the  flow,  the  entire 
menopause  lasting  two  or  three  months. 

(b)  Gradual  but  slow  cessation  of  menstruation. 

(c)  ^larked  irregularities  but  becoming  progressively  less. 

(d)  Prolonged  irregularities  lasting  over  a  period  of  more  than 
eighteen  months. 

The  first  type  is  extremely  rare  and  occurs  in  but  2  per  cent, 
of  my  cases.  A  combination  of  the  second  and  third  types  is  by 
far  the  more  frequent,  being  present  in  over  95  per  cent,  of  the  cases. 
The  usual  history  is  of  a  gradual  cessation  for  three  to  six  months 
followed  by  irregularities  lasting  over  a  like  period.  The  meno- 
pause is  normally  established  without  an  increased  loss  of  blood; 
as  the  period  of  actual  cessation  of  the  menopause  approaches, 
the  flow  is  less  in  amount  and  the  time  occupied  by  the  flow  is 
decreased.  After  the  first  month  or  two  of  the  onset  of  the  meno- 
pause, the  menstrual  blood  becomes  thinner,  it  decomposes  rapidly 
and,  unless  great  care  is  exercised  by  the  patient,  gives  rise  to  a 
peculiar,  stale,  sour  odor.     The  number  of  patients  in  whom  the 
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menopause  extends  over  a  period  lasting  more  than  eighteen  months 
is  extremely  small,  1.5  per  cent,  in  my  series. 

Although  a  literal  translation  of  the  word  menopause  means 
a  cessation  of  menstruation  {(xrjves,  menses;  iravaLs,  cessation), 
the  actual  bleeding  in  the  normal  woman  is  but  a  very  secondary 
consideration;  as  has  been  pointed  out  in  menstruation,  the  uterus 
is  simply  the  active  agent,  the  chief  factor  being  the  metabolic 
activity  of  the  ovaries,  so  at  the  menopause  the  important  feature 
is  the  entire  changes  in  the  nervous  system  of  the  patient.  At  this 
time  various  neuroses  may  become  manifest.  A  wide  variation 
in  the  variety  and  degree  of  the  symptoms  depending  upon  the  tem- 
perament and  general  condition  of  the  patient  may  be  present. 
These  symptoms  frequently  antedate  any  disturbance  in  the  men- 
strual function  and  may  persist  for  six  to  eighteen  months  after  the 
final  cessation  of  bleeding.  It  is  almost  impossible  to  obtain  accurate 
statistics  as  to  the  duration  of  this  class  of  symptoms,  and  in  this 
paper  when  the  word  menopause  is  used  it  refers  to  the  cessation 
of  uterine  bleeding.  Although  the  neuroses  are  not  infrequently 
the  most  distressing  symptoms  from  which  the  patient  suffers, 
the  actual  bleeding  may  be  regarded  as  the  barometer  of  health 
for  if  a  general  disease  become  aggravated  or  a  malignant  neoplasm 
makes  its  appearance  in  the  uterus  the  presence  of  such  a  lesion 
is  usually  at  once  indicated  by  an  increase  or  irregularity  in  the  flow. 

The  frequency  of  carcinoma  of  the  uterus  is  well  known.  The 
fact  that  the  earliest  and  most  frequent  symptom  of  carcinoma 
of  the  uterus  is  irregular  bleeding  at  or  near  the  menopause  is 
also  well  recognized  together  with  the  necessity  of  early  diagnosis. 
The  sum  and  substance  of  the  study  of  the  menopause  from  a 
practical  standpoint  is  to,  if  possible,  define  what  constitutes  a 
normal  menopause;  what  constitutes  excessive  hemorrhage,  and 
what  constitutes  suspicious  hemorrhage,  and  can  the  symptoms 
of  the  normal  menopause  be  differentiated  from  those  of  early 
malignant  disease. 

We  know  that  in  the  cases  of  early  cancer,  the  only  cases  in 
which  a  hope  of  cure  can  be  offered,  hemorrhage  is  the  chief  if  not 
the  only  symptom.  It  is  easy  to  state  that  the  typical  hemorrhage 
of  cervical  cancer  is  the  spotting,  or  the  slight  flow  of  blood  following 
trauma.  There  is  no  doubt  as  to  the  treatment  of  cases  giving 
this  symptom,  but  in  a  certain  proportion  of  cases  this  symptom 
cannot  be  obtained  and  in  the  many  cases  of  cancer  of  the  body 
of  the  uterus  no  such  history  is  present.  We  know  that  a  very 
decided  proportion  of  normal  women  give  a  history  of  irregular  bleed- 
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ing  at  the  menopause.  What  then  shall  be  the  treatment  of  these 
cases?  Shall  all  women  who  give  a  history  of  irregular  bleeding  at 
the  menopause  be  subjected  to  a  gynecological  examination?  From 
a  study  of  this  series  of  cases  certain  definite  bounds  can  be  laid 
down  as  to  what  constitutes  a  normal  and  what  constitutes  an 
abnormal  menopause. 

1.  A  menopause  which  has  lasted  over  twelve  months  should 
be  viewed  with  suspicion,  and  a  gynecological  examination  in  the 
case  of  a  multipara  is  indicated.  The  greater  proportion  of  these 
cases  will  be  found  normal.  In  13  per  cent,  of  my  cases,  the  meno- 
pause lasted  over  twelve  months.  But  it  should  be  borne  in  mind 
that  these  statistics  refer  to  normal  women  only.  Among  the  general 
run  of  cases  the  per  cent,  would  probably  be  at  least  doubled. 

2.  Any  menopause  which  has  lasted  over  fourteen  months  in 
either  a  multipara  or  nullipara  is  such  a  rare  occurrence,  8  per  cent, 
in  my  cases,  that  a  gynecological  examination  is  strongly  indicated. 

3.  Any  increase  in  the  amount  of  blood  lost  is  indicative  of  a 
pathological  lesion  and  does  not  ordinarily  occur  during  the  normal 
menopause. 

4.  The  menopause  is  a  period  in  which  pathological  lesions 
are  extremely  likely  to  make  their  appearance;  and  this,  together 
with  the  ner\'0us  phenomena  which  are  so  frequent,  make  it  ex- 
tremely desirable  that  all  women  should  at  this  time  be  under  the 
observations  of  a  physician. 

CONCLUSIONS. 

1.  That  menstruation  being  dependent  upon  an  ovarian  secretion, 
it  is  fair  to  assume  that  the  menopause  is  due  to  a  change  in  the 
ovary.  That  this  theory  is  borne  out  by  clinical  facts,  histological 
studies  and  animal  experimentations. 

2.  That  the  generally  accepted  statement  that  the  menopause 
is  established  at  forty-two  to  forty-five  is  incorrect,  and  that  forty- 
six  to  forty-nine  is  nearer  the  actual  age  in  the  Eastern  United 
States. 

3.  That  among  normal  women  the  age  at  which  the  menopause 
appears  varies  within  wide  limits,  being  influenced  by  many  factors. 

4.  That  the  following  conditions  prolong  the  menstrual  functions: 
child-bearing,  marital  relations,  good  nutrition  and  hygiene,  city 
life,  and  education,  while  converse  conditions  tend  to  an  earHer 
menopause. 

5.  That  climate  and  race  undoubtedly  play  a  definite  part  in 
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the  age  at  which  the  menopause  occurs  but  are  probably  of  a  second- 
ary importance  in  the  United  States. 

6.  That  hereditary  influence  is  in  many  cases  a  potent  factor, 
in  some  families  the  menopause  occurs  early,  in  others  late. 

7.  That  in  the  majority  of  cases,  the  chief  feature  of  the  meno- 
pause is  not  the  cessation  or  diminution  of  bleeding  but  the  neuroses. 
These  frequently  antedate  any  change  in  the  menstruation  and 
may  continue  for  six  to  eighteen  months  after  the  final  cessation 
of  bleeding. 

8.  That  the  actual  bleeding  is,  however,  the  barometer  of  health. 

9.  That,  normally,  the  menopause  is  established  without  an 
increased  loss  of  blood.  When  menorrhagia  occurs  an  examination 
is  indicated.     Metrorrhagia  should  always  be  viewed  with  suspicion. 

10.  That  in  about  90  per  cent,  of  absolutely  healthy  women 
the  menopause  occurs  normally,  but  that  among  average  women 
fully  30  per  cent,  present  symptoms  which  call  for  a  careful  physical 
and  gynecological  examination. 

11.  All  women  at  the  menopause  should  be  under  the  observation 
of  a  physician.  Care  of  the  cases  at  this  time  will  result  in  the  meno- 
pause being  established  with  less  discomfort  to  the  patient,  and 
many  malignant  neoplasms  of  the  uterus  will  be  diagnosed  earlier 
than  would  otherwise  have  been  the  case. 
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CESAREAN  SECTION  FOR  UNUSUAL  CONDITIONS.* 

BY 
W.\LT  P.  CONAWAY,  M.  D., 

Atlantic  City,   X.  J. 

Cesarean  section  was  performed  in  the  following  cases,  not  be- 
cause I  think  it  the  ideal  operation  for  similar  conditions,  but  largely 
because  the  dangerous  condition  of  each  patient  when  she  was 
admitted  to  my  service  in  the  Atlantic  City  Hospital,  necessitated  the 
quickest  possible  termination  of  her  pregnancy. 

Case  I. — Mrs.  A.  K.,  white,  primipara,  age  forty-one  and  one- 
half  years.  Early  history  negative.  She  had  come  to  this  country 
from  Scotland  at  the  age  of  thirty-eight  and  was  married  at  the  age 

*Read  at  a  meeting  of  the  Obstetrical  Society  of  Philadelphia,  March  6,  1919 


CLINICAL    CASE    REPORTS  779 

of  forty.  No  history  of  abortion.  During  the  last  two  months  of 
pregnancy  she  sufifered  several  attacks  of  considerable  pain  all  over 
the  abdomen,  and  there  was  marked  constipation  and  loss  of  appe- 
tite. After  suffering  for  ten  days  with  peritonitis,  she  was  admitted 
to  the  obstetrical  ward  of  the  Atlantic  City  Hospital  on  May  30, 
191 7,  with  a  temperature  of  102°  F.,  pulse  120,  respiration  36.  Diag- 
nosis, pregnancy  at  term,  complicated  by  peritonitis.  Physical 
examination  showed  a  well-developed  woman,  no  evidence  of  cardiac 
or  pulmonary  disease.  There  was  a  slight  albuminuria  and  the 
blood  showed  a  2-plus  Wasserman.  Her  abdomen  was  considerably 
enlarged  and  flattened,  suggesting  a  twin  pregnancy.  Her  pelvic 
measurements  were  all  less  than  normal,  although  not  to  a  very 
marked  degree. 

The  pains  had  begun  twenty-four  hours  before  admission  to  the 
hospital  and  gradually  increased  in  severity  with  but  little  or  no 
progress  for  forty-eight  hours.  An  attempt  was  made  to  dilate  and 
deliver  with  forceps  under  general  anesthesia.  The  os  was  so  rigid 
that  no  more  than  three  fingers'  dilatation  could  be  secured,  and 
delivery  at  this  time  was  abandoned.  HMC  tablets  given  at  regular 
intervals  for  twenty-four  hours  made  the  patient  more  comfortable, 
but  the  pains  made  little  progress  with  the  first  stage.  After  forty- 
eight  hours  more  of  irregular  uterine  contractions  with  no  appreci- 
able progress,  she  was  transferred  to  the  gynecological  ward  for 
operation;  craniectomy  or  Cesarean  section. 

The  condition  of  the  patient  at  this  time  was  most  unsatisfactory, 
but  I  decided  that  Cesarean  section  afforded  the  quickest  means  of 
relief.  On  opening  the  abdomen  I  found  the  uterus  very  adherent 
to  the  parietal  peritoneum  on  the  right  side  and  with  the  mesentery 
adherent  to  the  fundus.  The  uterus  was  quickly  emptied  of 
its  contents  through  an  incision  in  the  fundus.  A  well-developed 
male  child  which  weighed  63^:4  pounds  and  a  female  which 
weighed  5^^  pounds,  were  easily  removed.  Both  placentae  were 
apparently  diseased.  The  first  baby  was  considerably  cyanosed 
and  was  resuscitated  with  much  difficulty.  The  second  child 
gave  a  lusty  cry  promptly.  It  required  several  hours'  faithful 
attention  on  the  part  of  the  nurse  to  the  first  baby  before  it  reacted 
satisfactorily,  but  after  the  third  day  both  continued  to  thrive.  The 
appendix  was  postcecal,  drumstick  in  shape  and  imbedded  in  an 
inflammatory  mass.  There  was  no  gangrene  and  no  free  pus,  but 
in  my  judgment,  the  peritonitis  originated  from  the  appendix. 
There  was  apparently  no  tubal  or  ovarian  pathology.  On  account 
of  her  luetic  infection  I  wanted  to  do  a  hysterectomy,  but  her  condi- 
tion was  so  serious  at  this  time,  I  was  obliged  to  be  content  with 
double  ligatures  on  each  tube,  in  hopes  of  preventing  future  concep- 
tion. Intravenous  infusion  of  saline  was  necessary  in  each  arm 
before  the  patient  left  the  operating  room. 

The  operative  interference  seemed  to  aggravate  the  peritonitis 
and  for  about  a  week  her  temperature  ranged  from  101°  to  104°, 
with  frequent  chills,  excessive  sweats  and  a  heart  action  that  at 
times  was  most  unfavorable.     We  were  unable  to  secure  a  bowel 
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movement  for  four  days  and  in  this  case  I  think  small  doses  of 
pituitrin  administered  regularly  every  two  hours  assisted  in  re- 
estabUshing  peristalsis.  Pus  formed  and  gravitated  to  the  cul-de- 
sac  where  it  was  easily  removed  by  vaginal  puncture  and  drainage 
about  two  weeks  after  delivery.  The  abdominal  wound  healed 
perfectly  and  the  patient  left  the  hospital  in  good  condition  and  with 
two  fairly  healthy  looking  babies  on  June  26th.  One  of  the  babies 
was  dangerously  ill  with  gastroenteritis  for  several  weeks  during 
August  and  September.  The  father  reported  during  the  Christmas 
holidays  of  the  same  year  that  all  were  well  and  thriving. 

Case  II. — Mrs.  S.,  colored,  primipara,  aged  thirty-five  years. 
Early  history  negative.  She  was  admitted  to  the  obstetrical  ward 
of  the  Atlantic  City  Hospital,  August  i,  1918.  Diagnosis,  pregnancy 
at  term,  complicated  by  incomplete  intestinal  obstruction.  She  was 
given  the  usual  routine  of  enemas,  irrigations  and  medication  to 
relieve  the  obstruction  for  two  days,  but  with  no  benefit.  Her 
temperature  was  101°,  pulse  120,  respiration  40,  some  tenderness  on 
the  right  side.  The  obstruction  became  more  complete  during  the 
next  twenty-four  hours  and  although  as  a  general  rule  I  advise 
against  operative  interference  in  acute  peritonitis,  yet  in  this  case  I 
felt  it  was  imperative  to  relieve  her  of  her  pregnancy  and  also  of  the 
obstruction  at  once. 

On  August  6th  a  female  child  was  removed  by  Cesarean  section. 
The  obstruction  was  due  to  a  large  inflammatory  mass  on  the  right 
side.  This  mass  contained  the  appendix,  very  much  enlarged  and 
adherent;  a  large  pyosalpinx  and  a  diseased  ovary.  The  left  tube 
and  ovary  were  quite  normal.  There  was  no  gangrene  and  no  free 
pus.  Although  the  pelvic  measurements  in  this  case  were  normal, 
yet  the  severity  of  the  abdominal  condition  caused  me  to  do  a  Cesa- 
rean section  instead  of  waiting  for  the  induction  of  premature  labor. 

Her  convalescence  was  rather  stormy.  The  acute  peritoneal 
inflammation  continued  for  about  a  week.  The  lower  part  of  the 
abdominal  wound  became  infected  and  there  was  considerable  pus. 
Much  difiiculty  was  experienced  in  keeping  the  bowels  open.  Pitui- 
trin in  one-half  ampule  doses  was  used  a  few  times  to  stimulate 
peristalsis.  The  second  week  after  operation  the  peritonitis  sub- 
sided. The  wound  closed  rapidly,  the  uterus  contracted  satis- 
factorily and  she  was  discharged  from  the  hospital  on  September 
6th  in  good  condition.  At  latest  reports,  about  six  months  ago, 
both  mother  and  child  were  doing  well. 

Case  III. — Mrs.  C,  colored,  primipara,  aged  thirty  years.  Early 
history  negative.  She  was  admitted  to  the  obstetrical  ward  of  the 
Atlantic  City  Hospital  in  the  early  morning  of  January  24,  1919, 
with  a  diagnosis  of  pregnancy  at  term.  Her  pains  had  begun  early 
the  evening  before  and  continued  regularly  all  night.  Examination 
on  admission  revealed  about  two  fingers'  dilatation  and  a  foot 
presentation.  Her  pelvic  measurements  were  all  slightly  less  than 
normal.  Pains  continued  regularly  and  with  increasing  force  until 
the  body  was  delivered  about  i  :3o  that  afternoon.  The  head  had 
failed  to  rotate  and  was  lying  transversely  across  the  superior  strait 
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and  above  the  promontory  of  the  sacrum.  After  several  hours 
work  by  the  house  physician  and  one  or  two  of  the  visiting  staff 
who  were  asked  to  see  the  case,  it  was  decided  that  delivery  of  the 
aftercoming  head  was  impossible  and  decapitation  and  craniectomy 
were  advised.  She  was  transferred  to  the  gynecological  ward  for 
operation  at  4:30  the  same  day. 

I  advised  decapitation  and  removal  of  the  head  and  placenta 
by  Cesarean  section.  The  general  condition  of  the  patient  was 
only  fair  and  I  thought  this  method  was  much  quicker  and  safer 
and  would  cause  less  traumatism  than  the  slower  operation  of 
craniectomy,  especially  since  our  craniectomy  instruments  were 
far  from  satisfactory.  The  placenta  and  a  very  large  head  were 
easily  removed  through  a  medium  sized  incision  in  the  fundus. 
A  gauze  drain  was  left  in  the  uterus,  protuding  from  the  vagina. 
It  was  deemed  necessary  to  give  an  intravenous  saline  infusion 
before  the  patient  left  the  operating  room.  She  reacted  surprisingly 
well  from  the  operation,  and  her  convalescence  was  uninter- 
rupted.    She  left  the  hospital  February  14th  in  good  condition. 

Case  IV. — Mrs.  P.,  white,  primipara,  aged  twenty.  Admitted 
to  the  Atlantic  City  Hospital  March  6,  1919.  Diagnosis,  preg- 
nancy at  term  complicated  by  uremia  with  convulsions.  An 
albuminuric  retinitis  was  so  far  advanced  as  to  cause  total  blindness. 
There  was  general  edema  involving  even  the  muscles  of  the  abdo- 
minal wall  as  well  as  the  face,  neck  and  extremities.  Patient  had 
one  severe  convulsion  shortly  after  admission  to  the  hospital. 
Only  4  ounces  of  urine  for  twelve  hours  were  obtained  by  catheter 
and  this  showed  a  very  high  percentage  of  albumin  and  casts. 

The  uremic  condition  was  so  serious  at  this  time  that  I  decided 
upon  Cesarean  section  at  once  without  waiting  for  the  onset  of 
labor.  She  has  a  second  convulsion  just  before  operation.  A 
well-developed  female  child  was  easily  removed  through  an  abdo- 
minal incision.  To  prevent  future  conception  both  tubes  were 
removed.  The  mother  reacted  fairly  promptly  after  the  operation 
and  had  only  one  more  convulsion.  Her  convalescence  was  inter- 
rupted by  phlebitis  of  one  leg  which  cleared  up  in  about  ten  days. 
No  further  complications  developed  and  the  patient  was  discharged 
four  weeks  after  admission,  in  good  condition  and  with  a  healthv 
child. 
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TWO    CASES    OF    ABDOMINAL    (ECTOPIC)   PREGNANCY 
OPERATED  UPON  NEAR  TERM  WITH  LIVING 
CHILDREN. 

BY 

FRANKLIN  A.  DORMAN,  A.  M.,  M.  D.,  F.  A.  C.  S., 

New  York,  N.  Y. 

» 

These  two  unusual  cases  occurred  in  the  writer's  experience 
during  a  period  of  about  six  months.  In  certain  respects  there  were 
marked  points  of  similarity. 

The  first  case  which  is  now  described  in  greater  detail,  was  briefly 
reported  to  the  New  York  Obstetrical  Society  on  October  9,  191 7, 
and  is  published  in  the  form  then  presented  in  the  American  Journal 
OF  Obstetrics,  of  January,  1918. 

Case  I.     Mrs.  A.  M.,  American,  twenty-nine  years  old. 

Her  father  died  of  pneumonia,  her  mother  of  "heart  trouble." 
Previous  history  shows  pneumonia  at  age  of  four  and  scarlatina 
seven  years  ago. 

The  menses  were  established  at  the  age  of  twelve,  always  regular, 
every  twenty-eight  days,  flowing  five  days,  amount  moderate. 
At  times  there  were  pains  in  the  lower  abdomen  and  backache. 

Marriage  took  place  in  January,  1916.  In  April  the  patient 
thinks  she  had  a  miscarriage,  having  gone  two  weeks  overtime,  and 
then  flowed  for  one  month. 

In  May,  June  and  July  the  flow  was  normal,  the  July  period 
commencing  on  the  23d.  In  August  there  was  no  menstruation  at  the 
regular  time,  but  about  the  last  of  the  month  there  began  to  be  a 
spotting,  and  this  appeared  daily  until  the  last  of  September.  During 
this  time  there  was  nausea  and  vomiting  and  some  pain  which 
continued  until  entering  the  Hospital. 

In  September  the  patient  noticed  two  hard  lumps  in  the  lower 
abdomen.  Her  abdomen  progressively  enlarged  and  was  always 
tender.     About  the  last  of  February  her  feet  and  legs  began  to  swell. 

The  urine  examination  on  February  13th  was  normal,  but  by  March 
13th  there  was  a  marked  quantity  of  albumin  with  many  hyaline 
and  fine  granular  casts.  Notwithstanding  restricted  diet  the  April 
I  St  specimen  showed  albumin  5  grams  per  liter,  and  frequent  fine 
and  coarse  granular  casts. 

She  was  admitted  to  the  Woman's  Hospital  April  4th,  because  of  the 
albuminuria.  Under  the  usual  dietary  and  rest  treatment  there 
was  but  slight  improvement.  The  blood  pressure  continued 
moderately  high;  systohc  158,  diastolic  108.  After  three  weeks  in 
the  hospital  without  any  relief  from  the  toxemia  and  because  of  the 
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presence  of  sev^eral  fibroids  apparently  in  the  lower  uterine  segment 
it  was  determined  to  deliver  by  Cesarean  section. 

The  operation  was  done  on  April  23d,  within  one  week  of  term. 
Under  ether  anesthesia  the  abdomen  was  opened  on  the  median 
line,  midway  between  the  ensiform  and  pubes,  and  a  tumor  was 
exposed  slightly  adherent  to  the  omentum  and  covered  with  large 
vessels.  The  tumor  was  steadied  in  the  midline  by  the  assistant, 
and  incised.  A  thin  sac  wall  was  entered  and  fetal  membranes 
protruded.  It  was  now  clear  that  we  were  dealing  with  an 
ectopic  sac.  The  membranes  were  broken  and  the  child  extracted. 
Profuse  bleeding  occurring,  the  sac  was  rapidly  freed  from  omental 
adhesions  by  ligature  and  cutting,  and  was  drawn  up  out  of  the 
abdominal  cavity.  It  was  found  to  be  connected  with  the  right 
broad  ligament,  apparently  an  extension  of  the  same.  By  clamp 
and  ligature  close  to  the  base  of  the  ligament  the  sac  was  completely 
extirpated.  Examination  of  the  uterus  showed  it  enlarged  to  the 
size  of  a  three  months'  pregnancy,  with  four  substantial  fibroids 
in  the  posterior  wall.  A  pedunculated  fibroid  about  the  size  of  a 
small  grape  fruit  was  attached  to  the  left  horn  and  one  somewhat 
smaller  to  the  right. 

The  uterine  mass  with  its  attached  tumors  was  removed  by  clamps 
and  ligature,  leaving  only  the  left  ovary  and  the  cervical  stump. 
The  broad  ligament  wound  was  sewed  over  with  a  continuous 
catgut  suture,  and  after  all  bleeding  was  controlled  the  abdominal 
incision  was  closed  in  layers. 

The  fetus,  which  was  moderately  narcotized,  breathed  well  after 
ten  minutes  manipulation.  It  was  a  female,  weighing  6  pounds  and 
14  ounces.  The  only  anomaly  was  a  slight  talipes  calcaneus,  with 
trifling  contracture  of  the  great  toes. 

The  fetal  sac  seemed  to  be  composed  of  the  two  layers  of  the  broad 
ligament,  fortified  by  a  diflfuse  placenta.  Large  varices,  the  size 
of  English  walnuts,  were  at  the  placental  attachment  of  the  funis. 

The  pathological  report  was  as  follows: 

Intraligamentary  tubal  gestation,  full  term.  Entire  gestation 
sac  in  the  abdominal  cavity.     Decidual  reaction  of  the  tubal  mucosa. 

Macroscopical. — Uterus  without  cervix.  The  uterus  is  changed 
into  a  hammer-shaped  body  measuring  8  cm.  in  length  (the  corpus 
only).  The  upper  frontal  diameter  is  17  cm.  This  enlargement 
is  due  to  several  (5)  large  myomata  embedded  in  the  lateral  portion 
of  the  endometrium.  The  largest  one  measures  7  cm.  in  diameter. 
The  adnexa  and  the  thickened  round  ligaments  are  severed  from  the 
corpus  uteri  at  a  distance  of  about  2  cm.  The  tube  dilates  into  a 
nodule  of  3  cm.  in  diameter  at  its  attachment  to  the  uterine  cornu. 

Besides  this  a  full-term  placenta  with  umbilical  cord  and  mem- 
branes was  received.  The  outer  surface  of  the  membranes  is 
covered  with  adhesions  and  broad  bands  of  a  membraneous  tissue. 
The  entire  fetal  sac  with  its  contents  is  said  to  have  been  connected 
with  the  uterus  by  the  pedicle  mentioned  above.  The  entire 
mucosa  is  changed  into  a  villous  yellowish  tissue.  The  myometrium 
is  edematous  and  widened. 
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Microscopical. — Sections  from  the  uterine  mucosa  show  a  lange 
number  of  uterine  glands  in  the  myometrium.  •  A  decidua  compacta 
et  spingiosa,  semi-necrotic. 

Another  section  shows  distinct  muscle  bundles  of  the  round  liga- 
ment. Between  the  septa  one  finds  numerous  small  tubles  lined 
with  low  columnae  epithelium.     The  cells  show  no  cilia. 

The  other  section  shows  tubal  mucosa  of  the  isthmic  portion  with 
a  hypertrophic  musculature.  There  is  extensive  decidual  reaction 
of  the  stroma  of  the  mucosa  and  of  the  stroma  of  several  collapsed 
cystic  cavities. 

The  distinct  decidual  reaction  is  strong  evidence  that  pregnancy 
originated  in  the  tube. 

The  patient  made  a  normal  convalescence  and  was  allowed  out 
of  bed  on  the  twelfth  day.  On  the  fifteenth  day  the  temperature 
rose  to  101.4°  F.,  and  there  developed  a  left  femoral  phlebitis.  This 
subsided  satisfactorily,  and  on  the  twenty-seventh  day  the  mother 
and  child  were  discharged  in  good  condition.  The  baby  at  first  was 
slow  to  gain,  but  left  the  hospital  weighing  6  pounds,  14  ounces 
and  in  excellent  condition. 

The  child  at  present  date  (twenty-two  months  old)  is  normally 
developed  and  rather  more  advanced  than  children  of  that  age. 

The  second  case  was  first  seen  in  consultation  with  Dr.  Howard 
Gillespie  Myers  on  September  28,  191 7. 

She  gave  a  history  of  sudden  severe  pain  referred  to  the  right  side 
of  the  abdomen.  There  was  quite  severe  shock,  as  shown  by  a 
feeble  accelerated  pulse.  This  condition  came  on  at  night,  and  at 
first  suggested  sudden  separation  of  the  placenta.  Under  morphine 
her  pulse  improved  markedly  and  we  felt  that  the  absence  of  uterine 
contraction  ruled  out  any  considerable  intrauterine  hemorrhage. 
The  patient  was  then  about  seven  months'  pregnant.  She  improved 
rapidly,  and  on  October  19th  was  able  to  come  to  my  office  for  exami- 
nation.    Here  was  obtained  the  following  history: 

She  was  thirty-nine  years  old,  and  had  been  married  four  years. 
In  that  time,  until  the  present  pregnancy,  she  had  not  conceived. 
Her  family  history  was  good.  Childhood  had  been  healthy.  Twelve 
years  previously  had  had  appendicitis.  Eight  years  ago  had  removal 
of  tonsils  for  quinsy  sore  throat.  The  menses  were  established  at 
fourteen  years,  regular  in  occurrence,  with  a  flow  of  three  to  seven 
days.  There  had  been  pain  at  first.  The  last  menses  had  occurred 
in  February,  beginning  on  the  2 2d.  During  the  second  and  third 
months  there  had  been  nausea  and  severe  pain  in  the  right  side. 
At  this  time  she  had  been  in  a  hospital  in  a  western  town,  and  had 
been  told  that  she  had  an  ectopic  pregnancy,  and  operation  was  urged. 

An  older  physician  had  overruled  this  diagnosis,  stating  that 
pregnancy  was  normal.  Life  was  felt  in  July.  Abdominal  ex- 
amination showed  a  central  mass  enlarged  to  extent  of  seven  and  one- 
half   months'   pregnancy.     The   fetal   parts  were  easily  felt.     The 
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vaginal  examination  showed  a  presenting  part,  evidently  the  head, 
in  the  vaginal  vault.  Above  the  lowest  presenting  part  and  lead- 
ing to  the  right  the  cervix  was  felt.  The  tip  of  the  finger  could  be 
carried  into  the  cervix  for  nearly  an  inch.  On  two  occasions  a  probe 
was  passed  into  the  uterus,  demonstrating  that  the  uterine  cavity 
ended  at  a  point  lo  cm.  from  the  os. 

A  diagnosis  of  advanced  ectopic  pregnancy  was  made  and  the 
patient  kept  under  close  observation. 

On  November  9th,  because  of  moderate  albuminuria,  she  w^as 
sent  to  the  hospital  and  kept  on  a  careful  diet. 

The  operation  was  on  November  17th,  twelve  days  before  the 
estimated  term.  A  median  incision  7  inches  long,  extending 
from  a  point  3  inches  above  pubes  to  about  4  inches  below 
the  ensiform,  was  made.  The  peritoneum  was  incised  exposing  the 
fetal  sac,  which  showed  several  light  adhesions  to  the  omentum. 
The  presenting  portion  of  the  sac  was  incised  and  the  hand,  passing 
through  the  placental  tissue,  seized  the  fetal  head  and  extracted  the 
child.  The  child  was  a  female  infant,  weighing  4  pounds  11  ounces. 
It  was  moderately  cyanosed,  and  did  not  breathe  at  once,  but  re- 
sponded to  methods  of  resuscitation,  crying  well  in  ten  minutes. 

The  incision  in  the  fetal  sac  was  closed  by  clamps,  and  the  sac 
drawm  out  of  the  abdominal  cavity.  The  omental  adhesions  were 
cut  between  ligatures.  The  sac,  which  was  traced  down  to  its 
origin  in  the  left  broad  ligament,  was  clamped  off  from  the  horn  of 
the  uterus  and  excised.  Bleeding  points  were  controlled  by  ligature 
and  suture,  and  the  edges  of  the  broad  ligament  sewn  together. 

On  the  right  side  near  the  cecum  the  sac  was  extensively  adherent 
to  the  intestine.  In  the  midst  of  this  was  a  small  mass  of  brownish 
blood  clot.  This  was  obviously  the  cause  of  the  attack  of  pain  and 
faintness  which  occurred  the  previous  month  when  the  patient  w^as 
first  seen. 

The  sac  was  separated  by  blunt  dissection  from  the  agglutinated 
intestines,  and  the  clot  removed.  This  hematoma  was  also  walled 
in  by  the  fundus  uteri,  which,  moderately  enlarged,  extended  upward 
in  the  right  iliac  fossa.  A  tear  in  the  peritoneal  coat  of  the  uterus, 
caused  by  this  blunt  dissection,  was  closed  by  catgut.  The  abdomen 
was  then  closed.  The  operation,  under  gas  and  ether,  lasted  forty- 
five  minutes. 

Pathological  Report. — Placenta  and  membranes  from  ectopic  (intra- 
ligamentary)  gestation. 

Received  a  placenta  with  a  few  ragged  pieces  of  hemorrhagic 
tissue  attached  to  its  edges.  The  latter  measures  1 1  cm.  in  diameter. 
The  umbilical  cord  shows  marginal  insertion.  The  surface  of  the 
placenta  is  covered  with  a  smooth  whitish  membrane.  This  mem- 
brane, which  apparently  represents  the  thinned  out  tubal  wall, 
covers  the  maternal  side  of  the  placenta. 

Microscopical. — Section   from    this   portion   shows   a   muscularis 
cut  transversely  and  longitudinally.     There  are  a  number  of  struc- 
tures resembling  plicae,  and  one  of  them  shows  a  marked  decidual 
reaction  in  its  stroma.     Certain  large  tissue  spaces  which  possibly 
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represent  false  glands  contain  masses  of  small  cells  of  an  indefinite 
type. 

The  postoperative  history  was  excellent.  The  highest  tempera- 
ture was  I00.6  deg.,  but  for  ten  days  the  pulse  ranged  above  loo. 
On  the  twenty-third  day  mother  and  baby  went  home  in  good 
condition. 

The  infant  could  get  no  breast  milk  from  the  mother,  but  was 
given  human  milk  up  to  the  sixteenth  day,  and  then  fed  on  modified 
milk.  She  showed  no  anomalies,  and  on  discharge  weighed  lo 
ounces  above  her  birth  weight. 

The  child  has  developed  normally. 

These  cases  were  similar,  in  that  both  were  intraligamentous, 
and  it  was  their  great  good  fortune  that  the  placentae  in  both  de- 
veloped over  the  walls  of  the  broad  ligaments  and  not  over  the  large 
vessels  or  the  floor  of  the  pelvis.  This  simplified  the  operator's 
technic.     They  both  showed  albuminuria. 

In  the  first  case,  the  presence  of  large  fibroids  added  to  the  difficulty 
of  diagnosis.  Both  patients  showed  consistent  abdominal  tender- 
ness. The  partial  rupture  in  the  second  case  at  seven  and  one-half 
months  demonstrates  one  possible  risk  in  postponing  operation 
until  the  maturity  of  the  fetus. 

The  good  maternal  and  fetal  results  in  these  cases  bears  out  the 
contention  of  Cragin  and  Sittner  that  the  life  of  the  child  in  ad- 
vanced ectopic  gestation  is  worthy  of  consideration. 


REPORT  OF  A  CASE  OF  SYMPUS  APUS. 

BY 
S.  CHELLIAH,  M.  B.,  C.  M., 

Assistant  Pathologist,  General  Hospital,  Colombo,  Ceylon. 
(With  two  illustrations.) 

Tms  stillborn  monster  was  delivered  at  the  Lying-Tn  Home, 
January  25,  19 19,  and  sent  to  the  pathological  museum  of  the  Cey- 
lon Medical  College  for  preservation.  Sympus  may  be  defined  as 
a  monster  in  which  the  lower  limbs  are  fused  together  to  a  greater 
or  less  degree  and  with  an  imperfect  development  of  these  and  of 
the  neighboring  pelvic  organs  and  pelvis.  Synonyms  are  "sire- 
nomelus"  and  "symelus,"  and  the  terms  "mermaid  fetus"  and 
"fetus  with  a  tailed  appendage"  have  also  been  employed.  None 
of  these  terms  is  quite  so  good  as  "sympus,"  which  indicates  the 
fusion  of  the  lower  limbs  as  the  essential  feature  of  the  anomaly. 
Symelus,  for  instance,  simply  means  a  monster  in  which  the  upper 
or  lower  limbs  are  fused.  To  adopt  the  terms  "  sirenomelus "  or 
"syreniform  fetus"  is  to  liken  the  monstrosity  to  a  fabulous  creature 
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(the  siren)  and  is  scarcely  scientific.     "Sympus"  is  therefore  the 
most  appropriate  name. 

Classification. — (i)  According  to  Geoflfroy  Saint-Hilaire,  this 
monster  belongs  to  the  class  "single  monsters,"  to  the  order  "auto- 
sites,"  to  the  family  "teratomelians"  and  to  the  genus  "symelians." 
(2)  According  to  Forster,  this  belongs  to  the  class  "sympus  apus" 


Fig.   I. — Dorsal  view  of  the  specimen  of  sympus  apus. 

in  which  the  fused  lower  limbs  simply  end  in  a  tapering  point  (as 
in  this  case)  or  in  a  stump,  like  that  seen  after  an  amputation. 

Obstetric  History. — In  this  case  pregnancy  seemed  to  have  termi- 
nated prematurely,  the  fetal  movements  were  sluggish  and  toward 
the  end  of  pregnancy  not  felt  at  all.  Liquor  amnii  was  small  in 
quantity.  The  labors  are,  in  these  cases  often  easy;  delay,  when  it 
does  occur  is  commonly  due  to  an  associated  malformation,  for  in- 
stance, hydrocephalus  or  to  a  malpresentation.  When  the  fused  lower 
limb  presents,  the  diagnosis  of  presentation  is  thrown  into  doubt. 
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Clinical  History. — None  of  the  recorded  infants  survived  its  birth 
for  more  than  a  few  minutes,  or  at  most  hours.  This  is  not  surprising 
when  we  consider  the  abnormal  conditions  discovered  by  dissection. 
But  Cichorius  has  recorded  an  interesting  case  of  siren  formation, 
in  the  Leipzig  cHnic  the  child  living  for  a  week  after  birth. 


Fig.   2. — Skiagram  of  the  specimen  of  sympus  apus. 

The  morbid  anatomy  is  a  somewhat  complicated  subject. 

I.  External  appearance.  The  fused  lower  limb  is  usually  directly 
continuous  (as  in  this  case)  with  the  lower  (sub-umbilical)  part  of 
the  trunk  and  is  flattened  anteriorly  and  curved  posteriorly.  It  is 
capable  of  being  folded  upward  upon  the  anterior  surface  of  the 
trunk.  In  one  of  the  recorded  cases  the  fused  foot  lay  over  the 
right  shoulder  and  near  the  right  ear.  The  lower  part  of  the  abdo- 
men shows  a  tendency  to  narrow  as  it  approaches  the  lower  limb 
and  this  tendency  along  with  the  form  of  the  fused  limbs  gives  to 
the  fetus  its  "cuspidate"  appearance,  i.e.,  ending  in  a  point. 

There  is  no  trace  of  external  genitalia.     Posteriorly  there  is  a 
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linear  depression  with  radiating  furrows,  which  possibly  indicates 
a  rudimentary  anal  aperture.  The  body  of  this  monster  above  the 
umbilicus  is  normal. 

2.  The  conditions  discovered  by  dissection  are  interesting.  The 
sacral  and  coccygeal  vertebras  are  diminished  in  number  and  the  sa- 
crum is  tilted  upward.  The  ilia  are  spread  out  laterally  so  that  the 
anterior-superior  spines  are  directed  to  the  sides  and  downward, 
their  fossae  are  flattened.  The  tuberosities  of  the  ischia  are  turned 
inward  and  their  ascending  rami  are  joined  in  a  horizontal  plane  with 
disappearance  of  the  obturator  foramina.  In  front  of  the  ischia 
there  is  a  projecting  crest  formed  by  the  horizontal  rami  of  the 
pubic  bones.  The  ischial  and  pubic  bones  unite  to  form  a  mass 
which  blocks  the  outlet  of  the  pelvis  and  shows  a  wide  cotyloid 
cavity  for  the  reception  of  the  large  head  of  the  fused  femora.  It 
is  on  account  of  these  conditions  that  Taruffi  places  "sympus" 
among  the  pelvic  monstrosities  ('"secanoterata").  A  careful  study 
of  the  lower  limbs  after  dissection  shows  the  following. 

The  femora  are  completely  fused  with  a  single  large  head  fitting 
into  a  single  cotyloid  cavity,  with  two  condyles  articulating  with  a 
single  tibia  and  no  libula.  The  evidence  of  two  bones  in  the  thigh 
is  well  shown  by  two  nutrient  foramina  (seen  in  the  skiagram.  Fig  2) 
which  are  present  on  the  posterior  aspect  of  the  femora.  These  are 
rotated  in  such  a  manner  as  to  bring  the  external  surfaces  internal 
and  the  posterior  surfaces  anterior  and  the  knee  flexes  anteriorly. 
There  is  no  foot  at  all. 

The  kidneys,  ureters,  bladder  and  the  genital  organs,  except  the 
right  suprarenal  capsule,  are  absent.  The  rectum  and  the  vermi- 
form appendix  are  also  absent,  the  descending  colon  ending  blindly. 
The  urachus  is  wanting.  The  umbilical  cord  has  only  one  artery 
and  one  vein. 

Putting  all  these  facts  together  we  may  come  to  the  conclusion 
that  in  sympus  the  derivatives  of  the  allantois  (urachus  and  part  of 
bladder)  and  its  vessels  (umbilical  arteries  and  vein)  are  usually 
absent  and  that  the  vessels  of  the  cord  are  omphalomesenteric  or 
vitelline  in  origin. 

Sympodia  is  relatively  somewhat  rare,  only  116  instances  being 
reported  up   to   1897.     This  variety,  sympus  apus,  is  rarer  still. 

The  teratogenesis  is  a  subject  which  has  been  fruitful  in  ingenious 
explanations  and  yet  cannot  be  regarded  as  in  any  degree  settled. 
There  is  no  explanation  offered  for  the  extraordinary  rarity,  the 
almost  complete  absence  of  any  cases  of  sympodia  in  the  lower 
animals. 
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TRANSACTIONS  OF  THE  OBSTETRICAL 
SOCIETY  OF  PHILADELPHIA. 


Meeting  of  March  6,  1919. 
The  President,  Dr.  F.  Hurst  Mmer,  in  the  Chair. 
Dr.  Barton  Cooke  Hirst  described 

THE   OPERATTV^E   TREATMENT   OF   UTERUS   SUBSEPTUS   OR   SEMIPARTUS 
WITH  A   CASE   REPORT. 

"It  is  well  known  that  this  malformation  may  interfere  seriously 
with  pregnancy  and  labor.  There  is  a  tendency  to  miscarriage  and 
to  hemorrhage  in  pregnancy  and  labor.  Mechanical  difficulty 
during  labor  may  also  arise  from  hypertrophy  of  the  unimpregnated 
half  of  the  uterus  which  by  its  bulk  obstructs  the  delivery  from  the 
impregnated  segment.  This  abnormality  has  been  dealt  with  sur- 
gically in  the  past  by  abdominal  section,  a  section  of  the  uterine 
body  and  a  reunion  of  the  two  cavities  by  excision  of  the  septum. 
This  procedure  results  in  long  scar  in  the  uterus  and  has  on  subse- 
quent pregnancies  the  same  deleterious  effect  as  a  cehohysterotomy 
on  the  woman's  subsequent  Ufe  history,  incapacitating  for  future 
child-bearing,  the  very  thing  most  of  these  patients  wish. 

"It  would  seem,  therefore,  that  the  best  operation,  if  practicable, 
would  be  a  division  of  the  uterine  septum  through  the  cervical  canal 
without  impairment  of  the  expansive  power  of  the  uterine  body. 

"That  this  can  be  done  is  shown  by  a  case  recently  under  the 
writer's  charge,  a  woman  who  had  had  three  deliveries  at  the  sixth 
month  and  one  other  early  miscarriage.  In  investigating  the  interior 
of  this  patient's  uterus  to  determine  if  possible  the  cause  of  the  ha- 
bitual miscarriages,  I  found  after  a  thorough  dilatation  of  the  cervix 
a  septum  dividing  the  uterine  cavity  into  two  unequal  divisions,  the 
larger  on  the  left  side.  It  was  not  at  all  difficult  guided  by  the 
finger  to  divide  this  septum  completely  to  the  fundus  by  scissors, 
thus  converting  two  cavities  limited  in  size  to  one  more  capacious 
than  the  normal.  The  uterus  was  packed  firmly  with  gauze  left  in 
for  forty-eight  hours  to  prevent  an  adhesion  of  the  divided  septum. 
The  patient  left  the  hospital  with  more  than  a  normal  sized  uterine 
cavity  and  I  see  no  reason  to  doubt  that  a  subsequent  pregnancy 
may  pursue  an  uninterrupted  course  to  its  usual  conclusion. 

"I  have  no  knowledge  of  other  cases  treated  in  this  manner  but 
the  procedure  adopted  suggested  itself  as  the  most  rational." 

DISCUSSION. 

Dr.  Richard  C.  Norris. — "I  have  not  had  any  experience  with 
this  particular  operation  but  I  have  seen  a  few  cases  of  uterine 
abnormahty  associated  with  pregnancy.     I  should  think  the  first 


OBSTETRICAL  SOCIETY  OF  PHILADELPHIA  791 

important  question  to  be  established  in  this  operation  is  accurate 
diagnosis.  Many  cases  of  uterine  deformity  are  associated  with 
complete  cleavage  of  the  upper  part  of  the  uterus.  With  the 
diagnosis  accurately  made  I  see  no  reason  why  this  plan  should  not 
be  superior  to  abdominal  section.  Incising  and  stitching  the  uterine 
wall  carry  a  risk  in  regard  to  future  pregnancies,  as  Dr.  Hirst  has 
said.  I  have  had  several  interesting  cases  of  uterine  anomalies; 
one  patient,  the  wife  of  a  physician,  miscarried  from  one  side  of  a 
double  uterus  and  the  pregnancy  in  the  other  went  to  term.  Usu- 
ally one  side  is  much  better  developed  than  the  other.  I  have 
unexpectedly  found  at  operation  uterine  abnormalities  associated 
with  other  troubles  which  brought  the  patient  to  operation.  I 
think  I  should  feel  disposed  to  do  as  Dr.  Hirst  did  in  this  case.  The 
essential  factor  is  the  matter  of  accurate  diagnosis.  Dr.  Hirst's 
procedure  presupposes  this  diagnosis." 

Dr.  J.  W.  Kennedy. — "Dr.  Hirst's  case  is  of  interest  to  me, 
first  from  the  standpoint  of  surgery,  and  secondly  in  that  it  recalls 
one  of  my  earliest  experiences  in  the  slums  of  Philadelphia.  I  was 
called  out  to  see  a  woman  who  was  bleeding  constantly.  She  had 
missed  one  or  two  periods  and  I  naturally  supposed  there  had  been 
a  miscarriage.  I  called  the  next  day  and  curetted  the  uterus,  giving 
ether.  Four  or  five  months  afterward  I  was  called  on  the  phone  by 
the  husband  of  the  woman  who  threatened  me  with  a  lawsuit.  He 
said  that  another  doctor  had  said  she  was  six  months'  pregnant  and 
that  if  I  had  curetted  her  I  had  done  a  criminal  abortion.  Some 
weeks  later  I  was  able  to  make  another  examination  of  the  patient, 
and  found  a  semipartitus  uterus  such  as  described  by  Dr.  Hirst, 
and  found  that  I  had  curetted  one  side,  and  that  the  other  side  was 
pregnant.  Fortunately  the  pregnancy  went  on  and  the  woman 
bore  a  living  child.  I  had  in  no  way  disfigured  the  child.  I  have 
had  two  cases  in  which  the  partition  was  low  down;  probably  the 
condition  in  these  would  not  properly  be  called  partition  of  the 
uterus.  There  was  possibly  a  double  vagina,  two  openings  leading 
into  the  uterus  half  way  up  between  the  internal  and  external  os. 
I  have  never  had  a  case  with  the  partition  higher  up,  except  the 
one  case  first  mentioned.'' 

Dr.  Walt  P.  Conaway,  of  Atlantic  City,  N.  J.,  presented  a 
report  of  several  cases  of 

cesarean   SECTION   FOR   UNUSUAL   CONDITIONS. 
(For  original  article  see  page  778.) 

DISCUSSION. 

Dr.  George  M.  Boyd. — I  have  not  operated  by  Cesarean  section 
for  appendicitis  complicating  pregnancy  at  or  near  term.  I  have, 
however,  operated  for  appendicitis  early  in  pregnancy  and  in  one 
case  it  was  essential  to  empty  the  uterus  because  of  the  difficulty 
that  one  encounters  with  this  comphcation  of  pregnancy  in  closing 
the  abdominal  wound  after  the  surgery  for  the  appendiceal  trouble. 
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I  congratulate  Dr.  Conaway  on  the  result  in  these  two  ver}^  desperate 
cases,  both  followed  by  local  peritonitis  in  which  he  found  it  neces- 
sary to  drain  the  cul-de-sac.  In  the  case  of  breech  presentation 
with  incarceration  of  the  after-coming  head.  Dr.  Conaway  admits 
that  the  woman  might  have  been  saved  section  by  the  use  of  the 
cranioclast.  Cesarean  section  undoubtedly  does  injure  to  some  extent 
the  integrity  of  the  uterine  wall  and  makes  future  pregnancy  a 
little  more  dangerous.  The  last  case,  that  of  Cesarean  section  for 
toxemia  of  pregnancy  with  eclampsia  presents  a  debatable  field  and 
one  which  will  interest  us  for  a  long  time  with  our  meagre  knowledge 
of  the  etiology  of  eclampsia.  I  personally  feel  that  a  patient  suffi- 
ciently toxic  to  develop  a  convulsion  is  in  certain  cases  doomed  no 
matter  what  may  be  done.  I  believe  that  Cesarean  section  has  a 
certain  field  of  usefulness  in  eclampsia  and  I  resort  to  it  in  the 
exceptional  case,  but  it  does  not  seem  to  me  that  it  has  a  large 
field.  Two  days  ago  a  negress  was  brought  into  the]  Medico- 
Chirurgical  Hospital  with  eclampsia;  she  had  a  rapid  pulse,  was 
unconscious  and  in  a  bad  condition.  I  saw  her  in  the  afternoon. 
On  first  studying  the  case  I  thought  I  heard  the  fetal  heart;  the 
mother's  heart  was  so  rapid  that  it  was  difficult  to  distinguish  the 
heart  of  the  child.  On  further  study  I  concluded  that  I  was  mis- 
taken and  ended  the  labor  by  manual  dilatation  of  the  cervix  and 
craniotomy.  The  patient  soon  regained  consciousness  and  had 
no  convulsion  after  the  uterus  was  emptied.  In  this  type  of  case, 
I  believe  some  surgeons  would  have  resorted  to  section  as  a  more 
rapid  method  of  delivery  and  associated  with  less  trauma  but  my 
experience  makes  me  favor  the  obstetric  course."' 

Dr.  Richard  C.  Norris. — "The  cases  which  Dr.  Conaway  has 
described  are  interesting  and  occupy  a  position  beyond  the  more 
conservative  and  usually  restricted  conditions  for  this  operation. 
The  fact  that  Cesarean  section  in  the  hands  of  a  good  surgeon  is  a 
safe  operation  is  likely  to  lead  astray  sometimes  even  skilled  opera- 
tors. There  may  be  obstetric  conditions  which  render  it  dangerous 
in  the  hands  of  the  most  skilled  operator.  In  his  first  patient 
Dr.  Conaway  operated  following  manipulation,  which  we  have  been 
taught  carries  with  it  great  risk.  The  question  in  conditions  such 
as  this  is  not  what  we  can  do,  but  what  we  ought  to  do.  In  a  large 
group  of  cases  one  may  go  through  with  good  luck  in  a  great  many, 
but  when  we  choose  the  treatment  for  one  particular  case  we  must 
remember  that  we  are  working  on  a  percentage  basis  of  mortality. 
We  know  perfectly  well  that  an  abdominal  section  on  a  puerperal 
woman  with  infection  is  safer  than  a  classic  Cesarean  section  in  the 
presence  of  septic  peritonitis.  The  danger  of  spreading  the  infection 
to  the  interior  of  the  womb  by  a  uterine  incision  adds  a  distinct 
risk.  My  judgment  would  have  been  to  open  the  cervix,  deliver 
the  woman  and  then  do  an  abdominal  operation  as  soon  as  it  was 
wise  to  do  so.  In  a  large  number  of  cases  we  will  obtain  ultimately 
better  results  by  this  mode  of  procedure.  Fortunately,  this  patient 
went  through  all  right.  She  had  a  localized  infection  that  became 
general  but  there  was  a  distinct  risk  in  the  treatment  employed. 
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"Now,  as  to  the  second  case,  that  of  acute  peritonitis,  appendicitis 
and  salpingitis  with  obstruction.  Here  the  same  principle  is 
involved,  that  of  obstetrics  first  and  gynecology  afterward.  As  to 
the  breech  with  the  decapitated  head  it  seems  to  me  that  a  well- 
trained  obstetrician  would  be  very  averse  to  Cesarean  for  such  a 
case.  A  man  skilled  in  Cesarean  section  should  be  sufficiently  skilled 
to  do  craniotomy  on  the  head  left  in  the  uterus.  My  impression 
is  that  perforation  followed  by  the  cranioclast  or  even  the  forceps 
would  carry  less  risk  to  the  mother  than  Cesarean  for  a  trunkless 
head  after  the  manipulation  and  probable  infection  which  preceded 
the  trunkless  condition. 

"Dr.  Cona way's  fourth  case  was  one  of  eclampsia.  Here  again 
he  was  fortunate.  I  only  criticize  his  methods  to  lay  stress  on  the 
one  point  that  it  is  not  what  we  can  do,  but  what  we  ought  to  do; 
that  the  question  is  not  that  of  one  case  and  its  result  but  what  in 
a  group  of  cases  would  be  the  expected  result.  We  used  to  say  that 
the  indications  for  Cesarean  section  in  eclampsia  depended  primarily 
upon  the  soft  parts,  that  if  there  was  a  rigid  cervix  requiring  a 
long  period  of  treatment  to  secure  proper  opening  of  the  birth  canal, 
section  is  always  indicated,  but  I  believe  the  indications  for  Cesarean 
section  for  eclampsia  comprise  more  than  that.  We  can  divide 
our  cases  into  groups  which  appeal  to  us  as  being  from  their  clinical 
history  more  or  less  dangerous;  we  estimate  the  rapidity  of  onset, 
the  degree  and  sometimes  the  kind  of  toxemia.  In  the  profoundly 
overwhelming  toxic  case,  in  which  we  must  speedily  empty  the 
uterus.  Cesarean  section  is  a  justifiable  operation.  To  base  your 
selection  of  Cesarean  section  on  the  behef  that  it  is  the  rapid 
emptying  of  the  uterus  that  is  life  saving  in  all  cases  is  wTong. 
This  is  true  only  in  certain  cases  in  which  the  woman  cannot  bear 
the  stress  and  strain  incident  to  some  other  means  of  delivery. 
Such  a  case  was  that  of  the  wife  of  an  officer  of  the  Navy  who  within 
three  days  of  eclampsia  with  coma  had  had  normal  blood  pressure 
and  urine.  After  over-eating  at  dinner  she  was  stricken  during  the 
night  with  convulsions.  A  nearby  physician  had  given  an  emetic 
and  morphia  and  when  I  saw  her  she  had  had  four  or  five  convulsions. 
She  was  a  woman  of  thirty-five,  the  cervix  was  rigid,  she  was  pro- 
foundly toxic,  and  Cesarean  section  was  done  with  good  result.  If 
that  woman  had  not  been  so  prostrated  with  toxemia;  if  she  had 
not  had  this  overwhelming,  fulminating  type,  I  would  not  have 
delivered  her  by  Cesarean  section.  We  should  abandon  the 
notion  that  Cesarean  section  is  indicated  in  eclampsia  solely  because 
we  want  to  get  the  baby  out  quickly  in  all  cases.  If  by  any  methods 
at  our  disposal  we  can  classify  our  cases  and  recognize  these  sudden 
overwhelming,  fulminating  types  which  we  believe  mean  profound 
changes  in  the  liver,  and  if  with  such  conditions  there  are  rigid 
soft  parts,  section  is  surely  indicated.  For  the  progressive  nephritic, 
substance  or  ductless  gland  types,  section  will  not  be  so  plainly 
indicated.  I  am  glad  that  Dr.  Cona  way  has  brought  these  cases 
before  us.  They  make  us  realize  that  Cesarean  section  is  not  a 
dangerous  operation.     While  that  is  true  we  must  not  lose  sight  of 
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the  necessity  for  a  sharp  distinction  between  gynecological  and 
obstetrical  judgment  of  what  is  best  to  do  in  a  large  number  of 
cases  of  obstetric  pathology.  There  may  be  other  circumstances 
that  would  justify  doing  what  Dr.  Conaway  did.  On  the  other 
hand,  with  opportunities  for  studying  the  case,  in  the  presence  of 
peritonitis,  or  where  forceps  has  been  applied,  or  the  trunk  torn  oflF 
from  the  child's  head,  my  beUef  is  that  it  would  be  better  to  remove 
the  uterus  if  Cesarean  section  is  selected.  If  in  such  a  case  one  is 
forced  to  do  Cesarean  section  we  should  not  leave  the  uterus  to  be 
an  additional  danger  to  her  life,  but  remove  it,  abandoning  thoughts 
of  future  pregnancies.  The  extraperitoneal  Cesarean  section  is 
still  under  trial.  New  details  of  technic  are  still  being  developed. 
I  believe  the  essential  value  of  the  extraperitoneal  operation  is 
that  you  provide  an  extraperitoneal  exit  for  any  infection  of  the 
lower  segment  of  the  uterus  that  may  follow  the  operation  You 
isolate  that  exit,  prepare  it,  as  it  were,  for  drainage,  the  principle 
which  is  so  valuable  in  surgery.  The  women  who  die  following 
Cesarean  section  usually  get  peritoneal  infection  through  the  uterine 
incision.  In  the  cases  in  which  there  has  been  manipulation 
and  infection  is  feared,  the  extraperitoneal  operation  at  the  present 
time  offers  a  theoretical  advantage;  it  is  not  absolutely  established 
in  principle  to  my  mind.  It  does  secure  an  extraperitoneal  route 
for  drainage  which  is  desirable  if  there  is  infection  confined  to  the 
lower  segment  of  the  uterus  and  when  the  placental  site  is  infected 
it  would  diminish  the  chances  of  peritonitis  following  a  high  incision 
of  the  uterine  wall  which  connects  directly  with  the  pertioneal 
cavity.  I  cannot  see  how  it  would  have  any  possible  advantage  in 
the  matter  of  infection  outside  of  the  area  of  the  uterus.  I  believe 
that  ultimately  we  shall  find  that  the  operation  has  an  advantage 
in  some  cases,  not  as  yet  definitely  determined." 

Dr.  Daniel  Longaker.— "Dr.  Conaway  is  to  be  congratulated 
on  his  uniform  success.  There  might  be,  I  think,  some  elaboration 
of  the  point  brought  out  by  the  last  speaker  with  reference  to 
Case  IV.  We  have  learned  to  place  considerable  value  upon  ex- 
pert examination  of  the  eyegrounds  in  these  toxic  cases.  I,  myself, 
would  be  perfectly  willing  to  accept  the  dictum  that  in  these  acute 
toxemias  where  there  are  actual  retinal  hemorrhages  or  threatening 
retinal  hemorrhages  as  demonstrated  by  expert  examination  of  the 
eyegrounds,  the  Cesarean  operation  is  not  only  perfectly  proper  but 
is  demanded.  In  at  least  one  case  I  had  reason  to  regret  not  having 
followed  this  plan  where  I  believed  that  the  delay  incident  to  the 
more  gradual  method  of  emptying  the  uterus  caused  very  serious 
impairment  of  vision.  A  recent  experience  in  two  somewhat 
parallel  cases,  shows  what  a  large  factor  the  patient  herself  is  in 
securing  immunity  from  septic  infection.  In  one  case  there  was  a 
transverse  presentation  with  a  dead  baby,  the  shoulder  impacted  and 
arm  protruding.  There  was  difficult  version  with  extraction,  and 
the  patient  very  ill  in  the  hospital  for  three  weeks.  She  is  now 
about  convalescent.  In  the  other  patient,  a  primipara,  aged  thirty- 
eight,  the  head  was  arrested  at  the  brim,  and  attempts  had  been 
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made  by  two  physicians  outside  the  hospital  to  deliver  instrumen- 
tally  but  without  success.  The  baby  was  undoubtly  dead  when  the 
woman  entered  the  hospital.  Another  attempt  to  deliver  by  for- 
ceps operation  was  not  successful.  Perforation  with  cranioclasis 
was  done  with  easy  extraction.  Both  these  patients  had  been 
repeatedly  examined  before  coming  into  the  hospital  and  one 
became  exceedingly  ill.  Had  section  been  done  in  the  first  patient 
she  would  have  died  from  infection.  In  the  second  one  there 
was  not  only  no  infection  and  her  temperature  did  not  go  above 
99°.  It  would  have  been  perfectly  safe  in  her  case  to  have  done 
Cesarean  section  had  we  thought  it  necessary.  But  craniotomy  is 
one  of  the  easiest  procedures  in  the  whole  list  of  obstetric  operations; 
any  tyro  under  proper  guidance  can  perform  it.  Much  has  been 
said  about  the  uterine  scar  after  Cesarean  section.  I  believe  that 
in  the  cases  that  come  back  for  repeated  operation  the  site  of  the 
scar  is  about  the  strongest  part.  The  cases  that  go  bad  and  have 
weak  and  yielding  scars  are  those  which  have  been  infected.  For 
example,  one  of  my  own  cases  operated  on  some  years  ago  rather 
recently  came  into  my  service  with  a  ruptured  uterus.  The  baby 
was  lost  because  the  placental  site  was  at  the  point  of  rupture  but 
the  patient  made  a  perfectly  good  recovery,  the  old  scar  was  removed 
and  the  uterus  sutured.  It  will  not  again  rupture.  In  our  service 
at  the  Kensington  Hospital  we  have  had  something  hke  70  Cesarean 
sections  without  mortality.  Our  chief  contraindication  for  Cesarean 
section  is  the  fact  that  the  woman  has  been  examined  per  vaginam 
on  the  outside  and  even  after  there  has  been  a  vaginal  examination 
made  in  the  hospital  prior  to  the  definite  decision  to  operate.  I, 
think  the  successful  outcome  in  these  desperate  cases  is  a  matter  of 
pure  luck." 

Dr.  William  E.  Parke. — "I  am  in  accord  with  Dr.  Norris' 
criticisms  concerning  the  first  three  cases.  Regarding  the  fourth 
case,  that  of  toxemia,  I  have  come  to  feel  that  the  Cesarean  section 
is  distinctly  indicated  in  these  cases  in  which  the  patient  is  a  primi- 
para,  already  in  labor,  or  with  an  undilated  cervix  high  up  and  with 
the  soft  parts  undilated.  If  under  such  conditions  you  deliver  the 
baby  by  the  vaginal  route  you  will  be  confronted  with  a  harder 
condition  than  if  you  take  it  through  the  abdominal  wall.  More- 
over, it  will  require  a  longer  time  and  will  subject  the  patient  to  a 
distinctly  greater  risk,  both  from  the  standpoint  of  the  anesthetic 
and  from  the  violence  you  do  to  the  birth  canal.  In  my  experience 
it  is  quite  impossible  to  deliver  a  child  at  term  through  the  undilated 
birth  canal  without  very  considerable  violence.  The  more  this 
concerns  the  cervical  end  of  the  birth  canal  the  less  is  it  possible 
to  restore  it.  The  method  is  not  only  best  for  the  mother  but  for 
the  child  if  it  is  hving.  Even  though  the  child  is  dead,  or  there  is 
uncertainty  of  its  viability,  I  think  it  justifiable  to  do  the  abdominal 
operation  in  the  presence  of  these  conditions.  I  would  therefore 
differ  from  Dr.  Norris's  criticism  of  this  case.  With  his  criticism 
of  the  other  three  cases  I  am  in  accord. 

Dr.  Stephen  E.  Tracy. — ''Dr.  Conaway  is  to  be  congratulated 
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on  the  outcome  in  these  cases.  The  results  have  shown  that  his 
judgment  was  good  in  these  particular  instances.  In  cases  of  preg- 
nancy, complicated  by  acute  inflammation  of  the  appendix,  if  the 
patient  aborts  before  operation,  or  within  tw^enty-four  hours  after 
operation,  the  mortality  is  increased  from  20  to  25  per  cent.  I, 
therefore,  differ  from  Dr.  Norris  in  his  statement  that  it  is  better 
to  attend  to  the  obstetrical  condition  first,  and  the  surgical  condition 
later  on.  If  an  acutely  inflamed  appendix  becomes  adherent  to  the 
uterus,  or  the  uterus  forms  part  of  an  abscess  wall,  and  the  uterus 
is  emptied  before  the  surgical  condition  had  been  relieved,  there 
is  great  risk  of  rupture  of  the  appendix,  or  abscess  wall,  resulting 
in  a  spreading  peritonitis." 

■  Dr.  J.  W.  Kennedy. — "I  want  to  congratulate  Dr.  Cona- 
way  who  certainly  has  the  courage  of  his  convictions.  I  believe 
that  we  are  more  nearly  together  on  this  question  of  Cesarean  section 
than  would  seem  from  the  discussion.  I  am  always  impressed  with 
the  fact  in  a  symposium  that  men  of  approximately  the  same  experi- 
ence would  do  the  same  thing.  For  a  number  of  years  I  rather 
fought  Cesarean  section  in  my  early  work  with  Dr.  Price.  To-day, 
given  a  patient  with  an  undilated  os,  whether  multipara  or  primi- 
para,  in  which  I  feel  that  I  cannot  quickly  dilate  the  cervix  and  end 
the  labor,  I  do  Cesarean  section  in  every  instance.  In  the  last 
eleven  cases  operated  on  for  eclampsia  all  the  patients  were  uncon- 
scious when  they  went  on  the  table.  They  had  had  ten  or  eleven 
seizures,  none  less  than  three  before  they  went  on  the  table,  and  one 
had  had  altogether  seventeen.  All  were  unconscious  when  the  ether 
was  started.  When  they  came  out  from  under  the  anesthetic  all 
were  normal  mentally,  there  was  no  maternal  mortality  or  loss 
of  child  of  viable  age.  Cesarean  section  is  not  so  much  of  an  opera- 
tion per  se  but  may  be  indicated  because  it  has  less  units  of  sur- 
gical risk  in  the  hands  of  the  particular  operator.  For  instance, 
vaginal  hysterectomy  is  condemned  in  the  hands  of  many  operators. 
Those  who  have  seen  Dr.  Price  do  this  operation  know  that  he  was 
master  of  the  art.  I  have  seen  him  do  the  operation  in  from  two 
to  three  minutes.  Regarding  Cesarean  section  extraperitoneally 
I  am  in  accord  with  Dr.  Norris,  but  differ  somewhat  for  different 
reasons.  It  is  my  opinion  that  the  patient  with  infection  of  the 
uterus  does  not  die  wdth  peritonitis  per  se  when  you  do  the  Cesarean 
operation,  but  from  retroperitoneal  infection.  We  have  all  seen 
death  occur  without  evidence  of  peritonitis.  When  we  lose  a  patient 
following  Cesarean  section  in  the  presence  of  an  infected  uterus  I 
believe  it  is  questionable  whether  death  is  due  to  peritonitis.  It 
would  seem  rather  that  there  is  infection  of  the  cellular  tissues  and 
uterine  structure  throughout.  Therefore  I  would  not  do  the  extra- 
peritoneal operation." 

Dr.  Conaway  (closing). — "I  have  enjoyed  the  discussion  very 
much.  I  feel  that  I  did  have  my  nerve  with  me  in  reporting  these 
cases  here,  but  I  desired  to  know  the  opinion  of  this  Society  on  them. 
In  not  one  of  these  cases  was  I  able  to  give  any  time  to  their  study. 
Had  I  delayed  to  do  so  I  think  the  patient  would  undoubtedly  have 
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died.  The  only  thing  for  me  to  do  after  I  examined  them  was  to 
try  to  empty  each  uterus  as  quickly  as  possible.  In  the  case  of  the 
primipara  forty-two  years  of  age,  the  obstetrician  could  get  little 
dilatation  after  she  had  been  in  labor  two  days  and  nights,  and  I 
was  inclined  to  agree  with  him  first,  that  craniotomy  was  the  only 
thing  to  be  done.  I  had  talked  with  the  patient  and  her  husband 
and  they  were  both  anxious  to  have  a  baby.  The  anesthetist  was 
afraid  to  give  her  the  anesthetic  and  therefore  she  had  but  very  little. 
I  decided  I  would  not  do  a  craniotomy  but  would  chance  emptying 
the  uterus  through  an  abdominal  incision.  I  did  not  do  a  Porro 
operation  because  I  cannot  do  that  as  quickly  as  I  can  a  Cesarean 
section,  and  I  felt  that  time  was  the  most  important  factor  in  saving 
this  patient's  life. 

The  second  case  had  been  treated  in  the  obstetrical  ward  for 
four  or  five  days.  When  she  was  transferred  to  the  gynecological 
service  I  thought  there  was  probably  an  appendiceal  abscess,  with 
the  peritonitis,  but  as  stated  in  the  paper,  no  pus  was  found,  only 
an  inflammatory  mass  on  the  right  side  which  we  eHminated  at  the 
time  of  operation. 

In  the  third  case,  that  of  the  colored  woman,  I  did  not  have  any 
craniectomy  instruments  at  hand,  and  since  the  obstetrician  had 
not  succeeded  with  forceps,  I  felt  the  only  thing  for  me  to  do  was 
to  open  the  abdomen.  The  head  was  very  large  but  it  was  easily 
removed  with  the  placenta  through  an  incision  in  the  fundus.  This 
patient  made  a  perfect  recovery. 

In  each  of  these  cases  I  operated  as  promptly  as  possible  and  I 
felt  that  delay  for  study  or  more  careful  examination  would  seri- 
ously jeopardize  the  life  of  each  case.  Were  similar  conditions 
presented  to  me  at  any  other  time  I  would  carry  out  the  same  meas- 
ures, which  I  feel  would  be  fully  justified  by  the  results  obtained. 

Dr.  J.  W.  Kennedy  read  a  paper  entitled 

STANDARDIZATION  OF  SURGERY. 

(For  original  article  see  page  759.) 

DISCUSSION. 

Dr.  Walt  P.  Conaw^ay:  "I  do  not  feel  qualified  to  discuss  Dr. 
Kennedy's  most  interesting  paper,  but  if  I  may  digress  for  a  moment, 
I  would  like  to  add  to  the  discussion  a  word  concerning  the  work  of 
Dr.  Thomas  Addison  Emmett,  whose  house  surgeon  it  was  my 
pleasure  and  honor  to  be  in  the  years  1 899-1 900.  In  no  part  of  this 
country  or  abroad  have  I  seen  such  beautiful  plastic  surgery  as 
performed  by  him.  We  were  all  delighted  to  see  and  to  assist  him 
with  his  operations,  and  he  took  great  pleasure  in  explaining  his 
technic  to  us.  In  those  days  silver  wire  was  the  suture  material 
he  used  and  we  did  not  have  any  stitch  abscesses  as  exist  in  our  pres- 
ent days  of  absorbable  suture  material.  His  work  was  truly  re- 
markable, and  I  consider  myself  most  fortunate  to  have  been  one 
of  his  pupils.  I  was  very  sorry,  indeed,  to  learn  of  his  death  last 
week." 
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Dr.  Richard  C.  Norris:  "Dr.  Kennedy's  paper  is  rather  hard 
to  discuss  because  of  the  wide  field  covered.  Dr.  Marvel  has  paid 
a  very  high  tribute  to  the  private  hospital  man.  The  need  for  the 
private  hospital  is  not  so  great  to-day  as  in  the  past  because  the 
general  hospitals  were  then  not  offering  to  private  patients  accom- 
modations and  service  equal  to  the  private  institution.  There  is  no 
just  criticism  against  a  man  for  running  a  private  hospital;  his  work 
speaks  for  itself.  I  think  a  man  deserves  a  great  deal  of  credit  who 
will  run  a  private  hospital  when  one  can  get  just  as  good  service  in 
many  public  institutions  without  the  personal  bother  and  expense 
of  conducting  a  hotel  at  the  same  time.  Dr.  Kennedy  has  discussed 
very  many  details,  difficult  to  discuss.  I  do  not  think  men  who  do 
plastic  work  fail  to  pick  up  muscles  because  they  use  curved  needles 
instead  of  straight.  The  anatomy  must  be  known,  no  matter  what 
kind  of  needle  is  used.  As  to  the  technic  of  removal  of  the  appendix, 
personally  I  would  rather  use  a  string  around  its  base  than  depend 
upon  a  suture.  Reference  was  made  to  the  large  number  of  cases 
coming  back  with  adhesions.  Men  do  operations  to-day  by  a  technic 
that  avoids  that  possibility.  Were  Price  here  to-day  he  would  be  a 
master  in  the  newer  technic.  Technic  changes,  but  the  fundamental 
principle  in  surgery,  after  all,  is  anatomy,  that  does  not  change." 
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Meeting  of  March  ii,   1919. 
The  President^  Dr.  L.  Grant  Balda\tn,  in  the  Chair. 

This  meeting  was  devoted  to  the  criticism  and  discussion  of  the 
material  presented  at  the  special  clinics  held  for  the  members  of  the 
Society  during  the  afternoon  at  the  Lying-in  and  Woman's  Hospitals. 

The  program  at  the  Woman's  Hospital  included  operations  by 
Drs.  Ward,  Grad,  and  Broun,  a  cystoscopic  clinic  by  Dr.  Bugbee 
and  demonstrations  in  the  pathological  laboratory  by  Dr.  Strong. 
The  following  topics  were  likewise  presented  by  Dr.  Ward  and 
assistants:  The  Organization  of  the  Service  at  the  Woman's  Hos- 
pital, Demonstration  of  Methods  of  Teaching  Operative  Technic — 
Abdominal  Operation,  The  Follow-up  System  as  Conducted  at  the 
Woman's  Hospital,  Standardized  Orders  for  Ward  Patients  and 
Recovery  Ward,  Demonstration  of  Methods  of  Teaching  Operative 
Technic — Vaginal  Operation.  Dr.  F.  A.  Dorman  conducted  an 
inspection  of  the  Obstetrical  Department  of  the  Hospital. 

At  the  Lying-in  Hospital  a  series  of  maternity  cases  were  pre- 
sented and  described  by  Drs.  Kosmak  and  McPherson,  and  Dr. 
A.  B.  Davis  then  performed  two  Cesarean  section  operations  for 
indications  noted  on  a  subsequent  page. 
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Dr.  William  Pfeiffer  reported  on  the  clinics  held  at_  the 
Woman's  Hospital,  as  follows:  Dr.  Grad  operated  on  a  patient, 
doing  a  shortening  of  the  uterosacral  ligaments  and  a  suspension  of 
the  uterus,  which  was  followed,  to  make  assurance  doubly  sure, 
by  one  suture  through  the  uterus,  to  securely  hold  it  up,  all  this 
following  an  acute  appendix.  I  could  not  see  why  so  much  intra- 
peritoneal work  should  follow  an  operation  for  an  acute  appendix, 
and  I  wondered  what  the  patient's  condition  would  be  in  a  few  days." 

The  doctor  stated  that  he  was  somewhat  shocked  by  the  omission 
of  sponges  as  a  protection  to  the  abdominal  wound.  After  some 
further  comments  along  this  line,  in  which  Dr.  Pfeiffer  stated  that 
the  method  used  by  Dr.  Grad  to  hold  back  the  gut  did  not  cause 
dehydration  o£  the  intestine  and  "the  intestine  comes  up  shining 
as  he  removes  the  rubber  pad  from  within  the  abdominal  cavity," 
he  went  on  to  say: 

"The  doctor  used  silkworm  exclusively,  or  almost  exclusively, 
to  close  the  fascia.  I  noticed  that  he  had  but  one  needle  on  the  silk- 
worm gut  sutures,  whereas  we  always  have  one  on  each  end.  He 
has  a  very  curious  device  for  his  mattress  sutures,  a  sort  of  a  hairpin 
brace  of  wire,  which  seems  satisfactory. 

"Dr.  Grad  did  an  interesting  operation  for  a  severe  laceration  of 
the  pelvic  floor,  and  a  unilateral  laceration  of  the  cervix  following  a 
forceps  delivery.  Dr.  Grad  did  a  flap-spHtting  operation  and  then, 
very  deftly,  stripped  the  mucosa  on  the  left  side  from  the  flap. 
He  then  sutured  the  fascia  in  the  same  way  that  is  done  in  the  Rawls- 
Bissell  procedure.  I  asked  Dr.  Grad  when  he  was  going  to  deliver 
that  -woman.  Personally,  I  would  prefer  to  be  out  of  town  when  she 
has  her  baby.  It  was  a  good  perineum,  but  it  was  very  much  of  a 
time-consuming  operation,  I  thought,  for  other  intraabdominal 
work  was  to  be  done." 

Dr.  HERiLANN  Gr.ad. — "In  reply  to  Dr.  Pfeififer's  remarks  as 
regards  the  acute  appendix,  attention  must  be  called  to  the  fact  that 
the  case  was  not  an  acute  appendicitis.  This  patient  had  a  retrover- 
sion of  the  uterus  and  she  also  had  tenderness  over  the  appendix  but 
was  not  a  case  of  acute  appendicitis.  While  the  appendix  was 
congested  and  enlarged  the  patient  ran  no  temperature  and  had  no 
leukocytosis  and  there  was  no  reason  why  the  retroversion  operation 
should  not  have  been  done,  and  it  was  done.  We  also  shortened 
the  round  and  the  uterosacral  ligaments  because  there  was  a  very 
relaxed  pelvic  diaphragm.  The  patient  was  simply  curetted,  the 
abdomen  was  opened  and  the  appendix  found  in  this  congested 
condition  and  removed.  I  also  used  a  suspension  suture  which  the 
doctor  described,  in  order  to  avoid  placing  any  strain  on  the  newly 
united  ligaments. 

"In  the  second  case  the  repair  of  the  cervix  and  the  perineum; took 
40  minutes,  and  in  this  case  I  also  shortened  the  round  and  the 
uterosacral  ligaments.  There  was  not  much  blood  lost  and  I  do 
not  think  that  time  is  a  very  great  factor  in  these  cases.  The  repair 
of  the  anterior  wall  consisted  in  overlapping  the  two  halves  accord- 
ing  to   the   Bissell   method.     My   experience,   however,   with   this 
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operation  has  been  limited  and  I  have  had  no  occasion  to  deliver  a 
woman  upon  whom  the  operation  had  been  performed  but  I  do 
not  see  why  there  should  be  any  trouble  in  this  respect. 

"The  reason  for  my  giving  up  the  muscle  operation  on  the  perineum 
and  doing  this  operation  is  that  upon  studying  the  cases  which  came 
back  to  the  follow-up  clinics  at  the  Woman's  Hospital,  I  found  that 
unless  a  good  scar  formed  across  the  perineum  the  muscle  stretches 
away  and  the  perineum  reverts  to  the  condition  it  was  in  before  the 
operation.  I  have  repeatedly  observed  this,  so  much  so  that  I  do 
not  feel  a  muscle  operation  is  the  right  kind  of  an  operation  on  the 
perineum.  When  the  levator  muscles  are  brought  together  with 
chromic  gut  sutures  and  a  good  scar  forms  there  will  be  a  bridge 
across  the  perineum  which  may  cause  impediment  in  labor  and  it 
will  have  to  be  cut,  but  I  do  not  believe  lapping  the  fascia  of  the 
posterior  vaginal  wall  alone  will  have  that  effect. 

Dr.  Clarence  R.  Hyde  said:  "The  only  criticism  that  I  will 
make  is  this:  Dr.  Ward  spoke  particularly  this  afternoon  of  the 
standardization  of  his  work  and  laid  great  stress  on  everything  being 
standardized,  as  it  was,  but  if  things  are  standardized,  then  that 
standard  technic  should  be  carried  out  and  there  should  be  no 
break  in  the  technic."  The  doctor  then  specifically  referred  to  the 
break  in  the  technic  which  he  had  in  mind,  which  was  caused  by 
one  of  the  nurses,  and  went  on  to  say: — " Now,  if  that  can  be  allowed, 
sometime  there  might  be  a  possibility  of  infection. 

"Dr.  Ward  spoke  of  the  organization  of  the  hospital  and  gave  us 
a  very  interesting  outline  of  the  same. 

"When  he  came  to  the  remarks  before  operation  he  spoke  of 
the  review  sheet  from  the  outdoor  clinic.  He  said  that  when  a 
doctor  in  the  outdoor  clinic  sends  a  patient  into  the  hospital  he  must 
state  the  condition  of  the  patient,  how  long  she  has  been  treated 
there,  his  diagnosis  and  for  what  reason  he  sends  her  into  the  hospital. 
All  that  goes  on  the  patient's  history-  sheet.  In  this  way  Dr.  Ward, 
as  chief  of  the  hospital,  immediately  has  a  line  on  that  young  man 
out  in  the  clinic  and  knows  just  exactly  what  he  is  doing  and  how 
much  of  a  diagnostician  he  is.  The  question  then  is,  Is  he  a  good 
man  for  the  clinic?     If  not,  he  can  be  retired. 

"  While  Dr.  W'ard  is  scrubbing  up  the  nurse  gives  the  patient  what 
is  known  as  Dr.  Ward's  hot-water  bottle,  which  is  a  rectal  tube  in- 
serted into  the  rectum  and  when  this  is  put  in  place  it  is  strapped  by 
adhesive  plaster  around  the  thigh  of  the  patient,  and  is  used  at 
the  end  of  the  operation.  The  solution  used  in  this  hot-water  bottle 
at  the  end  of  the  operation  is  i^-ounce  of  bicarbonate  of  soda  and 
3  pints  of  water,  but  the  question  came  up  at  this  time  of  the  expres- 
sion, ^^high  enemas''  and  low  enemas,'^  and  I  noticed  in  the  book  of 
standardized  preparation  that  they  speak  of  high  and  low  enemas. 
At  the  Long  Island  College  Hospital  we  have  passed  a  rectal  tube 
while  the  abdomen  was  open  time  after  time  and  found  that  it  would 
not  go  into  the  sigmoid  straight,  but  would  curl  up."  The  doctor 
also  referred  to  an  article  in  which  experiments  had  been  carried 
out  with  the  .r-rav  and  it  had  been  demonstrated  that  the  rectal 


NEW    YORK    OBSTETRICAL    SOCIETY  801 

tube  when  introduced  would  not  go  into  the  sigmoid,  and  that  this 
had  been  proved  in  case  after  case.  "We  do  not  speak,"  he  said, 
"in  the  Long  Island  College  Hospital  any  more  of  high  enemas. 
We  introduce  a  rectal  tube  and  give  an  enema.  We  do  not  believe 
that  a  nurse  can  tell  whether  she  is  giving  a  high  or  a  low  enema. 

Dr.  Hyde  then  referred  to  the  markings  made  on  the  abdomen  when 
Dr.  Ward  did  his  abdominal  operation,  which  are  placed  at  right 
angles  to  the  abdominal  incision  so  as  to  enable  him  to  obtain  good 
approximation  when  the  sutures  are  introduced  at  the  conclusion 
of  the  operation. 

The  next  point  which  the  doctor  discussed  was  Dr.  Ward's  technic 
— the  question  of  the  separation  of  the  rectus  muscle  from  its 
sheath,  referring  specifically  to  studies  made  by  Dr.  John  E.  Jenn- 
ings at  the  Brooklyn  Hospital,  which  proved  that  the  rectus  muscle 
gets  its  circulation  from  its  sheath  and  that  the  separation  of  the 
rectus  from  its  sheath  results  in  devitalization  of  the  rectus  muscle, 
and  that  on  this  account  they  had  given  up  the  idea  of  separating 
the  rectus  in  its  entirety  from  the  sheath  in  the  midline  and  instead 
split  the  rectus  muscle. 

Dr.  Hyde  referred  to  the  use  of  the  self -retaining  retractor  by 
Dr.  Ward,  after  opening  the  peritoneum.  He  said  this  was  Dr. 
Ward's  own  idea  and  that  it  was  a  ver^'  ingenious  retractor.  "The 
patient,"  he  then  said,  "is  put  in  the  Trendelenburg  position  and 
the  intestines  are  diked  by  a  long  gauze  roll.  There  are  no  separate 
laparotomy  sponges.  There  is  just  one  roll  of  gauze.  The  patient 
is  then  lowered  to  the  horizontal  position. 

"Now,  the  question  arises  as  to  the  extensive  use  of  gauze  in  a 
clean  abdominal  cavity.  Studies  of  the  effect  of  gauze  on  the 
intestines  of  dogs  were  rnade  by  Dr.  William  B.  Brinsmade,  of 
Brooklyn,  in  a  number  of  experiments  which  he  carried  out.  He 
opened  dogs  and  irritated  their  intestines  only  very  lightly  with 
gauze  and  closed  the  abdomen  of  the  dogs  again.  Later  on,  he 
opened  the  abdomen  of  the  dogs  and  the  intestines  in  all  these  cases 
were  found  thoroughly  matted  together.  In  any  event,  Dr.  Brins- 
made proved  by  his  experiments  on  dogs  that  irritation  of  the  intes- 
tine by  gauze  produced  adhesions."  The  doctor  also  referred  in 
this  connection  to  frequent  experiences  in  which  gauze  had  been 
used  in  the  peritoneal  cavity,  that  it  was  afterward  found  that  the 
peritoneal  coat  of  the  intestine  had  grown  "right  into  the  interstices." 
Continuing,  he  said:  "Personally,  I  use  practically  no  gauze.  I 
use  it  only  when  there  is  a  necessity  for  it,  but  when  there  is  no 
necessity  for  using  gauze  in  a  clean  case,  I  can  get  along  without  it 
as  well  as  with  it,  and  better.     It  always  takes  up  room. 

"The  next  thing  I  observed  was  that  there  was  no  protection 
from  the  anesthetist.  There  was  nothing  protecting  the  cone  of 
the  anesthetist  from  the  operating  field  in  any  way. 

"The  matter  of  the  arrangement  of  the  instruments  was  very 
interesting.  Dr.  Ward's  tray  was  placed  over  the  patient.  There 
is  a  place  for  each  instrument  he  is  going  to  use.  There  is  a  place 
for  the  needle-holder,  for  the  scalpel,  for  the  forceps,  a  place  for 
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certain  kinds  of  forceps,  traction  forceps,  hemostats,  etc.  In  other 
words,  everything  is  in  its  special  place.  When  he  gets  through  with 
an  instrument,  he  throws  it  into  the  discard,  as  he  says.  All  the 
nurses  are  trained  in  the  use  of  this  tray.  In  this  way,  a  man  who 
knows  this  instrument  standardization  knows  just  where  to  find 
any  instrument  he  wants.  When  the  tray  is  set  up,  he  will  find 
the  scissors  here,  a  scalpel  there,  or  a  forceps  here.  Sometimes 
we  have  to  look  around  for  our  instruments  and  ask  'Who  has  the 
scissors?'  or  'Who  has  the  scalpel?'  or  whatever  it  may  be  that  we 
are  in  quest  of.  In  this  way  everything  is  kept  on  the  one  tray 
and  one  is  enabled  to  put  his  hand  on  the  particular  instrument 
he  wants. 

"The  operation  which  Dr.  Ward  did  to-day  was  a  simple  supra- 
vaginal hysterectomy  for  removal  of  a  fibroma.  During  the  opera- 
tion I  was  very  much  interested  in  a  series  of  pictures  which  he  had 
thrown  on  the  screen  demonstrating  the  successive  steps  of  the 
operation.  This  is  the  method  that  the  doctor  uses  for  teaching 
purposes,  and  it  is  a  most  interesting  way  to  teach. 

"Dr.  Ward  followed  out  a  standard  hysterectomy  technic, 
standardized  at  the  Woman's  Hospital.  For  instance,  in  reporting 
the  operation,  when  dictating  to  his  stenographer  afterward,  he 
said,  'Median  incision;  supravaginal  hysterectomy;  standard 
technic,'  and  if  any  one  wants  to  find  out  just  what  that  technic  is, 
he  can  go  to  the  office,  consult  a  card  which  they  have  there  and 
can  see  just  what  the  standard  supravaginal  hysterectomy  technic 
is.  He  did  a  supravaginal  hysterectomy  with  removal  of  the  right 
ovary  and  tube  and  with  removal  of  the  left  tube,  conserving  the 
left  ovary,  following  out  very  carefully  Sampson's  technic  in  regard 
to  the  conservation  of  the  ovarian  blood-yessels.  The  stumps  of  the 
round  ligament  were  sutured  into  the  cervical  stump.  The  cervix 
is  then  peritonealized  by  the  anterior  and  posterior  peritoneal  flaps 
being  sutured  over  it.  Then,  as  a  routine  treatment,  the  appendix 
is  inspected.  He  has  a  standardized  operation  for  the  appendix, 
the  idea  of  standardization  being  this:  when  Dr.  Ward  came  to  the 
hospital  there  were  sLx  different  services  there  and  each  man  had 
entire  control  of  his  own  service,  each  man  doing  operations  accord- 
ing to  his  own  particular  method.  Dr.  Ward  standardized  the 
operation  for  the  hospital,  so  that  they  now  have  a  standardized 
technic  in  appendectomy,  and  the  technic  was  illustrated  by  the 
screen  pictures  on  the  wall,  to  which  I  have  already  referred. 

"There  was  a  very  good  exposure  of  the  field  of  operation  at  all 
times  during  the  operation.  The  gall-bladder  was  inspected  as 
a  routine.  Dr.  Ward  has  his  own  peritoneal  suture.  The  peri- 
toneum is  faced  so  as  to  leave  no  raw  surfaces  within  the  peritoneal 
cavity.  After  the  peritoneal  suture  is  placed,  the  rectus  is  tacked 
back  toward  its  fellow.  The  fascia  is  sutured  to  the  upper 
surface  of  the  recti,  and  all  dead  space  is  obHterated.  /\11  oozing 
points  are  carefully  ligated.  In  all  the  cases  where  there  has  been 
oozing  those  are  the  ones  which  break  down,  and  you  can  practically 


NEW   YORK   OBSTETRICAL   SOCIETY  803 

take  every  case  which  is  infected  and  say  that  there  has  been  a  very 
marked  oozing  present. 

"Now,  all  the  suture  tying  is  also  standardized,  which  is  rather 
interesting.  Dr.  Ward  uses  stay  sutures  and  after  the  skin  has  been 
sutured  with  subcuticular,  the  skin  is  then  washed  off  with  ether 
and  the  dressings  are  applied.  The  stay  suture  is  tied  over  a  bolster 
wdth  two  bolsters  on  each  side.  The  lower  layers  of  adhesive  are 
strapped  very  tightly;  the  upper  layer  is  strapped  lightly,  so  if 
the  abdomen  should  distend  there  would  be  some  allowance  for 
the  distention. 

"After  the  patient  has  been  operated  on,  a  special  card  is  handed 
to  the  anesthetist,  which  he  fills  out,  noting  thereon  the  anesthetic 
used,  the  date  of  operation,  the  number  of  sutures  to  be  removed 
and  the  number  of  drains,  etc. 

"The  hospital  stenographer  then  comes  in  and  he  dictates  to  her 
the  completed  details  of  the  operation  and  the  operative  procedures 
pursued,  cutting  out  lots  of  useless  words  by  occasionally  saying, 
'Standard  technic' 

"After  Dr.  Ward  had  finished,  we  were  given  a  very  interesting 
talk  on  the  standardization  of  the  preparation  of  patients,  by  Dr. 
Farrar. 

"I  understood  Dr.  Ward  to  say  that  no  patient  in  the  hospital  less 
than  forty-eight  hours  is  operated  upon,  the  point  being  that  no 
patient  coming  into  the  hospital  is  operated  on  immediately,  unless 
the  case  has  been  worked  up.  The  cases  are  all  worked  up.  The 
result  of  this  is  that  there  is  much  careful  work  and  preparation  of 
the  patients  before  operation." 

Dr.  William  P.  Pool. — "I  also  was  impressed,  not  only  with  the 
beauty  and  general  appointment  of  the  Woman's  Hospital,  but  with 
the  spirit  of  unanimity  and  standardization  which  was  apparent 
in  all  the  departments  which  we  had  the  privilege  of  visiting. 

"The  first  case  I  saw  was  the  reoperation  of  a  patient  who,  several 
years  ago,  had  had  an  abdominal  section  for  pelvic  inflammatory 
disease.  The  fijrst  operator  had  undertaken  to  conserve  the  ovary 
and  tube  on  the  right  side,  with  the  result  with  which  we  are  all 
unfortunately  too  familiar  in  many  such  attempts.  The  patient 
had  not  been  comfortable  since  the  first  operation,  her  complaint 
being  general  abdominal  pain,  menorrhagia,  and  metrorrhagia. 
These  symptoms  had  been  increasing  in  severity,  and  this  afternoon 
Dr.  Broun  reoperated,  removing  the  uterus  entire,  together  with 
the  remaining  tube  and  ovary.  He  stated  that  he  had  expected  to 
find  adhesions,  and  certainly  was  not  disappointed,  everything  was 
adherent.  The  transverse  colon  was  dragged  into  the  pelvis  and 
fixed  there;  the  uterus  and  adnexa  were  buried  in  a  dense  mass  of 
adhesion,  and  the  bladder  was  adherent  in  the  suprapubic  region, 
and  was  much  in  the  operator's  way.  While  these  matters  compli- 
cated the  operation,  the  diflSculties  were  finally  overcome,  and  the 
mass  promptly  removed.  This  is  interesting  as  an  illustration  of 
the  fallacy  of  conser^^atism  which  is  practised  with  the  best  intentions 
in  many  cases  of  pelvic  inflammatory  disease. 
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"It  falls  to  me  also  to  report  the  second  case  operated  by  Dr. 
Ward.  This  was  one  of  the  commonest  and  at  the  same  time  the 
most  interesting  conditions  which  come  under  the  gynecologist's 
hands,  a  plastic  case. 

"In  his  opening  remarks  Dr.  Ward,  who  was  conducting  his  cHnic 
as  in  the  presence  of  a  student  section,  called  attention  to  the  fact  that 
curetment  is  a  much  misused  and  often  an  unnecessary  operation, 
and  that  its  chief  value  is  as  a  diagnostic  measure.  It  was  for  this 
purpose  that  it  was  used  in  this  case.  While  the  patient  was  curetted 
by  an  assistant,  Dr.  Ward  exhibited  a  clay  model  of  the  uterus, 
which  when  split  open  showed  graphically  the  uterine  cavity  with 
its  irregularities,  and  it  was  pointed  out  that  the  operator  often 
fails  to  follow  these  irregularities,  and  thus  fails  to  make  a  complete 
job  of  the  curetment.  Two  curets  were  used,  one  with  the  cut- 
ting edge  in  front  to  attack  the  anterior  wall,  and  the  other  with  the 
cutting  edge  at  the  back  to  be  appHed  to  the  posterior  wall.  By 
this  means  the  instrument  in  use  always  conforms  to  the  normal 
curve  of  the  canal.  A  third  and  much  smaller  curet  was  then 
introduced  into  the  cornua,  and  those  areas  were  scraped.  A  point 
in  the  technic  of  this  curetment  which  appealed  to  me  was  the 
use  of  a  small  gauze  bag  which  was  so  attached  to  the  lower  end  of 
the  weighted  speculum  that  it  received  the  curettage.  By  simply 
running  water  through  this  bag  the  blood  might  be  washed  away, 
and  the  solid  contents  retained  for  examination. 

"Dr.  Ward  then  took  the  operation  into  his  own  hands,  and  v/ith- 
out  going  into  a  detailed  description  of  the  work,  I  want  to  mention 
one  or  two  points  of  difference  between  his  technic  and  that  which 
I  am  accustomed  to  follow  under  similar  conditions.  There  was  a 
large  cystocele  to  be  treated  first.  The  anterior  vaginal  wall  was 
picked  up  at  two  points,  one  just  below  the  urinary  meatus,  the 
other  in  front  of  the  cervix.  A  vertical  incision  in  the  median  line 
between  these  two  points  was  then  made  with  a  knife,  and  the  vaginal 
wall  dissected  on  each  side  from  the  bladder  with  scissors  and  gauze. 
The  dissection  was  wide  and  complete,  but  was  accompanied  by  an 
annoying  amount  of  bleeding  from  the  veins  which  are  always  encoun- 
tered in  this  region.  A  method  which  I  prefer  is  as  follows:  The 
cervix  is  pulled  forward  with  a  tenaculum  forceps,  and  an  incision 
through  the  vaginal  plate  is  made  at  the  vaginocervical  junction 
with  a  blunt-pointed  scissors.  The  scissors  are  passed  into  this 
opening  and  made  to  dissect  their  way  between  the  anterior  vaginal 
wall  and  the  bladder  to  within  half  an  inch  of  the  meatus.  By 
spreading  the  blades  of  the  scissors  and  withdrawing  them  the  separa- 
tion of  the  tissues  is  accomplished  rapidly.  After  the  vaginal  wall 
has  been  divided  in  the  median  line  the  dissection  is  completed  with 
gauze.  The  advantages  of  this  method,  as  they  appear  to  me,  are: 
rapidity,  less  danger  of  injuring  the  bladder,  and  less  traumatism 
to  the  vestibular  veins. 

"The  bladder  was  liberated  from  the  uterus  in  the  usual  manner, 
and  was  fixed  by  a  one  point  suspension  high  on  the  anterior  face 
of  the  uterus.     By  this  means  it  was  rotated  upon  itself,  after  the 
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manner  of  Goffe,  and  the  bulging  portion  straightened.  After 
removing  a  strip  of  the  vaginal  wall  from  each  side  of  the  incision, 
the  operator  placed  a  suture  which  entered  the  vaginal  plate  on  one 
side  at  the  edge  of  the  wound,  and  about  midway  between  the  meatus 
and  the  cervix,  included  the  pillar  of  the  bladder,  was  passed  into 
the  uterine  wall  just  below  the  new  attachment  of  the  bladder, 
and  picked  up  the  corresponding  structures  on  the  opposite  side. 
When  this  was  tied  it  caused  a  sharp  angulation  of  the  vaginal  wall, 
the  anterior  portion  of  which  was  thus  made  to  form  a  sling  for  the 
support  of  the  bladder.  The  incision  was  then  closed  above  and  below 
this  point,  the  lower  sutures  including  the  cervix  to  prevent  dead 
space. 

"In  order  to  cure  a  cystocele  it  is  necessary  not  only  to  free  the 
bladder,  and  to  raise  it  to  a  higher  level,  but  also  to  obliterate  the 
space  which  was  occupied  by  the  bladder  in  its  false  position.  All 
of  these  requirements  are  met  by  Dr.  Ward's  operation,  a  procedure 
that  I  have  followed  many  times,  and  it  will  undoubtedly  prevent 
this  bladder  from  coming  down  again.  There  is,  however,  an 
objection  to  it,  at  least  in  the  results  that  I  have  obtained,  and 
because  of  which  I  gave  it  up  some  time  ago.  It  pulls  the  cervix 
forward.  A  glance  at  the  mechanics  of  the  proposition  will  show 
readily  why  this  must  be  so.  The  free  uterus  swinging  forward  and 
backward  about  its  pivotal  point,  at  the  level  of  the  parametrium, 
is  easily  displaced  by  any  pressure  or  traction.  The  new  attach- 
ment of  the  anterior  vaginal  wall  causes  a  forward  traction,  the 
greater  effect  of  which  is  produced  upon  the  longer  pole,  and  the 
longer  pole  is  the  lower  unless  the  upper  vaginal  attachment  is  carried 
very  high  on  the  face  of  the  uterus.  Thus  unless  one  does  what  is 
practically  an  interposition  operation,  there  is  likelihood  of  causing 
a  forward  displacement  of  the  cervix,  and  a  backward  displacement 
of  the  corpus  uteri.  This  patient  being  forty-three  years  old,  her 
last  pregnancy  having  occurred  fourteen  years  ago,  and  her  last 
menstruation  seven  months  ago,  I  think  that  I  should  have  preferred 
to  do  the  complete  interposition. 

"The  remainder  of  the  operation  was  for  the  correction  of  a 
moderate  rectocele.  The  usual  rectangular  denudation  of  the  poste- 
rior vaginal  wall  was  done,  the  dissection  being  carried  considerably 
higher  and  wider  than  the  borders  of  the  excised  portion.  This 
left  a  loose  flap  of  vaginal  wall  about  the  edges  of  the  wound.  The 
bulging  rectum  was  drawn  upward  and  tucked  under  this  flap  by  a 
suture  that  was  passed  in  the  median  line  above  the  angle  of  the 
wound  and  included  the  rectal  sheath  below.  The  wound  was  then 
closed  from  above  downward  by  interrupted  sutures  which  included 
only  the  vaginal  plate,  to  a  point  just  above  the  mucocutaneous 
junction.  Through  the  small  opening  that  remained,  a  little  further 
dissection  was  done,  and  the  lower  end  sof  the  puborectalis  muscles 
were  brought  together  by  buried  stitches.  The  skin  wound  was 
closed  by  a  subcuticular  stitch.  The  final  effect  of  this  technic 
was  a  very  neat  restoration  of  the  posterior  vaginal  wall. 

"The  only  question  that  I  would  raise  is  as  to  the  permanency  of 


806  TRANSACTIONS    OF   THE 

the  result.  The  very  low  symphysis  of  the  muscles  offers  but  little 
support  from  those  structures,  and  the  rectum  is  held  in  place  only 
by  its  covering  of  posterior  vaginal  wall.  In  extensive  and  long 
standing  rectoceles  the  vaginal  plate  is  attenuated  and  weak,  and 
may  be  incompetent  in  itself  to  hold  the  rectum  back.  It  is  my 
practice  to  draw  the  muscles  together  at  a  much  higher  point,  and 
thus  place  a  combined  facial  and  muscular  barrier  between  the 
rectum  and  the  vagina. 

"In  conclusion  I  want  to  express  a  word  of  thanks  for  the  courtesy 
we  have  received,  and  of  congratulation  to  Dr.  Ward  and  his  associ- 
ates upon  their  wonderful  hospital  and  upon  the  organization  which 
is  established  there.  The  atmosphere  of  the  operating  room  was 
ideal,  and  the  attention  and  intentness  of  the  assistants  are  evidence 
of  the  spirit  which  exists  in  the  staff.  This  hospital  cannot  fail  to 
accompUsh  big  things." 

Dr.  Eliot  Bishop  said  that,  at  the  suggestion  of  Dr.  Hyde, 
he  made  an  inspection  of  the  Obstetric  Department  of  the  Woman's 
Hospital,  and  that  while  he  did  not  want  to  hark  back  to  old  sub- 
jects, as  some  of  the  members  had  heard  him  discuss  recently  the 
subject  of  the  personnel  of  a  Gynecologic-Obstetric  Service,  still 
he  felt  there  were  two  underlying  faults:  first,  the  physical  plant, 
which  was  built  and  equipped  for  gynecology  without  an  obstetric 
department,  and,  second,  the  organization  of  personnel  which  showed 
no  coaHtion  between  gynecology  and  obstetrics. 

The  delivery-table,  he  stated,  he  was  very  much  interested  in,  and 
characterized  it  as  the  best  one  he  had  ever  seen.  Dr.  Bishop  said  it 
is  efficient  and  effective  and  fairly  comfortable.  The  mattress 
might  be  thicker,  for  patients  on  it  are  frequently  conscious.  It  is 
possible  to  get  a  Trendelenburg  posture  quickly  with  this  delivery- 
table,  something  at  times  very  necessary.  They  also,  he  said,  have  a 
very  ingenious  device  in  the  form  of  a  tray  which  can  be  "slid  around 
quickly  in  front  of  the  patient,  and  they  can  deposit  on  it  a  baby  or, 
in  case  it  is  necessary  to  do  reparative  work,  the  instruments  and 
sutures,  doing  away  with  the  inconveniences  of  the  old-fashioned 
drop-leaf." 

Passing  on  to  a  consideration  of  the  nursery,  the  doctor  said  the 
nursery  still  used  the  old  custom  of  a  wagon  for  the  babies,  though 
the  babies  were  placed  head  to  feet;  baskets  incorporated  as  a  part 
of  the  wagon  saved  handling  and  reduced  the  chance  of  carrjdng 
infection  from  one  baby  to  another. 

Dr.  Leroy  Broun  in  reply,  said:  "I  have  nothing  special  to 
say,  except  with  reference  to  the  protection  of  the  anesthetist  from 
the  field  of  operation.  It  is  the  uniform  custom  of  the  hospital  to 
have  a  screen  in  front  of  the  anesthetist.  At  first  it  was  rather  high 
and  with  the  patient  in  the  extreme  Trendelenburg  or  moderate 
Trendelenburg  position,  the  objection  was  that  the  patient's  face 
was  well  under  the  screen  and  it  was  difficult  to  use  the  ether  mask. 
The  other  reason  why  it  was  lowered  was  because  of  the  difficulty 
on  the  part  of  those  who  were  standing  back  in  seeing  the  field  of 
operation.  It  is  the  uniform  custom,  however,  to  have  the  screen 
in  place. 
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"Concerning  the  small  bag  which  is  put  under  the  weighted  specu- 
lum to  catch  the  curetings,  that  is  a  plan  which  has  been  in  use 
in  the  hospital  for  many  years.  It  is  an  admirable  arrangement, 
in  that  it  preserves  all  the  curetings  for  pathological  examination 
without  any  difficulty,  and  in  washing  out  the  vagina  afterward 
it  preserves  that  free  of  any  clots.  This  bag  was  first  saturated 
and  put  in  use  by  Dr.  Grad. 

Dr.  Franklin  A.  Dorman. — "I  would  like  to  say  just  a  word 
in  reply  to  Dr.  Bishop's  very  courteous,  just  criticism. 

"We,  of  course,  recognize  the  inadequacy  of  the  present  plant 
and  yet  feel  as  though  it  were  a  very  wrong  thing  to  be  at  all  critical 
when  one  considers  how  much  has  been  accomplished  in  that  de- 
partment in  the  course  of  three  years'  time." 

Continuing,  he  said:  "The  criticism  of  patients  in  a  common 
labor  room  I  cannot  quite  understand,  because  there  are  liable  to 
be  two,  three  or  even  four  cases  in  the  service  at  night,  and  I  do  not 
see  how  they  can  have  special  nursing  supervision  and  a  separate 
room.  "I  do  feel  that  every  adequate  maternity  hospital  should 
have  two  sets  of  labor  rooms;  that  is,  the  first  stage  in  one  room  and 
those  in  the  second  stage,  but  perhaps  not  yet  ready  for  the  delivery- 
table,  in  a  second-stage  labor  room. 

Dr.  George  G.  Ward,  Jr. — "  It  does  one  good  to  hear  one's  friends 
criticize  in  a  friendly  way,  as  has  been  done  this  evening,  and  I  am 
most  anxious  to  profit  by  the  mistakes  that  I  make.  Nobody 
expects  to  attain  perfection,  therefore,  if  you  point  out  our  errors, 
it  gives  us  something  to  strive  for. 

"There  are  a  great  many  things  in  the  Woman's  Hospital  that  are 
far  from  being  perfect  and  it  will  be  a  long  while  before  we  are  able 
to  get  it  anywhere  near  the  point  it  should  be,  considering  the  mag- 
nificent plant  that  we  have  and  the  very  generous  attitude  of  the 
Board  of  Governors. 

"In  the  first  place,  the  architect  who  built  that  hospital  did  not 
know  anything  about  the  requirements  of  surgery,  and  there  are, 
for  that  reason,  many  basic  faults  in  the  construction  of  the  operating 
rooms  and  the  operating  floor  which  make  it  extremely  difficult 
to  have  it  in  the  way  that  we  should  consider  ideal.  In  the  first 
place,  there  are  certain  disadvantages  in  the  large  amphitheatre 
which  it  is  necessary  to  overcome  for  the  benefit  of  the  spectators. 
The  seats  in  the  gallery  are  not  practical  as  you  cannot  see  anything 
from  there  satisfactorily.  I  have  taken  up  this  matter  with  the 
Board  of  Governors  and  have  succeeded  in  arranging  with  them 
to  have  a  committee  appointed  to  consult  with  an  architect  to  see 
what  improvements  can  be  made  in  the  amphitheatre  in  order  to  cor- 
rect these  defects.  We  will  probably  be  able  to  arrange  to  have 
permanent  seats  giving  a  good  view  which  can  be  reached  without 
having  to  go  through  the  operating  room.  Dr.  Hyde's  criticism 
was  perfectly  correct  in  regard  to  the  danger  of  contamination  by 
the  Head  Nurse  while  she  is  supervising,  and  we  are  doing  our 
best  to  correct  it.  It  is  really  due  to  the  fact  that  the  floor  space  is 
too  small  and  too  crowded. 
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"  I  think  in  general  the  operative  technic  at  the  Woman's  Hospital, 
as  shown  by  the  results,  is  very  good.  We  follow  up  our  work  in 
the  staff  conferences  where  we  have  all  the  infections  reported,  as 
well  as  any  other  casualties,  and  we  have  a  very  low  infection  per- 
centage. We  have  a  wound  record  sheet  in  every  case  history,  and 
each  dressing  of  the  wound  is  recorded  at  the  time  the  dressing  is 
made,  the  character  of  the  healing,  the  nature  of  the  organisms  (if 
infected),  and  the  character  of  the  dressing,  which  must  be  signed 
by  the  one  making  the  dressing.  These  details  are  abstracted  in 
the  record  room  on  a  card  index,  so  that  the  exact  status  of  the 
infections  occurring  in  the  work  of  each  surgeon  may  be  readily 
determined  at  any  time.  We  hope  to  maintain  a  check-up  of  our 
infections  by  this  method,  and  so  keep  our  asepsis  as  near  the  ideal 
as  possible. 

"Dr.  Hyde  spoke  of  the  'high'  enema,  which  I  give  during  the 
operation,  as  impracticable,  that  some  one  in  Brooklyn  had  demon- 
strated that  it  could  not  be  readily  done.  I  formerly  held  the  same 
idea,  and  I  also  believed  that  the  tube  coiled  up  in  the  rectum, 
until  Dr.  Clark,  of  Philadelphia,  showed  me  that  it  was  not  so.  I 
have  the  rectal  tube  inserted  prior  to  the  operation,  and  when  I 
open  the  abdomen  I  can  feel  it  in  the  rectum  well  up  behind  the 
uterus.  When  I  commence  to  close  the  peritoneum,  a  funnel  is 
coupled  to  the  tube,  which  is  readily  reached  where  it  has  been 
clamped  at  the  foot  of  the  table,  and  a  quart  and  one-half  of  a  solu- 
tion containing  one-half  ounce  of  bicarbonate  of  soda  at  a  tempera- 
ture of  105°  F.  is  run  into  the  rectum — this  is  'an  internal  hot-water 
bottle'  in  the  right  place  at  the  right  time,  and  it  is  very  easy  to 
demonstrate  the  transverse  colon  becoming  distended  with  the 
solution.  I  find  that  this  prevents  postoperative  shock  and  thirst, 
and  the  bicarbonate  of  soda  may  possibly  prevent  a  tendency  to 
acidosis. 

"  Dr.  Hyde  has  spoken  about  the  standardization  of  our  operations 
as  a  feature  of  the  work  at  the  Woman's  Hospital.  I  would  like 
to  say  in  that  connection  that  while  I  have  standardized  procedures 
for  my  own  particular  work,  this  does  not  necessarily  apply  to  my 
associates.  I  am  afraid  you  may  have  received  the  impression  that 
I  require  every  man  on  the  staff  to  operate  according  to  my  way  of 
doing  things.  Such  is  not  the  case.  I  do  not  believe  that  would 
be  wise,  as  I  think  the  individuality  of  the  operator  must  not  be  inter- 
fered with.  He  must  feel  free  to  use  his  own  methods  of  producing 
results. 

"Now  with  regard  to  various  points  in  my  technic  which  have 
been  spoken  about.  The  scratch  marks  made  on  the  skin  prepara- 
tory to  the  incision — these  are  simply  guides  to  enable  one  to  more 
accurately  approximate  the  cut  surface  when  suturing.  It  is  sur- 
prising to  find  how  inaccurately  one  will  sew  up  the  skin  if  some  such 
aid  is  not  used.  Carrel  has  demonstrated  that  the  heaUng  of  wounds 
is  much  more  rapid  and  perfect  if  the  tissues,  which  have  been 
severed,  are  exactly  approximated. 

"In  answer  to  the  criticism  that  has  been  made  against  dis- 
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secting  the  rectus  muscle  from  its  sheath  and  displacing  it  to  one 
side,  as  I  do  in  making  the  abdominal  incision,  on  account  of  a 
paralysis  of  the  muscle  occurring,  I  grant  that  this  may  be  true  if 
you  dissect  the  muscle  eniirely  out  of  its  sheath  and  destroy  its 
nerve  supply,  but  I  do  not  do  this.  I  incise  the  skin  and  fat  in 
the  median  line,  then  dissect  them  off  the  sheath  of  the  left  rectus 
muscle  and  open  the  rectus  sheath  about  i  inch  from  the  median  line. 
The  muscle  is  then  displaced  to  one  side  without  dissecting  it  from 
its  sheath,  except  for  about  one-half  of  its  inferior  border  just  suffi- 
cient to  enable  me  to  pick  up  and  open  the  peritoneum  under  the 
center  of  the  muscle.  I  have  followed  this  plan  for  a  number  of 
years  and  have  yet  to  see  a  paralysis,  or  a  weak  muscle  resulting. 
When  the  wound  is  closed  and  the  parts  are  replaced,  it  means  that 
instead  of  having  an  incision  straight  through  the  abdominal  wall, 
the  rectus  muscle  is  interposed  and  this  does  away  with  the  liability 
of  hernia.  It  gives  the  advantages  of  the  Pfannenstiel  incision  with- 
out its  disadvantages. 

"As  to  the  criticism  against  the  use  of  gauze  to  dam  off  the  in- 
testines, I  appreciate  the  objections  to  it,  but  so  far  I  have  been 
unable  to  find  a  substitute  which  is  generally  satisfactory.  The 
gauze  roll  I  use  is  soaked  in  salt  solution  and  great  gentleness  is 
employed  in  placing  it.  Dr.  Bissell  has  devised  a  rubber  dam 
envelope  which  contains  a  piece  of  toweling  to  give  the  necessary 
body  and  for  absorption  purposes.  These  rubber  envelopes  are 
very  satisfactory  in  most  cases  and  probably  cause  less  irritation  of 
the  peritoneal  surfaces  than  any  other  foreign  body.  However,  we 
find  great  difficulty  in  getting  these  envelopes  made.  At  the  present 
they  are  made  by  one  of  the  nurses  and  it  takes  a  great  deal  of  time. 
Another  disadvantage  is  that  they  are  constantly  breaking  because 
the  cement  on  the  edges  does  not  hold  after  one  or  two  boilings. 
I  am  hoping  that  Dr.  Bissell  will  be  able  to  have  some  made  by  the 
rubber  manufacturers  in  some  such  way  as  to  make  them  more 
durable.  Dr.  Holden's  method,  which  I  saw  him  use  in  the  Green- 
point  Hospital,  of  using  nothing  at  all,  is  all  right  if  the  intestines 
are  collapsed  and  the  patient  is  thoroughly  anesthetized  throughout 
the  operation.  In  some  cases  these  conditions  prevail,  but  in  others 
they  do  not,  in  which  case  I  believe  it  is  impossible  to  avoid  trauma 
of  the  intestines  in  doing  deep  pelvic  work,  and  I  consider  the 
careful  use  of  gauze  preferable. 

"A  criticism  was  made  that  the  operating  field  was  not  protected 
from  the  anesthetist.  I  do  not  consider  this  criticism  well  taken 
because  there  is  a  wire  loop  on  the  head  of  the  table  over  which  the 
sheet  goes.  I  am  in  the  habit  of  having  it  folded  down  as  low  as 
possible  so  as  not  to  interfere  with  the  view  of  the  spectators,  and 
that  may  have  given  the  impression  that  is  was  not  used. 

"In  answer  to  Dr.  Pool's  criticism  of  the  second  operation,  which 
I  did,  as  to  the  possibility  of  the  cervix  pointing  forward  instead 
of  backward,  everything  depends  upon  the  proper  attachment  of 
the  anterior  vaginal  wall  'above  the  internal  os.'  If  the  vaginal 
wall  is  attached  high  enough  upon  the  wall,  the  cervix  will  be 
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thrown  backward.  I  had  Dr.  Holden  examine  this  case  when  I 
had  finished  and  I  think  he  will  bear  out  that  it  was  backward, 
as  I  think  it  was. 

"As  to  the  operation  for  the  rectocele,  I  have  been  doing  this 
operation  for  a  number  of  years  and  it  is  most  satisfactory  for 
large  rectoceles.  It  is  not  necessary  to  do  so  extensive  an  operation 
for  a  small  rectocele.  The  rectum  is  dissected  from  the  posterior 
vaginal  wall  nearly  to  the  cervix  and  the  rectal  pouch  is  drawn 
up  and  fastened  with  a  suture  to  the  undilated  vaginal  wall 
above,  while  the  pouched  vaginal  wall  below  is  cut  away.  It 
is  important  that  all  hemorrhage  be  taken  care  of  with  ligatures, 
otherwise  a  hematoma  may  form.  I  have  had  this  accident 
happen  in  two  cases,  but  both  were  due  to  carelessness  in  regard 
to  hemostasis. 

"The  use  of  the  subcuticular  suture  closing  the  skin  of  the  perineal 
wound  has  proved  most  satisfactory  in  my  hands,  and  in  some  in- 
stances, I  have  had  to  argue  with  the  nurses  as  to  whether  the 
patient  had  had  a  perineal  operation  or  not,  as  it  does  away  with 
the  usual  discomfort  to  the  patient  and  makes  an  almost  invisible 
scar. 

"I  wish  to  say  a  word  in  answer  to  the  criticism  on  the  Obstetrical 
Department  of  the  hospital.  The  hospital  was  not  built  with  the 
idea  of  providing  for  obstetrical  cases,  although  the  charter  of  the 
hospital  allows  for  the  practice  of  obstetrics.  It  has  only  been  within 
the  last  few  years  that  an  obstetrical  ward  has  been  open,  and  it 
was,  therefore,  necessary  to  adapt  the  existing  conditions  to  obstetri- 
cal purposes,  and  the  best  that  was  possible,  under  the  circumstances, 
has  been  done.  Until  we  can  build  a  new  addition,  it  will  not  be 
possible  to  have  things  ideal.  I  am  a  great  believer  in  the  opinion 
that  a  man  is  a  better  gynecologist  if  he  knows  something  about 
obstetrics,  and  I  have  arranged  that  our  Junior  Internes  have  a 
short  service  in  that  department.  The  Obstetrical  Department  is 
certainly  doing  good  work,  although  under  conditions  that  are  not 
perfectly  satisfactory. 

Dr.  O.  Paul  Humpstone  presented  the  following  report  of 
his  visit  as  critic  to  the  Lying-In  Hospital. — ^"Your  Committee 
attended  the  Lying-In  Hospital  this  afternoon  in  the  services  of 
Dr.  Davis  and  Dr.  Kosmak. 

"As  would  be  expected  in  an  institution  with  an  international 
reputation,  such  as  this  hospital  has,  the  technic  and  the  manage- 
ment present  many  points  of  interest  to  any  one  who  will  go  there 
and  study  them. 

"First  of  all,  in  regard  to  antepartum  care :  All  primiparae  and  all 
abnormal  cases  are  seen  by  an  attending  surgeon  in  the  Out-patient 
Department.  There  is  an  antepartum  clinic  held  every  day,  which 
is  well  attended.  The  cases  are  seen  once  a  month  up  to  the  time  they 
are  six  or  seven  months  pregnant  and  then  every  two  weeks.  During 
these  examinations  the  four  essential  features  of  an  antepartum 
examination   are    observed,    namely,    measurement  of  the    height 
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of  the  fundus  to  be  sure  of  the  proportionate  development  of  the 
fetal  ovoid;  the  fetal  heart  is  listened  for;  the  blood  pressure  is 
taken;  and  the  urine  examined.  All  pelvic  examinations  down 
there  are  vaginal  examinations.  They  are  not  believers  in  the 
value  of  the  rectal  examination. 

"Dr.  Kosmak  took  us  up  into  the  Solarium  and  showed  us  four 
cases  of  conservative  treatment  of  pregnant  women  with  patho- 
logical lesions,  in  the  effort  to  carry  these  women  to  viability  of 
their  children. 

"The  first  case  was  one  of  hyperthyroidism  comphcating  preg- 
nancy. She  had  previously  been  operated  on;  both  lobes  removed, 
but  with  an  evident  recurrence  in  the  isthmus.  There  was  a  tumor, 
about  the  size  of  a  small  hen's  egg.  She  had  quite  marked  symp- 
toms. While  she  did  not  complain  of  any  dyspnea  except  on 
exertion,  her  respirations  were  rapid  and  the  pulse  120.  She  came 
under  observation  when  she  was  five  months'  pregnant  and  she  had 
now  been  carried  to  the  end  of  the  seventh  month.  In  addition  to 
her  pregnancy,  complicated  by  hyperthyroidism,  the  doctor  found 
upon  examination  that  she  had  what  he  says  was  a  central  placenta 
previa,  meaning,  I  presume,  a  complete  placenta  previa.  Just 
how  he  could  be  sure  it  was  a  central  placenta  previa  I  do  not 
know  except  in  that  it  was  a  complete  placenta  previa  over  the 
internal  os.  He  proposes  to  carry  this  woman  along  until  the  eighth 
month  and  then  intends  to  insert  a  No.  3  bag  extraovularly  for  the 
purpose  of  getting  dilatation,  and  then  going  in  when  the  bag  comes 
through  and  do  a  rapid  extraction  after  complete  dilatation  of  the 
cervix  is  effected.  In  the  meantime  she  is  being  treated  with  iodid 
of  iron  at  the  suggestion  of  Dr.  John  Rogers.  There  was  some 
discussion  among  those  present  about  the  advisabiHty  of  the  use  of 
the  extraovular  bag  and  why  the  woman  should  be  induced  at  the 
eighth  month. 

"The  second  case  was  one  which  came  in  at  six  and  a  half  months 
with  a  resolving  double  pneumonia  (influenzal)  and  a  double  pyelitis 
without  temperature  and  a  positive  sputum  for  tuberculosis,  the 
interesting  features  being  no  temperature  from  her  pyelitis  and  no 
active  symptoms  from  her  tuberculosis.  At  eight  months  they 
reduced  labor  and  succeeded  in  getting  a  live  baby.  Following  her 
accouchement  she  showed  some  active  symptoms  from  her  tubercu- 
losis and  she  was  being  kept  out  of  doors  up  in  the  solarium,  a  fine  large 
open-air  ward  used  for  septic  and  other  cases  benefited  by  such  treat- 
ment. She  was  fed  up  and  for  her  pyelitis  she  received  a  treatment 
which  we  have  not  done  very  much  with  in  Brooklyn.  She  was 
given  methylene)  blue  rather  than  the  alternating  urotropin  and 
alkali  treatment,  this  being  Dr.  Bugbee's  idea,  although,  of  course, 
not  original  in  his  hands. 

"The  third  case  which  he  pointed  out  to  us  was  an  antepartum 
pyelitis,  without  temperature,  with  a  colon  bacillus  infection  and 
pus  from  both  pelves,  in  which  the  passage  of  the  ureteral  catheter 
met  with  an  obstruction  about  4  inches  from  the  bladder,  in 
which   Dr.  Bugbee  felt  there  was  some  constriction  of  the  ureter 
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which  predisposed  to  the  pyelitis.  He  had  passed  a  catheter  up  into 
the  pelvis  of  the  kidney  and  drained  for  several  days  and  she  was 
progressing  satisfactorily,  but  had  not  yet  been  delivered. 

"The  fourth  case  was  a  rather  interesting  case  in  which  some  of 
us  disagreed  with  Dr.  Kosmak  on  the  question  of  diagnosis.  She 
had  an  abortion  at  six  months  and  was  seen  by  Dr.  Kosmak  out- 
side in  consultation,  with  a  history  of  a  retained  placenta  which 
the  doctor  (not  Dr.  Kosmak)  had  removed  and  then  curetted  her 
three  days  after  the  miscarriage  (manual  curettage,  I  take  it)  thor- 
oughly. Eight  or  nine  days  after,  she  had  a  chill  and  a  rise  of  tem- 
perature; then  Dr.  Kosmak  saw  her  and  she  was  brought  into  the 
hospital.  Her  blood  culture  showed  a  hemolytic  streptococcus. 
Dr.  Kosmak  made  only  one  vaginal  examination  on  her  at  that  time 
and  found  no  focalization  at  all  in  the  pelvis,  and  he  believed  none 
had  occurred  later.  The  essence  of  the  treatment  had  been  that 
she  was  put  up  in  the  solarium  in  an  elevated-head  position  and  was 
given  three  transfusions.  After  the  second  transfusion  she  was 
considerably  improved  and  after  the  third  transfusion  she  was  very 
much  better,  the  temperature  gradually  coming  down  to  normal. 
She  had  had  a  temperature  which  had  been  shooting  up  and  down 
each  day,  with  chills.  Several  days  after  the  third  transfusion, 
after  the  temperature  had  come  down  gradually  without  any  more 
chills,  she  suddenly  went  into  collapse  and  a  chill,  and  she  began  to 
cough  up  some  bloody  sputum.  Some  of  us  thought  that  there  must 
have  been  a  pelvic  thrombophlebitis  and  she  probably  had  an  embo- 
lus which  landed  up  in  her  lung. 

Dr.    Gordon   Gibson    reported  on   the   delivery-room  technic. 

"There  were  one  or  two  points  which  were  very  interesting  in 
regard  to  the  delivery  of  normal  cases,  and  those,  of  course,  are  the 
cases  that  we  are  most  interested  in,  because  we  have  more  normal 
deliveries  than  anything  else. 

"There  were  two  factors  that  the  Committee  questioned.  The 
first  in  this;  in  the  Out-patient  Department  men  are  sent  out  to 
take  care  of  these  cases  and  they  are  expected  to  report  the  prog- 
ress of  cases  to  the  hospital  every  two  hours,  determined  by  two 
hourly  vaginal  examination.  We  say  this  in  all  friendliness,  of  course. 
But  to  some  of  us  who  have  been  trained  along  different  lines  the 
question  arose  (and  perhaps  this  will  start  some  discussion,  and 
that  is  what  we  all  hope  for)  whether  a  two  hourly  vaginal  exami- 
nation in  the  homes  through  an  unshaved  vulva  with  the  naked 
hand  after  scrubbing,  whatever  that  may  mean,  with  soap  and  water 
and  three  in  looo,  2000,  or  3000  bichlorid  solution  is  perhaps  the  best 
thing,  is  something  for  you  and  not  for  me  to  decide.  Dr.  Davis  has 
certain  statistics  to  prove  the  efficiency  and  justification  of  that 
procedure.  Of  the  house  cases,  admitted  to  the  receiving  room,  a 
similar  examination  is  made  through  an  unshaved  vulva.  The  case 
then  goes  to  the  ward  and  is  there  shaved.  When  the  time  arrives 
for  the  woman  to  be  delivered  she  is  taken  to  a  delivery  room.  It 
is  very  large  with  a  very  high  ceiling.  Two  wires  run  across  support- 
ing curtains  which  divide  it  into  three  rooms.     One  of  these  can  be 
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called  an  open  work-room  or  an  ante-room.  The  other  two  are 
delivery  rooms.  Each  of  these  delivery  rooms  is  a  unit  in  itself.  It 
is  always  set  up.  That  means  that  at  any  time  those  rooms  are 
ready.  There  is  a  table  for  the  patient  and  a  basket  for  the  baby 
and  an  anesthesia  tray.  In  Dr.  Davis'  clinic  they  always  give 
chloroform.  There  is  a  scrub-up  table  with  several  swabs 
and  a  big  piece  of  cotton  waste,  from  which  the  nurse  takes 
ofiF  what  she  thinks  is  necessary,  a  bowl  of  soap,  a  pitcher  of  sterile 
water  and  a  pitcher  of  iodin  solution. 

"  The  patient  is  brought  in  and  put  on  the  delivery  table.  A  nurse 
scrubs  up  carefully,  very  carefully,  and  puts  on  a  pair  of  gloves 
and  gives  the  patient  the  most  thorough  bath  she  has  perhaps  ever 
had  in  her  life,  and  it  was  interesting  to  see  the  way  in  which  she 
did  it.  She  scrubbed  the  left  side  of  the  abdomen  first;  then  she 
walked  around  and  scrubbed  the  right  side  of  the  abdomen,  and 
then  she  came  back  and  scrubbed  the  left  thigh  and  the  left  side 
of  the  vulva  and  then  the  right  side.  It  was  a  very  thorough  cleans- 
ing of  the  immediate  field  of  delivery.  Now,  in  scrubbing  up 
this  patient  the  nurse  was  very  careful  in  washing  off  the  vulva. 
The  vagina  was  not  entered  at  all.  After  going  over  her  with  soap 
and  water  a  pitcher  of  sterile  water  was  poured  over  (her)  and  then 
a  pitcher  of  iodin  solution  was  poured  over.  After  that  the  patient 
was  picked  up  by  the  second  nurse  by  the  legs,  turned  back  and  a 
sterile  sheet  run  over  the  whole  lower  half  of  the  table.  The  legs 
were  well  held  up  and  the  nurse  slipped  on  a  pair  of  sterile  leggins. 
Then  the  legs  were  allowed  to  fall  down  and  she  went  to  the  other 
table,  which  was  kept  constantly  ready,  took  off  the  gloves,  put  on 
her  gown,  put  on  her  regular  gloves,  and  then  she  draped  another 
sheet  over  the  lower  part  of  the  patient's  abdomen,  so  there  were 
two  sheets  and  two  leggins  covering  all  essential  parts  of  that  patient. 
It  really  was  a  very  extensive  preparation.  Thus  you  had  a  large 
sterile  field,  in  contradistinction  to  Dr.  De  Lee's  field,  which  he 
told  us  about  here  some  years  ago.  Then  the  immediate  delivery 
table  itself  has  three  basins  on  it,  on  one  of  which  they  pour  a  i 
per  cent,  lysol  solution  for  the  vulva,  with  which  I  think  we  all  agree. 
The  other  basin  contained  boric  acid  solution  and  the  third  a  i  per 
cent,  solution  of  silver  nitrate.  Towels,  about  a  half-dozen  swabs 
of  cotton  and  some  gauze,  wipes  and  vulvar  pads  were  provided. 
The  first  thing  the  house  surgeon  did  was  to  take  a  swab  of  i  per 
cent,  lysol  solution  and  carefully  separating  the  labia,  washed  down- 
ward through  the  folds  of  the  labia  minora  and  the  entrance  of  the 
vagina  and  introitus  before  examination.  That  is  all  for  an  ordinary 
delivery.  Now,  if  anything  happens,  forceps  and  instruments  for  a 
small  or  a  large  perineorrhaphy,  as  they  call  it,  are  ready  in  a  sterile 
package  wrapped  up  in  two  layers  of  towels.  They  are  easy  to  reach, 
easy  to  be  gotten  at,  so  that  one  could  hardly  imagine  anything  that 
might  happen  short  of  a  Cesarean  or  a  pubiotomy,  and  the  whole  thing 
was  a  beautiful  exposition  of  what  a  delivery  room  could  be.  They 
could  deliver  two  cases  simultaneously,  each  one  being  absolutely 
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separate  from  the  other,  and  I  think  that  the  Committee  had  no 
criticism  whatever  in  regard  to  the  technic. 

"The  two  questions  that  I  personally  feel  could  be  debated  would 
be  the  routine  use  of  vaginal  and  no  rectal  examinations.  That  is  a 
question  that  each  must  decide  for  himself,  of  course.  The  other 
was  the  uniform  use  of  chloroform  for  anesthesia.  The  one  thing 
we  all  feel  is  that  we  wish  we  might  have  the  facilities  at  hand  that 
they  have,  that  we  could  use  the  amount  of  material  and,  that  we 
had  the  number  of  gloves." 

Dr.  Hermann  Grab. — "I  would  like  to  ask  Dr.  Kosmak  on 
what  ground  he  gave  iodin  in  that  case  of  hyperthyroidism." 

Dr.  Frederick  C.  Holden. — "I  would  like  to  ask  Dr.  Kosmak 
what  method  of  transfusion  was  used." 

Dr.  George  H.  Ryder. — "I  would  like  to  ask  Dr.  Kosmak  about 
that  first  patient  with  complete  placenta  previa,  if  she  was  a  primi- 
para  or  a  multipara,  and  if  he  did  not  consider  doing  a  Cesarean 
section  in  that  case  rather  than  introducing  a  bag  to  bring  on  the 
delivery." 

Dr.  George  W.  Kosmak,  in  reply,  said:  "Regarding  the  treat- 
ment of  that  case  of  hyperthyroidism,  we  felt  that  the  advice  of  an 
outsider,  a  general  surgeon  who  had  had  considerable  experience 
in  these  cases,  would  be  most  desirable  and  asked  Dr.  John  Rogers 
to  see  the  patient  and  he  advised  the  use  of  iodid  of  iron.  We 
gave  it  at  first  three  days  at  a  time,  i  grain  daily,  to  note  the  effect, 
and  found  it  brought  down  the  blood  pressure  quite  a  Httle.  Then 
we  continued  it  for  longer  periods  of  seven  days  at  a  time,  and  then 
we  omitted  it  for  a  few  days.  I  cannot  say  that  it  has  had  any 
direct  effect  on  the  thyroid.  I  measured  the  neck  and  it  constantly 
measured  i^M  inches.  During  the  past  three  months  that  I  have 
had  the  case  under  observation  there  has  been  no  increase  in  size, 
but  there  has  been  no  diminution.  The  iodid  of  iron  also  has  a 
general  tonic  effect,  which  I  think  he  probably  considered  to  be  its 
main  function  in  these  cases. 

"The  patient  is  certainly  very  much  better  off  generally  than 
she  was  when  she  came  in. 

"In  answer  to  Dr.  Holden's  question  I  would  say  that  we  used 
the  citrate  method  of  transfusion.  When  this  patient  first  came 
in,  she  was  very  weak  and  we  hesitated  about  subjecting  her  to  the 
more  prolonged  procedure  that  would  be  necessitated  by  the  syringe 
transfusion  method.  Moreover,  I  was  rather  anxious  to  try  the 
method  out.  It  is  the  first  time  that  I  have  used  it  on  a  case  of  this 
kind.  We  gave  her  500  c.c.  of  citrated  blood.  The  first  dose  was 
given  three  days  after  coming  to  the  hospital,  the  second  dose  I 
think  about  six  days  later,  and  the  third  dose  about  two  weeks  later. 
After  the  second  dose  she  showed  marked  improvement,  and  there 
was  an  actual  increase  in  the  red  cell  count,  I  think  something  like 
three-quarters  of  a  million.  The  hemoglobin  percentage  also  went 
up  about  10  points. 

"The  question  about  the  locaHzation  of  the  septic  process  in  this 
case  I  am  not  prepared  to  answer.     We  are  very  much  in  doubt  as 
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to  whether  there  was  any  locaUzation  at  any  time.  I  think  possibly 
she  had  a  thrombophlebitis  involving  some  of  the  pelvic  veins,  but 
there  were  never  any  local  symptoms  pointing  to  that;  in  fact,  there 
was  no  swelling  or  pain  in  the  legs,  and  finally  we  gave  up  any  idea 
of  a  focus  in  the  pelvis.  The  uterus  was  not  affected  and  the  only 
part  of  her  anatomy  that  has  been  affected  has  been  the  lungs.  She 
has  had  two  attacks  of  coughing  with  bloody  expectoration  and  the 
pain  in  the  chest. 

"In  regard  to  the  question  of  Dr.  Ryder  about  the  complete 
placenta  previa:  this  is  a  para-iv  with  rather  a  soft  cervix.  If  it 
were  a  para-i  we  might  consider  a  Cesarean  section  as  a  means  of 
delivery,  but  in  a  patient  like  this  I  do  not  believe  we  would  care  to 
consider  a  radical  operation.  I  don't  believe  the  woman's  gen- 
eral condition  would  have  warranted  it.  In  the  case  of  a  primipara 
abortion  at  an  earlier  month  might  have  been  considered. 

"As  Dr.  Humpstone  pointed  out  certain  of  these  cases  were 
presented  to  demonstrate  conservative  treatment  and  an  attempt 
to  carry  the  patients  along  until  a  viable  child  could  be  secured.  I 
bring  that  point  up  particularly  because  at  various  times  we  have 
been  deluged  with  cases  for  therapeutic  abortion,  the  patients  com- 
ing to  us  with  no  direct  or  other  indications  and  being  sent  in  by 
outside  practitioners  with  the  direct  request  that  they  be  aborted. 
We  do  not  abort  them  unless  that  decision  comes  from  ourselves. 
We  do  not  depend  on  the  diagnosis  or  prognosis  of  outside  physicians 
in  determining  the  treatment  of  these  cases.  I  think  that  is  a  very 
important  point  to  bring  up  because  physicians  are  only  too  apt, 
in  order  to  get  rid  of  their  cases,  to  send  them  to  the  hospital  with 
the  request  for  abortion.  We  have  a  series  of  a  considerable  number 
of  cardiac  and  nephritic  cases  and  a  number  of  others  in  which 
an  abortion  would  ordinarily  be  accepted  as  perhaps  the  routine 
method  of  treatment,  but,  on  the  contrary,  we  have  carried  them 
along  until  a  live  child  could  be  secured. 

Dr.  Asa  B.  Davis  described  two  cases  of 

CESAREAN   SECTION. 

The  first  was  an  extraperitoneal  section  for  large  fetus  with  a 
history  of  former  stillbirths,  deformity  of  the  pelvis,  and  the  second 
a  classical  operation  by  the  Davis  technic,  for  contracted  pelvis  and 
history  of  previous  stillbirths. 

The  indications  for  the  two  Cesarean  deliveries  were  as  follows: 
First,  the  patient  delivered  by  extraperitoneal  hysterotomy  was 
admitted  to  the  hospital  early  this  morning.  She  states  that  this 
is  her  fifth  full-term  pregnancy.  The  first  child  was  small  and  was 
readily  delivered  by  spontaneous  labor. 

Then  followed  three  deliveries,  all  difficult  and  instrumental; 
all  of  the  children  were  unduly  large  at  birth,  all  were  seriously 
injured.  Two  eventually  recovered  and  are  still  living;  the  third 
is  a  hopeless  cripple  from  Erb's  palsy.  She  was  at  full  term  and 
slowly  beginning  labor  yesterday;  was  seen  by  her  family  physician. 
Her  membranes  ruptured  spontaneously  this  2.00  a.  m.,  and  the 
left  arm  prolapsed  into   the   vagina.     The  cervix  was  soft,  about 
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half  dilated.  She  had  had  difficult  labors,  injured  and  very  large 
children — one  is  said  to  have  weighed  12  pounds.  The  present 
fetus  evidently  was  large.  Her  doctor  sent  her  to  the  Lying-in  for 
delivery.  I  examined  the  patient  at  8.45  a.  m.  There  were  no 
uterine  contractions;  the  fetus  was  in  good  condition  and  not  being 
injured  by  compression.  Any  infection  liable  from  the  fetal  arm 
in  the  vagina  had  already  taken  place.  The  pelvis  showed  a  high 
promontory,  prominent  converging  ischial  spine,  with  the  plane  of 
the  symphysial  portion  of  the  pelvis  much  below  the  promontory. 

In  view  of  her  former  history,  the  size  of  the  present  fetus,  and 
the  contour  of  the  pelvis,  vaginal  delivery  would  have  been  very 
difficult,  with  great  danger  of  a  stillbirth  or  a  very  much  injured 
child.  With  the  membranes  ruptured  for  several  hours  and  the 
prolapse  of  the  arm  into  the  vagina,  the  danger  of  infecting  the 
mother  was  too  great  to  allow  abdominal  cesarean  section  to  be 
considered.  The  case  was  therefore  held  for  extraperitoneal  hyster- 
otomy this  afternoon.  Until  about  eight  months  ago  I  had  not 
performed  this  operation.  Since  then  this  is  my  eighth  delivery 
by  this  route.  Thus  far  all  of  the  mothers  and  six  of  the  children 
have  survived.  The  wounds  have  been  closed  without  drainage 
except  in  two  instances.  Four  wounds  broke  down  slightly,  and 
quickly  closed;  one  separated  down  to  the  fascia;  two  sloughed  rather 
deeply  into  the  fascia.  All  eventually  closed,  the  infection  appar- 
ently remaining  local,  the  patients  never  being  very  ill. 

In  recovery  from  this  operation,  drainage  occurs  through  the 
cervix  and,  if  need  be,  by  breaking  through  the  abdominal  wound. 
As  nearly  as  can  be  made  out  by  bi-manual  examination,  dense, 
extensive  adhesions  do  not  occur,  nor  is  the  mobility  and  position 
of  the  uterus  much  interfered  with.  In  the  case  in  which  the  still- 
birth occurred,  the  patient  was  said  to  have  been  in  labor  five  days. 
She  was  a  primipara,  with  contracted  pelvis.  Pituitrin  had  been 
given.  The  uterus  was  contracted  down  tightly  about  the  child. 
The  fetal  heart  was  heard  just  prior  to  starting  the  anesthetic. 
When  the  uterus  was  opened  no  pulsation  could  be  felt  in  the  cord. 
In  the  case  in  which  the  child  died,  the  history  was  similar  to  the 
preceding  case,  but  in  addition  forceps  delivery  had  been  attempted 
before  the  patient  came  to  the  hospital.  The  fetal  head  had  been 
seriously  injured,  and  the  left  side  of  the  cervix  split  far  up  in  the 
broad  ligament.  This  child  died  on  the  fifth  day  from  injuries  of 
attempted  forceps  delivery  and  long  labor. 

In  cases  in  which  infection  has  already  more  than  probably  oc- 
curred, because  labor  had  continued  for  a  very  long  time,  mem- 
ranes  ruptured,  repeated  examinations,  sometimes  with  doubtful 
regard  to  asepsis,  or  attempts  at  vaginal  delivery  have  been  made, 
this  operation  has  thus  far  proved  satisfactory.  It  is  technically 
more  difficult  to  perform  than  abdominal  Cesarean  section;  we  be- 
lieve it  has  no  place  in  assuredly  surgically  clean  cases.  In  the  pres- 
ence of  a  virulent  streptococcus  infection,  it  is  doubtful  if  the 
patient  would  long  survive  after  even  this  operation.  It  is,  however, 
a  great  improvement  upon  symphyseotomy  and  pubiotomy.  These 
operations  have  never  made  any  appeal  to  me;  I  have  never  performed 
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one.  In  witnessing  those  in  the  hands  of  other  operators,  I  have 
seen  alarming  hemorrhages,  lacerations  of  the  bladder,  vagina, 
and  cervix,  general  severe  septic  infection,  dangerous  and  prolonged 
puerperium,  slow  fibrous  union  with  delayed  ability  to  walk  and 
in  some  cases  markedly  injured  children.  In  symphyseotomy  and 
pubiotomy,  after  the  pelvic  capacity  has  been  slightly  increased, 
the  child  must  still  be  delivered  through  the  vagina. 

The  case  of  abdominal  Cesarean  section  has  the  following  history: 
One  small  child,  which  still  Hves,  was  delivered  by  forceps.  Three 
others,  larger  children,  have  been  delivered  with  instruments  but 
did  not  live;  they  were  either  stillbirths  or  lived  but  a  few  days. 
She  was  to-day  at  the  calculated  full  term  but  not  in  labor;  no  recent 
examinations  have  been  made.  The  conjugate  measurements  are: 
external,  18.5  cm.;  internal,  10.5  cm.;  the  vertex  was  floating  and 
could  not  be  engaged.  She  wished  very  much  for  another  living 
child.  The  child  delivered  by  extraperitoneal  section  weighed  4100 
grams;  that  by  abdominal  section,  3900  grams. 

Dr.  John  O.  Polak. — "I  would  like  to  ask  Dr.  Davis  in  regard 
to  his  use  of  the  Jacobs'  forceps  in  grasping  the  uterus  to  bring  out 
the  wound  edges  in  the  uterus.  It  seems  to  me  traumatic  and  I 
want  to  know  why  he  used  them." 

Dr.  a.  B.  DA\as  in  conclusion,  said:  ''Dr.  Polak  inquires  concern- 
ing the  use  of  the  Jacobs'  clamp  in  holding  the  uterus  up  in  Cesarean 
section  after  delivery  of  the  child,  suggesting  that  they  traumatize  the 
uterus.  These  clamps  grasp  the  uterine  wall  quite  close  to  the  cut 
edge  of  the  uterine  opening.  They  do  not  slip  nor  lacerate  the  tissue. 
A  bullet  forceps  does  not  give  a  secure  hold  and  is  quite  apt  to  lacerate 
or  tear  out.  Such  wounds  as  are  made  with  the  Jacobs  clamp  are 
covered  over  when  the  peritoneum  is  sutured  over  the  uterine  wound. 

I  am  not  able  now  to  review  all  of  the  operating  room  and  delivery 
room  technic.  The  continued  employment  of  vaginal  examinations 
of  pregnant  women  is  a  mooted  point,  and  is  apparently  open  to 
criticism.  To  those  of  us  who  can  look  back  over  a  few  years  of 
personal  experience,  it  must  be  apparent  that  medical  and  surgical 
procedures  are  subject  to  fashions  which  come  and  go.  Some  have 
their  ardent  advocates  for  a  time,  are  found  wanting,  and  are  thrown 
into  the  discard;  other  fashions  prove  of  real  worth  and  are  retained; 
in  other  cases,  old  methods  are  brought  into  use  again,  in  part  or  as  a 
whole.  It  is  desirable  that  this  should  be  so  if  reasonable  judgment 
is  used,  for  in  this  way  progress  is  made. 

I  may  say  that  shortly  before  coming  here  to-night  I  inspected  the 
index  card  which  carries  the  serial  numbers  of  cases  attended  in  the 
Outdoor  Department  of  the  Lying-in  Hospital.  The  last  number 
was  74,000,  in  a  series  of  cases  begun  there  in  i8go.  Out  of  this 
number  there  are,  of  course,  a  certain  number  of  incomplete  abor- 
tions and  some  cases  classified  as  general  cases — possibly  two  to 
three  thousand  of  these  cases.  The  remainder  we  may  fairly  con- 
sider deliveries  at  or  near  full  term.  The  method  of  conducting 
these  dehveries  was  initiated  in  1890;  with  possibly  some  minor 
improvements,  it  has  been  continued  through  all  the  vears  to  the 
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present  time.  Vaginal  examinations  are  made  repeatedly  during 
each  labor,  after  careful  preparation.  The  plan  demands  that  the 
attendants  in  charge  of  labor  in  the  tenements  shall  send  to  the 
hospital  a  report  blank  filled  out  every  two  hours — regardless  of 
time  of  day  or  night — as  to  the  progress  of  the  case.  These  reports 
require  a  vaginal  examination  every  two  hours.  Rubber  gloves  are 
not  used  in  the  Outdoor  Department.  Their  cost  in  the  large 
number  which  would  be  required,  is  prohibitive;  the  results  obtained 
without  them  are  satisfactory.  We  beheve  that  it  is  important 
for  the  young  graduate  stafif  man  and  imder-graduate  pupil  to  ac- 
quire the  knowledge  made  possible  by  a  large  number  of  vaginal 
examinations  during  labor.  In  the  early  history  of  the  work,  the 
attending  surgeon  on  duty  one  week  became  septic  attending  the 
following  week.  An  assistant  house  surgeon  was  detailed  to  aid  this 
attending  in  the  care  of  septic  cases.  Often  this  service  was  a  very 
active  one.  Years  ago  this  office  of  septic  attendant  went  out  of 
existence  because  practically  no  septic  cases  occur  in  our  tenement 
work.  Morbidities,  including  rises  of  temperature,  are  recorded  in 
the  abnormahty  book  in  the  office  as  soon  as  found.  A  careful 
scrutiny  of  this  book  will  show  that  the  morbidity  occurring  in  our 
Outdoor  Department  compares  very  favorably  with  that  found  in 
the  cases  treated  in  the  hospital,  where  rubber  gloves  are  invariably 
used  and,  as  your  Committee  has  indicated,  patients  are  carefully 
cleansed  before  vaginal  examinations  are  made. 

The  plan  to  retain  the  operative  work  in  the  tenements  and 
teach  resident  staff  and  pupils  to  conduct  these  cases  successfully — 
maintaining  the  necessary  asepsis — often  in  most  unfavorable 
surroundings,  is  adhered  to.  Only  such  cases  as  require  prompt 
and  considerable  surgical  interference  and  prolonged  nursing  are 
sent  from  the  outdoor  department  to  the  wards.  This  includes 
some  cases  of  placenta  previa,  accidental  hemorrhage,  ectopic 
pregnancy.  Cesarean  section,  eclampsia,  etc.  Forceps,  versions, 
craniotomies,  perineorrhaphies,  and  curettages  for  incomplete 
abortions  are  performed  in  the  tenements  as  occasion  requires,  with 
satisfactory  results. 

With  nearly  three  decades  of  experience,  the  number  of  cases 
cited,  and  close  observation  personally  of  a  fair  share  of  this  work, 
I  cannot  escape  the  behef  that  vaginal  examinations  during  labor 
can  be,  and  are,  conducted  with  reasonable  safety  to  the  mother 
and  necessar}^  educational  gain  to  the  pupil  in  attendance.  I  am 
not  at  all  sure  that  rectal  instead  of  vaginal  examination  during 
labor  is  a  particularly  good  procedure.  Of  the  Fellows  here  present, 
probably  there  is  not  one  who  could  not  be  trusted  to  make  rectal 
examination  safely  and — because  of  previous  experience  gained  by 
vaginal  examination — secure  a  suificiently  correct  knowledge  of 
pelvic  capacity,  presentation,  and  progress  of  labor.  Without  this 
previous  training,  it  is  doubtful  that  the  knowledge  gained  by  rectal 
examinations  would  be  trustworthy  or  valuable.  If  we  teach  and 
practise  rectal  examinations  to  the  exclusion  of  vaginal  examinations, 
this  can  be  carried  out  with  reasonable  safetv  bv  trained  men 
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possessed  of  a  surgical  conscience  held  under  rigid  discipline.  Un- 
fortunately, this  plan  may  be  taken  up  by  others  whose  training  and 
adherence  to  aseptic  discipline  do  not  come  up  to  the  above  stand- 
ards, with  the  probability  that  contamination  will  be  carried  from 
the  not  always  empty  nor  surgically  clean  rectum  to  the  vagina 
by  conceivable  subsequent  vaginal  examinations  or  in  the  necessary 
manipulations  during  the  perineal  stage  of  labor.  To  teach  that 
rectal  examinations  should  come  into  general  use,  is  pernicious. 
It  is  a  fashion  which  should  be  short-lived,  as  it  introduces  an 
unnecessary  element  of  danger  into  obstetric  practice,  without 
providing  compensating  gain. 

Concerning  the  delivery  room  technic  in  the  hospital:  It  has 
been  a  matter  of  development.  While  it  may  appear  elaborate, 
we — in  a  sense — consider  every  delivery  a  surgical  operation,  and 
we  demand  that  the  preparation  of  the  patient  and  her  protection 
by  sterile  drapings  should  conform  as  nearly  as  conditions  will 
permit  to  those  required  by  an  abdominal  operation. 

The  use  of  chloroform  in  one  delivery  room  and  ether  in  the  other 
has  been  referred  to.  I  fail  to  find  better  results  from  one  than  the 
other.  Ether  is  a  little  safer.  In  the  past  fifteen  or  more  years 
I  recall  no  case  which  appeared  to  be  in  danger  because  of  the  use 
of  chloroform.  It  is  never  used  in  the  case  of  a  toxemic  patient, 
and  rarely  where  prolonged  anesthesia  is  required. 

Dr.  Kosmak. — "I  would  Hke  to  refer,  with  Dr.  Davis'  permission, 
to  the  routine  of  the  admission  of  cases  to  the  Hospital.  I  think  Dr. 
Gibson  rather  confused  the  system  that  we  have  there.  The  outdoor 
cases  he  spoke  of  as  being  examined  every  two  hours  are  outdoor  cases 
and  are  not  taken  into  the  hospital  unless  there  is  some  complication. 
We  find  it  is  essential  to  have  the  staff  men  or  the  students  make  re- 
ports every  two  hours  because  otherwise  we  do  not  know  how  the 
cases  are  progressing.  We  do  not  leave  the  conduct  of  the  case  to  the 
men  in  the  tenements.  These  reports  must  come  in  at  regular  intervals 
and  if  they  do  not  come  in,  we  usually  find  some  means  of  getting 
after  the  men.  The  out-patient  house  surgeon  inspects  these  reports 
and  if  it  is  an  abnormal  case  the  attending  is  immediately  notified. 
In  other  words,  the  outdoor  service  is  kept  under  the  same  close 
supervision  as  the  indoor  service.  As  Dr.  Davis  says,  the  method 
has  been  in  use  a  great  many  years  and  we  have  had  a  very  low 
morbidity  and  we  do  not  believe  that  vaginal  examinations  are  a 
factor  for  harm.  Then  again,  if  rectal  examinations  are  made, 
gloves  must  be  supplied  and  they  are  very  expensive.  We  find  a 
more  thorough  scrubbing  up  of  the  hands  will  result  in  vaginal 
examinations  than  otherwise  would  be  the  case.  We  feel  quite  sure 
if  a  man  makes  a  rectal  examination  he  does  not  bother  to  scrub 
up  his  hands  because  he  uses  gloves  and  probably  will  get  out  of 
the  habit  of  scrubbing  his  hands  when  he  delivers  the  case.  We 
find  the  training  the  nurses  and  the  men  get  is  one  of  the  most 
important  things  in  aseptic  delivery.  If  the  men  are  ready  to  use 
gloves  in  delivering  cases,  we  insist  that  they  must  scrub  up  before 
the  gloves  are  put  on.  In  other  words,  we  do  not  do  as  in  many  other 
institutions,  put  on  gloves  without  scrubbing  up." 
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SECTION   ON   OBSTETRICS   AND    GNYECOLOGY. 

Stated  Meeting,  Held  March  25,  1919. 
Dr.  Solomon  Wiener  in  the  Chair. 
Dr.  Byron  H.  Goff  read  a  paper  entitled 

THE    "follow-up"    SY^STEM   IN   THE   WOMAN'S   HOSPITAL. 
(For  original  article  see  page  544,  April  issue.) 

DISCUSSION. 

Dr.  James  A.  Corscaden  said:  "It  is  gratifying  to  see  how  many 
men  are  working  on  this  same  problem  and  following  the  same  routes. 
In  New  York,  at  the  Johns  Hopkins  Hospital  and  at  the  Massachu- 
setts General  Hospital  all  are  working  on  similar  follow-up  systems. 

"I  expect  to  discuss  the  mechanics  of  getting  the  patients  back. 
It  has  been  brought  out  that  there  are  three  things  to  be  done  in 
order  to  get  data  in  regard  to  discharged  patients.  The  first  of 
these  is  to  ask  the  patient  to  come  back  and  to  give  him  an  appoint- 
ment card.  The  second  is  to  write  a  letter.  We  used  to  write  two 
letters,  but  we  found  that  we  got  about  as  many  patients  back  by 
writing  one  letter  as  by  two  and  as  each  letter  cost  about  ten  cents, 
we  gave  up  sending  a  second  letter.  Our  third  step  is  if  the  patient 
does  not  respond  to  send  a  follow-up  man  after  him.  The  only 
difference  between  our  mechanics  and  those  described  by  the  speaker 
is  that  we  have  the  house  surgeon  make  an  appointment  with  the 
patient  when  she  is  discharged  to  return  on  such  and  such  a  date. 

"We  have  a  record  clerk  who  manages  all  the  records  and  files. 
Any  business  house  will  furnish  a  card  index  system.  Our  social 
service  nurse  sometimes  visits  a  patient  a  dozen  times  and  tries  to 
persuade  him  or  her  to  come  back  and  if  the  patient  does  not  come 
we  send  a  follow-up  man  and  he  uses  his  judgment  as  whether  or 
not  it  is  worth  while  to  continue  to  try  to  follow  up  this  particular 
patient.  If  we  have  people  who  do  not  cooperate  with  us,  who 
refuse  operation,  etc.,  and  are  generally  unsatisfactory  we  discard 
them. 

"I  have  been  interested  in  the  abstract  sheet  which  Dr.  Goff 
showed.  At  the  Presbyterian  Hospital  we  had  one-hundred  his- 
tories bound  in  a  volume  and  these  volumes  were  found  to  be  too 
unwieldy  to  be  carried  to  the  examining  room,  so  we  worked  out  a 
unit  system,  putting  each  disease  by  itself.  Under  this  plan  if  you 
want  to  know  about  typhoid  fever,  you  find  all  the  cases  together 
or  if  you  want  to  know  about  retroversion  you  find  all  the  retrover- 
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sions  together.  The  only  objection  to  this  plan  is  that  it  takes  up 
a  great  deal  of  space;  if  you  are  limited  as  regards  space  you  must 
not  think  of  the  unit  system. 

"Our  abstracts  are  written  on  the  backs  of  the  history.  We  have 
a  regular  history  composition,  the  patient's  past  and  present  history, 
symptoms,  physical  examination,  results  of  all  tests  and  examina- 
tions, etc.,  and  finally  we  have  a  summary  which  is  in  the  nature 
of  a  'sop'  to  the  examining  physician  because  if  he  has  to  examine 
say  thirty  eases  in  an  hour  he  has  not  time  to  read  over  the  full 
history  of  the  cases  each  time,  so  he  can  refer  to  the  summary.  The 
same  man  who  operates  always  makes  the  subsequent  examinations 
and  follows  the  case  throughout. 

"If  say  a  child  is  examined  at  the  age  of  two  years,  the  history, 
treatment,  follow-up  and  every  thing  is  recorded  and  this  same  vol- 
ume is  kept  for  that  individual  as  long  as  the  hospital  exists.  The 
only  difficulty  in  this  way  of  doing  is  that  the  summary  may  become 
a  little  confusing  in  time. 

"An  efficient  follow-up  system  means  first  a  good  business  system 
conducted  by  paid  employees.  Dr.  Elliott  worked  at  a  follow-up 
system  for  about  thirty  years  but  found  that  it  never  worked  well 
so  long  as  the  mechanics  were  left  in  the  hands  of  medical  men. 

"The  system  is  valuable  to  the  attending  physician  for  in  his  pri- 
vate practice  he  gets  comparatively  few  cases  of  a  kind  but  with 
complete  hospital  records  he  can  follow  a  large  series  of  similar  cases. 

"The  nurses  follow  up  all  the  cases  and  try  to  bring  them  back 
and  in  getting  the  reports  on  the  cases  one  does  not  want  generali- 
ties, as  'patient  doing  well'  or  'patient  in  perfect  health.'  What  we 
want  is  specific  data  ;in  any  result  system  that  we  establish.  We 
have  established  a  result  system  by  which  we  classify  results  as 
A,  S,  or  E,  these  letters  representing  the  result  from  three  different 
standpoints.  We  figured  that  there  were  three  factors  in  every 
result.  '  These  were  first  the  anatomical  result.  One  might  have 
a  perfect  anatomical  result  and  still  the  patient  might  not  be  free 
from  symptoms,  or  one  might  have  a  perfect  result  both  from  the 
anatomical  and  the  symptomatic  standpoint  and  yet  the  patient 
might  not  be  functionally  capable  of  earning  a  living,  as  in  for 
example  a  case  of  fracture,  where  the  patient  might  have  a  good  ana- 
tomical result  and  be  free  from  pain  and  yet  from  the  functional 
standpoint  he  might  be  incapable  of  work.  Hence  the  three  letters 
A,  S,  and  E  stand  for  anatomical,  symptomatic  and  economic. 

"We  also  keep  the  files  as  monthly  files,  two  months,  four  months, 
etc.  Our  file  was  started  in  August,  1914.  We  have  also  the  six 
months'  results,  the  yearly  results  and  the  two  yearly  results. 

"There  is  just  one  place  where  the  system  may  lead  one  piling  up 
much  more  rapidly  than  seemed  reasonable  to  believe  was  possible. 
For  instance  we  had  J.  S.  operated  on  for  hernia  and  he  returned 
with  recurrence.  He  of  course  was  credited  with  a  o,  and  every 
time  he  was  seen  he  continued  to  be  credited  with  the  o,  and  each 
zero  was  counting  as  a  failure,  so  that  we  have  a  number  of  failures 
in  hernia  operations  credited  whereas  there  was  but  one  failure. 
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"The  question  arose,  'How  long  should  one  follow  up  cases?' 
Probably  tumor  cases  should  be  followed  indefinitely,  but  in  other 
cases  the  desirability  of  following  up  a  case  was  best  left  to  the 
judgment  of  the  follow-up  man  and  when  cases  did  not  require  fol- 
lowing up  they  were  dropped  because  if  this  was  not  done  the  records 
piled  up  to  too  great  an  extent. 

"As  I  said  before,  we  started  our  system  at  the  Presbyterian  Hos- 
pital in  August,  1914  and  we  find  that  the  number  of  cases  coming 
back  has  been  increasing  since  that  time.  At  first  44  per  cent,  of 
the  cases  returned;  now  77  per  cent,  actually  present  themselves 
and  we  have  some  follow-up  record  of  91  per  cent,  of  the  cases  dis- 
charged from  the  Presbyterian  Hospital. 

"The  system  which  we  have  is  easy  to  work  and  is  interesting, 
but  the  medical  man  should  have  nothing  to  do  with  the  mechanics 
of  it.  We  have  a  nurse  who  does  nothing  else  but  follow-up  work. 
She  has  become  a  good  detective,  knows  how  to  persuade  the  patients 
to  come  back  and  in  fact  is  very  efiicient  in  every  way  that  assists 
in  getting  the  patients  back.  When  we  first  talked  of  installing 
the  system  no  one  wanted  to  take  any  responsibility  connected  with 
it  and  regarded  it  as  rather  an  annoyance  and  when  the  war  broke 
out  and  our  staff  was  reduced  and  some  of  our  work  cut  down  the 
question  of  the  advisability  of  giving  up  the  follow-up  work  was 
brought  up.  It  was  found  then  that  no  one  wanted  to  give  up 
this  part  of  the  work.  This  shows  the  attitude  of  the  men  in  regard 
to  the  value  of  follow-up  work. 

"About  75  per  cent,  of  the  patients  who  come  back  are  sent  to  the 
O.P.D.  and  the  only  objection  that  they  raise  is  that  they  have  to 
wait  so  long  at  times  before  they  can  receive  attention.  The  doc- 
tors have  come  to  consider  the  follow-up  system  as  one  of  the  most 
interesting  and  valuable  parts  of  the  hospital  work." 

Dr.  J.  Riddle  Goffe  said:  "There  is  one  consideration  which 
I  should  like  to  bring  up  and  that  is  in  reference  to  the  manner  in 
which  these  patients  are  examined,  quizzed,  and  discussed  when 
they  come  back.  There  is  one  feature  to  be  emphasized  and  that 
is  the  desirabihty  of  keeping  the  patient's  mind  off  of  her  troubles. 
If  the  patient  is  a  woman  and  there  are  two  doctors  in  the  room  dis- 
cussing her  case  before  her  and  criticising  some  slight  defects,  I  can 
conceive  of  her  going  home  with  visions  of  failure  of  the  operation 
and  a  continuing  dread  of  a  second  one.  This  is  a  factor  which 
should  be  taken  into  consideration  in  examining  and  discussing  cases 
that  return.  No  such  conversation  should  be  indulged  in  or 
permitted." 

Dr.  Corscaden. — In  reply  to  what  Dr.  Goffe  says  in  regard  to 
the  treatment  of  the  patients  when  they  return,  I  would  say  that 
that  is  a  matter  which  depends  on  the  individual  physician  and  can- 
not be  governed  by  the  system.  Of  course,  patients  may  be  treated 
like  individual  human  beings  or  they  may  be  treated  like  cattle  and 
that  is  something  that  cannot  be  regulated  by  any  system.  The  only 
thing  I  know  from  my  experience  is  that  the  patients  not  only  do 
come  back  but  want  to  come  back  and  they  are  always  seen  by  the 
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same  man  who  operated  on  them.  They  are  never  paraded  and 
no  discussion  of  their  case  takes  place  in  their  presence.  If  a  case 
requires  confidential  discussion  that  takes  place  outside  and  is  a 
matter  that  is  in  the  hands  of  the  individual  doctor,  and  is  properly 
taken  care  of  by  the  conscientious  man  himself.  The  only  objection- 
able feature  in  connection  with  the  return  visits  is  the  length  of 
time  that  the  patients  som.etimes  have  to  wait  before  their 
turn   comes." 

Dr.  Harry  Aranow  presented  a  case  of 

UTERUS   DIDELPHYS   AND   DOU^BLE  VAGINA. 

This  patient,  an  Austrian,  twenty-four  years  of  age,  married 
four  years,  consulted  me  principally  because  of  sterility.  Her  chief 
complaint  is  pain  in  the  back  and  lower  abdomen,  mostly  on  exertion. 
Her  previous  history  is  negative.  She  has  no  recollection  of  having 
been  ill.  Menstruation  began  at  the  age  of  seventeen  years,  was 
regular,  normal  in  amount,  lasting  three  or  four  days,  and  there  was 
some  clotting  and  pain  on  the  first  day. 

Her  obstetrical  history  shows  that  she  had  an  abortion  at  three 
months  three  and  one-half  years  ago.  At  that  time  she  was  very 
ill,  and  was  taken  to  the  New  York  Hospital  where  she  was  curetted. 
Following  this  she  had  a  postpartum  infection  lasting  about  four 
months,  and  since  this  time  has  had  leukorrhea  and  pain  on  the  right 
side.  .She  felt  better  for  a  time,  but  for  the  past  two  weeks  has 
been  feeling  worse. 

On  examination  I  was  able  to  palpate  a  normal  uterus  and  a  little 
firm  hard  mass  to  the  left  side  of  this  uterus  which  I  thought  might 
be  some  kind  of  a  fibroid.  She  then  told  me  she  had  a  double 
vagina.  The  septum  dividing  the  vagina  was  very  loose  and  could 
be  turned  to  one  side  or  the  other;  it  would  lie  up  against  the  wall  of 
the  vagina.  A  sound  could  be  passed  into  each  uterus.  The 
right  uterus  seemed  to  be  about  normal  in  size  and  the  left  a  little 
smaller.  The  septum  is  complete.  Both  vaginae  have  cervices, 
each  cervix  being  apparently  normal. 

The  case  is  presented  because  it  is  rather  rare  to  find  a  complete 
double  uterus,  two  cervices,  and  a  complete  septum. 

Dr.  Arnold  Sturmdorf. — "This  woman  likewise  consulted  me 
for  the  cure  of  sterility.  My  findings  differ  from  those  reported  by 
Dr.  Aranow. 

"There  is  a  complete  longitudinal  vaginal  septum  constituting  a 
so-called  double  vagina.  The  uterus  is  didelphic,  presenting  normal 
contours  on  the  right  side  while  the  left  is  rudimentary,  semi-mem- 
branous in  consistence,  i%  inches  in  length,  the  thickness  about 
that  of  an  index-finger,  the  nipple-like  cervix  with  a  minute  os,  pre- 
senting high  up  in  the  left  vagina. 

"There  is  an  old  infection.  I  doubt  that  this  woman  ever  really 
conceived;  periods  of  amenorrhea  are  not  uncommon  in  these  cases^ 
and  I  would  hesitate  to  do  anything  for  this  patient  to  enhance  the 
possibility  of  conception  owing  to  the  likelihood  of  uterine  rupture 
which  has  been  recorded  in  a  number  of  cases." 
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Dr.  a.  J.  RoNGY  said:  "  Unfortunately  these  women  with  double 
uterus  are  usually  sterile  and  if  they  do  become  pregnant  they 
usually  present  complications.  I  know  of  one  woman  with  a  double 
uterus  who  became  pregnant  on  both  sides  at  the  same  time.  I 
curetted  one  uterus  and  the  other  pregnancy  progressed  favorably 
and  the  woman  gave  birth  to  a  living  baby. 

"I  know  of  another  woman  who  had  a  double  uterus  who  became 
pregnant  on  the  right  side  and  went  into  labor  and  it  was  found  that 
the  uterus  on  the  left  side  obstructed  the  cervix  on  the  right  side. 
The  woman  was  in  labor  thirty-six  hours  and  the  head  would  not 
engage  so  a  Cesarean  section  was  done.  In  this  instance  there  was 
a  uterus  on  the  right  side  which  became  pregnant,  a  small  uterus 
on  the  left  side,  and  two  cervices.  If  a  woman  with  a  doHble  uterus 
becomes  pregnant  we  must  be  prepared  to  meet  with  complications 
at  the  time  of  labor  as  most  of  these  cases  present  complications  at 
that  time." 

Dr.  Hermann  Grad  said:  "T  also  have  a  woman  with  a  double 
uterus  and  a  right-sided  pregnancy.  In  this  case  there  is  only  a 
partial  septum.  She  also  has  been  curetted  and  has  had  a  slight 
infection.  This  is  her  first  pregnancy  so  I  cannot  as  yet  say  how 
it  mil  turn  out." 

Dr.  Wiener  said:  "I  can  present  the  other  side  of  the  picture, 
namely,  that  an  uncomplicated  pregnancy  and  delivery  are  possible 
in  a  woman  with  a  double  uterus. 

'"T  have  a  patient  who  has  a  double  uterus  and  who  had  an  incom- 
plete abortion.  I  was  able  to  pass  a  sound  into  both  uteri  and  I 
found  that  the  cavities  did  not  communicate.  There  was  also  a 
vaginal  septum  which  I  excised.  The  woman  became  pregnant 
again  and  had  a  perfectly  normal  pregnancy  and  a  normal  labor. 
Throughout  her  pregnancy  I  could  feel  the  second  uterus  rather 
low  on  the  left  side." 

Dr.  Aranow,  in  closing,  said:  ''I  would  like  to  say  in  reply  to 
Dr.  Sturmdorf  that  I  have  been  able  to  demonstrate  very  well  the 
presence  of  both  uteri,  though  the  one  on  the  left  is  not  as  large  as 
that  on  the  right  side  a  sound  can  be  passed  and  its  presence 
demonstrated." 

Dr.  a.  J.  RoNGY  reported  a  case  of 

INTRAPARTUM  RUPTURE  OF  THE  UTERUS. 

This  woman,  thirty-two  years  of  age  and  married  two  years,  a 
primipara,  has  a  negative  family  and  personal  history.  She  does 
not  remember  having  had  scarlet  fever,  diphtheria  or  measles.  She 
has  always  been  well  as  far  as  she  can  recollect.  Menstruation  has 
been  regular — every  twenty-eight  days — four  or  five  days  at  a  time 
and  without  pain.  She  became  pregnant  fifteen  months  after  her 
marriage  and  was  due  to  deliver  August  2,  1918. 

On  the  fourth  of  August  she  developed  some  vague  pains  and  the 
doctor  sent  her  to  a  sanatorium  where  she  had  arranged  to  be 
delivered.     The  irregular  pains  lasted  about  three  hours,  and  then 
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ceased  and  she  had  no  pains  until  the  following  morning.  About 
12  M.  on  the  fifth  of  August,  the  doctor  asked  me  to  see  the  patient 
with  him  as  her  physical  condition  did  not  seem  quite  right  to  him. 
I  reached  there  about  2  p.  m.  and  found  the  patient  somewhat 
shocked,  but  not  deeply  so;  her  pulse  was  115,  and  of  fairly  good 
quality.  On  vaginal  examination  I  found  the  head  engaged  in  the 
pelvic  inlet;  the  measurements  were  normal;  no  fetal  heart  sounds 
could  be  ehcited  and  the  cervix  was  not  dilated. 

Abdominal  examination  revealed  peculiar  unevenness  of  the 
pregnant  mass  and  some  fluid  in  the  flanks.  I  suggested  that  the 
partial  shock  was  due  to  the  spontaneous  rupture  of  the  uterus, 
and  advised  an  immediate  operation.  The  operating  room  nurse 
at  the  sanatorium  felt  that  she  was  not  quite  prepared  to  meet  an 
emergency  of  this  sort  and  the  patient  was  therefore  removed  to 
the  Lebanon  Hospital  for  operation. 

At  3.30  the  abdomen  was  opened  and  both  legs  of  the  infant  were 
found  protruding  into  the  abdominal  cavity  through  the  fundus 
of  the  uterus.  The  rent  in  the  body  of  the  uterus  was  irregular  and 
it  extended  from  side  to  side  across  the  upper  margin  of  the  uterus. 
The  child  and  the  placenta  were  quickly  extracted;  the  body  of 
the  uterus  was  amputated  at  its  middle  portion,  drains  were  inserted 
in  each  cul-de-sac  and  the  abdomen  closed.  The  patient  rallied 
from  the  operation  but  later  developed  sepsis  and  died  on  the  fourth 
day.  The  removed  portion  of  the  uterus  was  sent  to  the  laboratory 
and  on  careful  examination  the  pathologist  reported  that  no  changes 
in  the  wall  of  the  uterus  could  be  found  which  would  account  for 
the  rupture. 

The  reasons  for  reporting  this  case  are  as  follows: 

1.  In  twenty  years  of  active  hospital  work  and  private  practice 
I  have  never  encountered  exactly  the  same  condition. 

2.  A  perusal  of  the  literature  on  the  subject  does  not  disclose  a 
report  of  a  similar  condition. 

3.  The  uterus  ruptured  before  the  patient  was  actually  in  labor, 
as  there  was  no  cervical  dilatation. 

4.  The  rupture  took  place  at  an  unusual  site,  viz.  the  fundus. 
Spontaneous  rupture  of  the  uterus  due  to  obstruction  or  tedious 
labor  usually  takes  place  in  the  lower  segment  of  the  uterus;  very 
seldom  does  rupture  take  place  in  the  upper  segment. 

5.  Extensive  rupture  of  the  uterus  may  be  accompanied  by  very 
little  loss  of  blood  as  was  demonstrated  in  tliis  case,  for  but  a  small 
quantity  of  free  blood  was  found  in  the  abdominal  cavity. 

6.  Rupture  of  the  uterus  may  give  very  little  shock  and  in  this 
patient  the  shock  was  not  a  prominent  symptom. 

7.  The  diagnosis  in  this  case  was  extremely  difiicult  as  there  was 
no  recession  of  the  presenting  part,  very  Httle  shock,  and  no  history 
of  severe  pains  or  prolonged  and  tedious  labor,  and  therefore  the 
responsibility  for  undertaking  an  abdominal  operation  in  this 
particular  instance  was  great.  However  the  extreme  irregularity 
found  at  the  fundus  uteri  made  me  believe  that  some  accident  had 
occurred  which  most  likely  was  a  rupture  of  the  uterus. 
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Dr.  Grad  said:  "I  would  like  to  ask,  but  not  in  any  spirit  of 
criticism,  whether  a  hysterectomy  would  not  have  been  the  better 
procedure  in  this  case,  and  whether  the  patient  might  not  have 
been  infected  by  examination  made  at  the  time  she  was  thought  to 
be  in  labor." 

Dr.  Rongy,  in  closing,  said:  ''The  same  question  arose  in  my 
my  mind,  but  the  woman  was  not  actually  in  labor  and  was  not 
examined  per  vaginam,  so  the  infection  must  have  gained  access 
from  above  and  not  from  below.  In  doing  the  operation  the 
thought  in  my  mind  was  to  give  the  woman  the  opportunity  for  a 
future  pregnancy.  That  thought  was  in  my  mind  at  the  time  and 
nothing  else." 

Dr.  Samuel  Wyllis  Bandler  presented  a  report  of 

CASES  SHOWING  THE  EFFECT  OF  ENDOCRINE  THERAPY. 

Case  I. — This  patient  was  married  one  year.  Menstruation  was 
regular,  lasting  five  or  six  days,  rather  profuse.  She  came  with  the 
question:  "Why  am  I  not  pregnant?"  She  was  given  thymus 
extract.  Two  weeks  after,  when  her  menstrual  period  would  ordi- 
narily have  occurred,  she  did  not  menstruate.  She  went  on  through 
pregnancy.  This  might  have  been  an  accident,  but  it  is  not  the 
first  experience  of  this  kind  that  I  have  had  with  thymus  extract, 
which  diminishes  menstruation  by  its  action  on  the  ovaries. 

Case  II. — This  patient  menstruated  regularly,  had  some  premen- 
strual phenomena,  and  dysmenorrhea.  She  also  came  to  me  with 
the  question:  "  Why  am  I  not  pregnant?  I  am  married  two  years." 
The  husband's  spermatozoa  were  examined  and  found  to  be  per- 
fectly normal.  This  patient  came  to  me  on  December  26th.  She 
was  given  ovarian  and  thyroid  extracts.  She  menstruated  on 
January  loth.     She  is  now  two  months'  pregnant. 

Case  III. — This  patient  has  had  two  premature  births  when 
pregnant  five  and  a  half  months.  She  consulted  me  because  she 
did  not  wish  a  repetition  of  the  same  accident  that  had  occurred  in 
her  former  pregnancies.  She  was  put  on  a  combination  of  thyroid 
and  ovarian  extracts,  and  I  expect  that  she  will  be  delivered  in 
about  six  weeks.  This  may  simply  be  a  coincidence,  for  there  are 
instances  where  a  woman  has  two  premature  births  and  then  goes 
to  term  in  a  third  pregnancy,  but  I  attribute  the  continuation  of 
this  pregnane}^  to  the  endocrine  therapy. 

Case  IV. — This  patient  was  married  twelve  years,  had  two 
babies,  and  since  has  had  four  miscarriages  at  four  and  five  months. 
She  became  pregnant  again  and  consulted  me  to  see  if  anything 
could  be  done  that  would  enable  her  to  have  a  living  child.  I  gave 
her  ovarian  and  thyroid  extracts  and  ovarian  residue.  Her  preg- 
nancy progressed  to  seven  months  and  one  week,  when  she  had  a 
slight  attack  of  influenza  and  acquired  a  cough.  She  had  quite 
pronounced  attacks  of  coughing,  and  during  one  particularly  severe 
attack  the  membranes  ruptured.  She  was  delivered  of  a  3- 
pound  7-ounce  baby,  which  is  alive  and  is  now  eight  weeks  old 
and  weighs  6  pounds. 


NEW    YORK    ACADEMY    OF    MEDICINE  827 

Many  instances  might  be  given  of  the  effect  of  endocrine  therapy 
in  menorrhagia,  but  a  few  will  suffice. 

Case  V. — This  patient  had  been  married  eight  months  when  she 
came  to  me  suffering  with  a  severe  menorrhagia.  I  treated  her 
with  ovarian  and  thyroid  extract  because  I  thought  her  condition 
was  due  to  myxedema,  but  she  did  not  improve.  I  then  substituted 
for  this  treatment  pituitary  lobe,  anterior,  and  a  little  of  the  posterior, 
for  reasons  which  I  will  not  go  into  at  this  time.  Her  menstruation 
has  been  perfectly  regular  and  normal  ever  since. 

Case  VI. — This  patient  came  from  Philadelphia.  She  had 
been  married  two  years.  Her  menstruation  had  been  regular  before 
her  marriage,  but  since  her  marriage  she  had  had  an  amenorrhea 
for  three  months,  then  five  months,  and  then  for  over  a  year.  I 
tested  her  with  pituitrin,  adrenahn,  and  ovarian  extract,  and  then 
gave  her  capsules  of  ovarian  extract,  thyroid  extract,  and  posterior 
pituitary.  She  menstruated  in  six  weeks,  and  now  menstruates 
every  five  weeks  for  five  days. 

Case  VII. — This  patient  had  one  baby,  four  years  and  eight 
months  ago.  She  had  a  very  pronounced  dysmenorrhea  before 
marriage,  which  improved  after  she  had  the  baby.  During  the 
last  two  years  the  dysmenorrhea  had  become  worse.  I  gave  her 
placental  extract,  and'  following  this  treatment  she  had  three  men- 
struations without  dysmenorrhea.  When  she  stopped  the  endocrine 
treatment,  the  dysmenorrhea  returned.  When  the  treatment  was 
resumed,  the  dysmenorrhea  disappeared. 

Case  VIIL— This  patient  suffered  from  dysmenorrhea  and  men- 
orrhagia, and  had  a  cervical  polyp  which  I  intended  to  take  out. 
She  was  so  improved  with  mammary  extract  that  not  only  the 
menorrhagia  and  dysmenorrhea  disappeared  but  the  polyp  has  so 
decreased  in  size  that  the  patient  objects  to  its  removal.  That  the 
mammary  extract  acts  upon  the  uterus  is  not  surprising,  but  that 
it  should  have  acted  on  the  cervical  polyp  shows  that  it  has  a  more 
or  less  specific  action  on  the  cervical  tissues. 

Case  IX. — Here  I  have  a  patient  vnih  a  menorrhagia  and  a 
fibroid.  Her  blood  pressure  is  i6o.  I  gave  her  mammary  extract 
and  ergot,  which  resulted  in  a  great  improvement  in  her  condition. 

Case  X. — Here  I  have  a  case  of  dystrophia  adiposo  genitalis. 
She  stated  that  menstruation  was  very  scant.  I  have  given  her 
extract  of  posterior  pituitary  lobe,  thyroid,  and  ovarian  extracts 
by  mouth  and  hypodermically.  When  she  gets  the  treatment  she 
menstruates  regularly;  when  the  treatment  stops,  she  does  not; 
so  she  is  constantly  fed  with  the  endocrines. 

Case  XL — This  patient  was  married  seventeen  years,  a  para-i. 
Her  last  menstruation  occurred  on  January  8th.  In  February  there 
was  only  staining.  She  was  very  pale  and  anemic  and  had  had  an 
Alexander  operation  performed  in  the  South  a  year  ago.  She  was 
given  ovarian  and  pituitary  extracts  and  a  little  iron  and  arsenic. 
Soon  afterward  she  began  to  menstruate,  the  menstruation  lasting 
for  a  week.  Ten  days  later  she  began  to  bleed  again,  and  then  I 
gave  her  suprarenal  in  place  of  ovary  and  thyroid.     It  was  evident 
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that  she  was  very  susceptible  to  the  ovarian  and  pituitary  extracts, 
and  their  action  was  too  great  for  continued  use.  Suprarenal  with 
iron  and  arsenic  is  now  given  between  menstruations,  and  the 
ovary  and  pituitary  will  be  given  one  week  before  each  expected 
menstruation. 

Case  XII. — This  patient  is  a  para-i  who  came  to  me  one  year 
ago  to  be  treated  for  "metritis. "  It  was  really  a  case  of  subinvolu- 
tion with  menorrhagia.  The  uterus  was  much  enlarged  and  re- 
troverted.  I  gave  her  anterior  pituitary  and  mammary  extracts, 
and  after  this  she  went  six  weeks  without  menstruating.  Then  I 
gave  her  ovarian  and  thyroid,  which  brought  on  menstruation. 
Between  these  two  extremes  one  can  seek  the  balance.  In  some  of 
these  patients  one  can  play  on  the  menstrual  function  by  endocrine 
therapy  of  different  kinds  almost  as  one  can  on  a  musical  instrument. 

Case  XIII. — This  is  a  case  of  atrophy  following  prolonged  lactation. 
This  woman  nursed  her  baby  fourteen  months  and  had  amenorrhea 
for  the  whole  period.  She  was  the  most  fagged  out  individual  I 
have  ever  seen.  Her  mental  condition  worried  me  even  more 
than  her  physical  exhaustion.  I  explained  to  her  that  her  phobias 
and  mental  anxiety  were  the  result  of  having  nursed  her  baby  too 
long.  After  testing  her,  I  gave  her  whole  pituitary  gland,  suprarenal, 
and  thyroid  extracts.  In  three  days  she  had  improved  and  at  the 
end  of  two  weeks  she  was  so  much  better  that  the  change  in  her  con- 
dition was  little  short  of  marvellous. 

Case  XIV. — Patient  married  two  years  and  aborted  once. 
Menstruates  every  twenty-seven  days  for  five  days  very  profusely 
and  with  a  great  deal  of  pain.  Has  pain  on  the  right  and  left  sides 
due  to  cystic  ovaries.  Has  a  large  hypertrophied  cervix  with  a 
chronic  cervical  catarrh.  This  patient  was  given  ovarian  and  thy- 
roid extracts  for  their  trophic  influence  on  the  ovary  and  the  geni- 
talia, and  to  overcome  their  effect  on  menstruation  mammary  extract 
was  added.  Her  successive  menstruations  have  been  painless,  and 
the  amount  of  blood  lost  is  very  much  less  and  perfectly  normal. 
The  effect  on  the  cervix  is  noticeable,  and  this  is  probably  aided  by 
vaginal  douchings  which  were  also  prescribed. 

Case  XV. — A  patient  married  sixteen  years,  para-ii;  menstrua- 
tions every 'twenty-four  days,  not  profuse.  She  has  a  slight  exoph- 
thalmos, is  troubled  with  gastric  hyperacidity,  and  has  attacks 
coming  on  without  cause,  which  she  calls  "nervous."  They  are 
characterized  by  palpitation  and  a  feeling  of  weakness.  The  diag- 
nosis made  here  was  latent  hyperthyroidism.  She  was  given 
suprarenal  extract,  grains  2,  and  quinine  hydrobromide,  grains  5,  in 
capsules  three  times  a  day,  and  her  attacks  are  improving 
decidedly. 

The  cases  of  latent  and  unrecognized  hyperthyroidism,  as  seen 
by  the  gynecologist,  might  be  termed  almost  innumerable.  This 
patient  has  been  termed  "hysterical,"  and  her  attacks  have  been 
so  characterized.  There  is  no  doubt  that  the  anomahes  of  the  thy- 
roid and  of  the  pituitary  explain  a  very  great  proportion  of  these 
cases. 
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A  group  of  cases  of  which  I  wish  to  speak  here  are  those  in  which 
there  is  pronounced  headache,  due  possibly  to  the  pituitary  gland. 
One  of  the  first  things  to  be  done  is  to  prove  or  disprove  the  notion 
that  the  posterior  pituitary  lobe  is  overactive  in  many  conditions 
not  yet  traceable  to  endocrine  aberration. 

Many  patients  suffer  from  attacks  of  headaches  coming  on  before 
and  during  each  menstrual  period;  others  suffer  from  headaches  at 
regular  or  irregular  intervals  not  associated  with  menstruation, 
many  of  them  of  a  type  so  severe  as  to  suggest  migraine  but  without 
any  ocular  annoyances.  After  excluding  various  possible  causes 
for  headache  and  removing  all  apparent  causes  and  treating  the 
various  dyscrasias,  there  remain  a  large  number  who  without  phys- 
ical stigmata  seem  to  be  dependent  on  pituitary  changes,  either 
secretory  or  in  the  way  of  growth.  While  some  of  these  patients 
may  be  benefited  by  the  administration  of  small  doses  of  pituitary 
extract,  I  am  finding  that  the  administration  of  placental  extract 
is  of  value  in  some  of  these  puzzling  and  troublesome  annoj-ances. 
It  is  in  this  field  that  we  gynecologists  must  likewise  direct  our  efforts 
because  the  patients  think  that  a  gynecological  or  pelvic  condition 
is  responsible  for  them,  and  we  know  that  not  infrequently  after 
gynecological  operations  and  the  restoration  to  a  normal  condition 
on  the  part  of  the  ovaries  many  of  these  cases  of  headache  do 
improve. 

At  present  it  is  not  generally  recognized  that  the  anterior  and 
posterior  lobes  of  the  pituitary  are  quite  opposed  in  their  action. 
I  have  taken  the  stand  that  the  anterior  is  more  of  a  male  than  a  fe- 
male gland,  and  the  posterior  more  of  a  female  than  the  anterior 
gland.  For  instance,  if  we  administer  posterior  pituitary  extract, 
we  stimulate  the  uterus  and  increase  menstruation;  if  we  administer 
the  anterior  gland,  we  diminish  menstruation  and  contract  the  uterus, 
especially  if  with  this  anterior  lobe  extract  mammary  extract  be 
combined.  Therefore,  if  anterior  extract  be  given  for  its  tonic  or 
other  effect  in  a  case  of  relative  amenorrhea,  something  must  be 
added  to  overcome  this  tendency  of  contracting  the  uterus;  and 
we  combine  either  posterior  pituitary  extract,  or  ovary,  or  thyroid. 
Therefore  in  certain  respects  and  in  certain  phases,  the  anterior 
and  posterior  lobes  are  antagonistic,  so  that  when  the  whole  lobe 
is  administered  by  me  I  prescribe  anterior  lobe  and  posterior  lobe 
in  definite  amounts  according  to  the  effect  that  I  wish  to  exert.  In 
many  women  there  are  evidences  that  the  anterior  lobe  is  function- 
ating more  actively  in  proportion  to  the  posterior  lobe  than  is  normal; 
in  other  cases  it  has  functionated  or  is  functionating  less  in  propor- 
tion. Wide  spacing  of  the  teeth  suggests  an  overactivity  of  the 
anterior  lobe;  the  opposite  condition,  where  the  teeth  are  crowded 
together  and  the  roof  of  the  mouth  is  highly  arched,  suggesting 
an  inadequate  stimulation  by  the  anterior  lobe.  Associated  with 
these  conditions  we  have  therefore  not  infrequently  in  the  former 
an  underactivity  of  the  posterior  lobe  and  in  the  latter  an  over- 
activity of  the  posterior  lobe;  and  the  latter  type  of  case  is  frequently 
associated  with  symptoms  that  suggest  the  so-called  hysterical  mani- 
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festations.  This  field,  as  already  stated,  must  be  thoroughly  in- 
vestigated by  the  gynecologists  until  definite  conclusions  are  formed. 
We  cannot  concentrate  our  attention  so  far  as  the  posterior  lobe 
of  the  pituitary  is  concerned  only  on  what  this  lobe  does  during 
labor  and  during  menstruation,  and  what  share  it  plays  in  the  pro- 
duction of  fibrosis  and  fibroids  without  at  the  same  time  under- 
standing what  influence  it  exerts  on  the  nerves  and  nervous  system 
of  the  individual.  When  we  have  done  this  with  all  the  glands, 
the  idea  that  the  pelvic  conditions  by  reflex  action  produce  various 
forms  of  nerve  disturbance  will  be  abandoned,  and  a  more  rational 
and  practical  understanding  of  the  question  will  be  the  result. 

I  have  three  cases  of  carcinoma  which  I  am  treating  with  endo- 
crine therapy,  and  while  this  is  only  a  preliminary  statement  and 
I  do  not  dare  to  hope  that  we  can  cure  carcinoma  with  endocrines, 
I  have  found  that  we  can  alleviate  the  symptoms  and  improve  the 
patients'  general  condition  by  this  method.  If  I  might  prophesy, 
I  would  say  that  I  believe  before  ten  years  have  passed  endocrine 
therapy  will  have  limited  the  use  of  radium  and  the  x-rays,  as  radium 
and  ic-rays  have  limited  the  use  of  the  knife.  By  following  the  plan 
I  have  been  pursuing  on  this  theory,  even  with  relatively  little  ex- 
perience the  question  as  it  presents  itself  to  my  mind  suggests  that 
•malignant  and  benign  tumors  are  evidences  of  endocrine  aberration. 

Dr.  M.  R.  Robinson. — "The  cases  reported  by  Dr.  Bandler  are 
exceedingly  interesting,  and  once  more  call  our  attention  to  the  fact, 
that  gynecology  is  a  science  whose  field  extends  far  beyond  the 
boundaries  of  the  superior  pelvic  straight.  It  is  high  time  indeed 
that  we  gynecologists  should  broaden  our  horizon,  and  begin  to  realize 
that  lacerated  cervices  and  prolapsed  ovaries  are  not  the  only  factors 
responsible  for  the  various  functional  and  psychic  disturbances 
affecting  womenkind. 

''  Among  the  different  ovarian  dystrophies,  there  is  one  type  which 
makes  its  appearance  soon  after  marriage.  In  this  class  of  patients 
the  menstrual  cycle  has  run  a  normal  course  from  the  time  of  puberty, 
but  as  soon  as  they  enter  the  matrimonial  state  a  disturbance 
occurs.  This  disturbance  manisfets  itself  either  through  an  over-  or 
underfunction  of  the  ovaries,  expressed  in  terms  of  increased  or 
decreased  menstruation,  varying  in  degree  from  menorrhagia  to 
amenorrhea. 

"  It  thus  becomes  apparent,  that  in  addition  to  puberty  and  meno- 
pause, the  two  critical  periods  in  a  woman's  sexual  life,  when  her 
delicate  endocrine  balance  is  most  susceptible  to  disturbances,  there 
arises  a  third  one,  and  that  is  the  period  when  she  begins  to  cohabit. 
Her  gonadial  apparatus,  which  until  now  could  carry  on  the  duties 
imposed  upon  it  without  fatigue,  finds  the  new  strain  of  libido 
sexualis  is  too  much  for  itself,  and  as  a  result  functional  disturbances 
appear. 

"  In  this  class  of  cases  also,  the  most  fascinating  results  are  obtained 
byyudicious  and  closely  supervised  organotherapy.  I  could  cite  many 
gratifying  results  from  endocrine  therapy,  but  time  does  not  permit 
me.     I  will,  therefore,  cite  but  one  case  illustrating  the  point,  that 
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modern  gynecologists  do  not  resort  so  frequently  as  they  did  in  the 
past  to  dilatation  and  curettage  as  a  cure  for  sterility.  Mrs.  G., 
aged  25,  married  5  years.  Her  menses  were  always  irregular,  occur- 
ring once  every  three,  four,  or  eight  months.  She  had  a  baby  four 
years  ago,  but  has  remained  sterile  since.  During  the  past  two 
years  she  has  gained  over  fifty  pounds  in  weight.  I  began  to  treat 
her  in  December,  191 7  and  after  three  months  her  menses  became 
regular.  On  February  14,  1919, 1  delivered  her  of  a  full-term,  10}^- 
pound  healthy  baby.  The  greatest  difficulty  which  we  encounter 
in  our  dailv  work  is  to  explain  to  the  practitioners  why  we  cannot 
outline  for  him  a  definite  plan  of  treatment  in  a  given  case  requiring 
opotherapy.  It  is  absurd  to  prescribe  for  a  patient  an  organic 
extract  or  combination  of  extracts  to  be  taken  three  times  daily  for 
a  week,  a  month,  or  longer  period.  Endocrine  disease,  above  all 
other  pathological  disturbances,  is  dynamic  in  form,  and  cannot 
therefore  be  treated  by  a  static  form  of  therapy.  As  soon  as  this 
principle  will  be  realized  by  all  of  us,  the  apparent  mysteries  as- 
cribed to  endocrine  therapy,  will  disappear." 

Dr.  Grad  said.  "I  would  hke  to  ask  Dr.  Bandler  what  he  means 
by  testing  out  the  cases,  and  what  prompts  him  to  use  thymus 
gland.  These  cases  are  most  interesting  and  he  certainly  has 
obtained  brilliant  results.  I  would  like  to  have  Dr.  Bandler  give 
us  some  idea  of  what  he  does  in  testing  for  adrenahn,  pituitrin,  etc." 

Dr.  Frederick  C.  Holden  said:  "The  type  of  cases  that  we 
formerlv  operated  on  for  dysmenorrhea  were  those  with  the  small 
anteflexed  uteri.  We  find  now  that  we  can  cure  many  of  these 
cases  by  endocrine  therapy.  At  the  present  time  we  are  justified 
in  giving  these  patients  with  dysmenorrhea  and  sterihty  the  endo- 
crine treatment  before  subjecting  them  to  an  operative  procedure. 
Mv  results  with  endocrine  therapy  have  made  me  just  as  enthusiastic 
as  Dr.  Bandler  is.  I  beheve  we  might  well  extend  the  use  of  these 
glandular  extracts  in  our  gN-necological  and  obstetric  practice. 

'"In  em-ploying  this  treatment  I  start  off  with  a  tablet  containing 
all  the  glands  and  then  if  I  find  one  type  or  another  seems  to  be 
specially  indicated  I  add  more  of  that,  though  one  glandular  extract 
seems  to  have  an  effect  of  other  glands  as  is  shown  by  what  Dr.  Ban- 
dler has  said,  namely,  that  he  gives  thymus  and  he  gets  ovarian 
stimulation. 

'"Speaking  of  the  good  results  from  endocrine  therapy,  I  had  a 
woman  come  to  me  who  was  twenty-seven  years  of  age.  She  com- 
plained of  dysmenorrhea  lasting  three  days  every  month.  I  ex- 
amined her  and  found  she  had  a  small  anteflexed  uterus.  The 
dysmenorrhea  was  preceded  by  intense  vomiting.  I  gave  her  the 
tablet  and  after  the  first  month  she  had  pain  but  no  vomiting; 
the  second  month  the  pain  was  much  less  and  the  third  month  there 
was  neither  vomiting  nor  pain.  Very  stout  women  who  were  sterile 
treated  in  the  same  way  became  pregnant  and  women  who  had  had 
one  or  two  children  and  became  stout  lost  weight  under  this  treat- 
ment and  became  pregnant. 

'"To  my  mind  endocrine  therapy  is  one  of  the  greatest  advances 
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we  have  made  in  gynecology  on  recent  years  and  one  of  the  most 
promising  so  far  as  possibihties  are  concerned. 

"As  for  the  cases  with  repeated  miscarriage  early  in  pregnancy 
I  have  succeeded  in  carrying  them  along  by  hypodermics  or  tablets 
of  corpus  luteum." 

Dr.  Hellman. — "  I  would  like  to  ask  Dr.  Bandler  about  the  endo- 
crine treatment  in  cancer." 

Dr.  Bandler,  in  closing  said:  "As  for  the  endocrine  therapy  in 
cancer,  that  is  a  dream  of  mine  about  which  I  would  rather  not  say 
anything  further  at  present.  I  am  glad  Dr.  Holden  spoke  of  the 
corpus  luteum.  True  corpus  luteum  is  only  present  in  pregnancy; 
there  is  very  little  at  any  other  time.  The  whole  ovary  gives  an 
extract  far  more  valuable  to  us  than  is  corpus  luteum  extract. 

"The  thymus  has  a  repressive  action  on  the  ovary;  it  does  not 
stimulate,  but  just  the  opposite.  If  a  patient  has  excessive  men- 
struation and  it  is  due  to  hyperstimulation,  then  mammary  extract 
and  thymus  extract  are  indicated. 

"With  reference  to  the  tests,  if  we  test  a  patient  with  adrenalin 
and  she  gets  white  and  pale,  we  will  not  give  her  that  drug  by 
mouth,  although  suprarenal  extract  depends  for  its  action  on  the 
cortical  substance.  If  we  get  too  pronounced  an  effect  from  pitui- 
tary— that  is,  if  the  bowels  move  and  the  bladder  becomes  hyper- 
active— we  know  the  patient  is  hypersensitive  to  the  pituitary. 
If  we  give  thyroid  and  the  patient  gets  tachycardia,  we  do  not 
give  that  woman  thyroid  any  longer. 

"As  for  dilatation  and  curettage  for  sterility,  I  have  not  done  it 
for  years.  In  1901  I  began  the  use  of  ovarian  extract  and  then, 
in  turn,  thyroid,  suprarenal,  and  pituitary  extracts.  Some  patients 
who  miscarry  repeatedly  are  carried  along  to  full  term  by  the 
trophic  action  of  thyroid,  and  some  by  ovarian  extract.  Thyroid 
extract  is  tremendously  important  in  these  cases.  The  peculiar 
thing  in  the  use  of  these  extracts  is  that  as  we  learn  how  to  use  them 
we  can  almost  'wish'  a  result  on  the  patient.  From  apparently 
the  same  treatment,  we  can  get  desired  results  in  seemingly  different 
and  opposite  conditions.  For  instance,  we  give  ovary  and  thyroid 
to  bring  on  menstruation  in  amenorrhea;  and  we  give  the  same  com- 
binations to  prevent  miscarriage.  One  would  think  that  an  agent 
that  produced  menstruation  would  favor  a  miscarriage  instead  of 
preventing  it.  Trophic  action  and  the  feeding  of  gland  extracts 
to  tissues  that  need  them  explain  these  seeming  contradictions. 
We  have  several  types  of  dysmenorrhea,  and  yet  we  may  get  good 
results  with  the  same  kind  of  treatment. 

"I  hope  that  we  gynecologists  of  New  York  and  of  the  Academy 
of  Medicine  are  not  to  fall  behind  the  line.  I  am  proud  of  our 
specialty  of  gynecology,  and  I  believe  in  combining  gynecology 
with  obstetrics  as  I  have  always  done  myself;  but  I  do  not  believe 
the  gynecologist  should  do  nothing  but  operate.  The  difference 
between  a  true  gynecologist  and  a  man  who  simply  operates  is  the 
same  as  the  difference  between  the  architect  and  the  carpenter. 
The  architect  thinks  and  plans,  and  designs;  the  carpenter  does  not 
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have  to.  The  endocrinologist  studies  the  patient  as  an  individual, 
and  the  gynecologist  should  look  for  other  things  in  his  patient 
besides  a  retroverted  or  anteflexed  uterus,  etc.;  he  should  know- 
something  about  neurology  and  endocrinology.  The  day  when  the 
physician  can  dismiss  a  puzzling  case  simply  as  a  neurasthenic  or 
hysteric  has  passed.  I  have  not  done  this  for  fifteen  years,  and  I 
have  shamed  many  husbands  who  have  taken  this  attitude  in  regard 
to  the  ailments  of  their  wives.  There  are  families  where  a  woman 
complains  of  backache  and  headache,  palpitation,  weakness,  and 
other  symptoms,  and  the  w'hole  family — father,  mother,  husband, 
and  all — tell  her  there  is  nothing  the  matter  with  her  because  the 
physician  can  find  nothing  on  bimanual  examination. 

"I  often  see  patients  w^ho  have  been  informed  by  many  physicians 
that  gynecologically  they  find  nothing  abnormal,  and  yet  the 
patient  is  often  enough  told  by  me  that  she  is  really  sick  and  not  a 
malingerer.  When  patients  of  this  sort  are  told  that  there  is  nothing 
the  matter  with  them  they  begin  to  lose  courage  and  even  self- 
respect.  I  have  found  cystic  ovaries  in  many  such  cases.  These 
cystic  ovaries  are  responsible  for  and  are  associated  with  an  endocrine 
upset,  and  endocrine  therapy  or  operation  on  the  ovaries  restores 
them  to  splendid  health.  The  time  has  come  when  no  up-to-date 
gynecologist  should  commit  the  crime  of  indiscriminately  labeling 
these  patients  as  neurasthenic  or  hysterical.  In  my  own  experience, 
extending  over  a  period  of  twenty  years,  the  gradual  and  steady  use 
of  the  endocrines  has  given  me  such  satisfactory  results  and  such 
confidence  in  the  ability  to  help  patients,  that  I  would  feel  myself 
doing  only  half  my  duty  if  the  surgical  side  of  gynecology  were  the 
only  part  of  this  specialty  to  which  I  devoted  my  attention." 

Dr.  Doug.al  Bissell  read  a  paper  entitled 

MANAGEMENT  OF  THE  CERVICAL  STUMP  AND  THE  LATERAL  LIGAMENTS 
"WHEN   PERFORMING    A   SUPRAVAGINAL   HYSTERECTOMY. 

The  following  abstract  embodies  the  chief  features  of  Dr.  Bissell's 
paper. 

A  recent  addition  to  the  technic  of  the  management  of  the  cer- 
vical stump  and  the  lateral  ligaments  when  performing  a  supra- 
vaginal hysterectomy  bring  into  question  principles  heretofore 
accepted  as  correct.  The  method  first  described  by  Dr.  B.  F.  Baer 
in  September,  1902,  and  which  with  slight  modifications  was  univer- 
sally adopted  is  simply  that  of  first  ligating  individually  the  uterine 
vessels  severing  the  corpus  from  the  cervix,  leaving  the  cervical 
canal  concave  in  shape,  then  approximating  the  posterior  and 
anterior  areas  of  the  cut  surface  of  the  cervix  with  interrupted  or 
continuous  catgut  sutures.  Baer  advised  that  nothing  be  done 
with  the  cervical  canal,  but  the  possibility  of  infection  through 
the  cervical  canal  is  now  well  recognized.  Sterilization  of  the 
canal  is  now  commonly  done  by  the  actual  cautery,  iodine,  nitrate 
of  silver,  carbolic  acid  and  alcohol. 

There  are  valid  objections  theoretically  at  least  to  the  use  of 
any  method  applied  after  the  uterine  tissue  is  severed,  for  the 
10 
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obvious  reason  that  the  instrument  which  passes  across  the  un- 
sterilized  canal  when  the  cervix  is  cut,  is  liable  to  contaminate  the 
adjacent  cut  areas.  This  risk  should  be  avoided  and  the  canal 
be  made  surgically  clean  before  or  during  the  operation. 

When  I  have  determined  upon  a  supravaginal  hysterectomy 
previous  to  operation,  I  prefer  to  prepare  the  cervical  canal  by 
passing  into  it  a  narrow  strip  of  gauze  saturated  with  a  lo  or  20 
per  cent,  solution  of  nitrate  of  silver,  removing  it  immediately 
after,  or  to  apply  a  stick  of  nitrate  of  silver  from  the  external  to 
the  internal  os.  The  injection  under  pressure  into  the  cavity  of 
the  uterus  of  any  solution  of  nitrate  of  silver  or  iodine  is  highly 
objectionable  as  it  may  be  forced  through  the  tubes  and  result 
in  chemical  trauma  to  the  peritoneum.  The  application  of  car- 
bolic acid,  followed  by  alcohol,  to  the  cervical  canal,  per  vaginam, 
will  perhaps  be  found  more  dependable  than  either  of  the  drugs 
previously  mentioned.  The  difficulty  is  to  limit  its  action  to  the 
canal.  When  the  operation  is  determined  upon,  after  the  abdomen 
has  been  opened,  my  preferred  treatment  of  the  cervical  canal  is  to 
apply  to  it  carbolic  acid  and  alcohol. 

The  fear  of  leaving  the  cervical  stump  in  the  peritoneal  cavity 
and  treating  it  as  any  other  intraabdominal  tissue  possessed  the 
profession  until  Baer  of  Philadelphia  was  bold  enough  to  try  the 
issue.  From  that  day  on  supravaginal  hysterectomy  assumed  its 
legitimate  position  in  surgery,  and  was  established  as  a  procedure 
to  be  httle  dreaded.  My  preferred  technic  which  differs  only  in 
minor  detail  from  that  established  by  Baer  twenty-six  years  ago  is 
after  securing  the  uterine  vessels  to  approximate  the  posterior  and 
anterior  areas  of  the  cervical  stump  with  four  interrupted  plain 
catgut  sutures  No.  2.  These  sutures  are  of  varied  lengths.  The  two 
outer,  about  20  inches  long,  are  tied  first,  and  in  a  manner  to  leave  a 
long  and  a  short  portion.  The  short  portion  of  one  is  now  used  as  a 
continuous  suture  to  approximate  the  peritoneal  edges  of  the  cer- 
vical stump,  and  tied  to  its  corresponding  short  portion  on  the 
opposite  side.  The  two  middle  interrupted  sutures,  12  inches 
in  length,  are  now  tied,  and  the  long  portion  of  each  outer  suture  is 
used  as  a  continuous  suture  to  unite  the  cut  edges  of  the  broad 
ligaments.  The  vessels  of  the  infundibulo  pelvic  and  round  liga- 
ments are,  of  course,  secured  before  the  corpus  is  removed. 

The  chief  purpose  of  this  paper  is  to  discuss  a  comparatively 
recent  practice,  which  is  considered  by  many  an  addition  of  great 
value  to  the  old  technic  of  supravaginal  hysterectomy,  namely, 
the  anchoring  of  the  round  ligaments  to  the  cervical  stump.  The 
object  of  this  step,  as  explained  by  its  advocate,  is  to  insure  the 
position  of  the  cervical  stump,  and  prevent  its  prolapsing.  My 
position  with  reference  to  the  anchoring  of  these  ligaments  to  the 
cervical  stump  is  that  no  practical  purpose  is  served  thereby,  and 
that  it  is  an  unnecessary  procedure.  This  position  is  based  on  a 
study  of  the  mechanics  of  uterine  support  and  the  normal  function 
of  the  round  ligaments.  The  first  point  to  which  I  would  call 
your  attention  is  that  these  ligaments  are  not  in  constant  action, 
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but  function  occasionally  and  have  long  periods  of  rest,  whereas  the 
fascial  diaphragm  of  the  pelvis  is  in  constant  action  and  is  the 
primary  support  of  the  uterus.  In  accordance  with  my  theory 
of  uterine  support,  the  normal  position  of  the  cervix  is  maintained 
independently  of  the  action  of  the  round  ligaments,  and  as  the  action 
of  the  fascial  structure  forming  the  pelvic  diaphragm  is  not  in  the 
least  interfered  with  by  supravaginal  hysterectomy,  no  change  in  the 
position  of  the  cervix  or  advantage  from  a  preventive  standpoint 
can  be  effected  by  anchoring  these  ligaments  in  the  cervical  stump. 

In  the  clinic  of  the  follow-up  cases  at  the  Woman's  Hospital  I 
have  examined  between  April  6,  191 7  and  January  14,  1919,  93 
cases  of  supravaginal  hysterectomy  done  without  anchoring  the  round 
ligaments  in  the  cervical  stump,  and  have  not  discovered  a  single 
case  of  prolapse  of  the  cervix,  where  previous  to  operation  it  was 
in  normal  position.  This  particular  group  of  cases  is  perhaps  not 
sufficiently  large  to  be  convincing,  but  in  reviewing  the  history  of 
my  private  cases  extending  back  many  years,  the  results  respecting 
the  position  of  the  cervix  have  been  identical  to  those  found  in  the 
follow-up  cases. 

I  am  not  informed  as  to  whether  the  procedure  of  anchoring 
the  round  ligaments  in  the  cervix  is  ever  done  when  the  cervix  is 
prolapsed,  but  if  this  procedure  acts  successfully  to  prevent  prolapse 
of  the  cervix,  as  claimed,  then  it  is  logical  to  conclude  that  it  is 
the  rational  procedure  to  be  adopted  for  the  cure  of  procidentia 
uteri,  which  leads  us  to  the  inevitable  conclusion  that  when  pan- 
hysterectomy is  done,  with  or  without  procidentic  uteri  existing, 
the  anchoring  of  the  round  ligaments  to  the  cut  edges  of  the  vagina 
is  the  proper  technic.  When  confronted  with  the  necessity  of 
doing  a  supravaginal  hysterectomy,  where  there  exists  a  displacement 
of  the  cer\'ix  as  the  result  of  a  partial  procidentia  or  retrodisplace- 
ment  of  the  uterus,  it  is  my  custom  to  so  reconstruct  the  tissues 
posterior  to  the  cervix,  as  to  drag  and  fix  the  cervix  back  toward  the 
sacrum.  Should  this  ultimately  fail  and  the  cervix  assume  its 
position  prior  to  operation,  I  would  then  remove  the  cervix  per 
vaginam,  narrow  and  lap  the  vesicovaginal  fascia,  and  unite  the 
tissues  at  the  base  of  the  broad  ligament.  Theoretically  it  would 
seem  that  the  influence  of  the  round  ligaments  anchored  in  the 
cervix  have  no  effect  on  the  position  of  the  cervix  whether  its  position 
at  the  time  of  the  operation  is  normal  or  abnormal,  but  to  approach 
the  problem  from  a  different  standpoint — what  practical  proof  have 
those  to  offer  who  advocate  the  anchoring  of  the  round  ligaments 
to  the  cervix  that  the  cervix  may  descend  if  the  Hgaments  are  not 
anchored  to  it,  or  that  the  hgaments  when  anchored  to  it  act 
to  ensure  the  normal  position  of  the  cervix  and  prevent  the 
possibihty  of  its  descent.  The  fact  that  a  cervix  is  found  in  a  low 
position  following  vaginal  hysterectomy  is  in  itself  not  sufficient 
evidence  to  conclude  that  its  abnormal  position  is  a  sequel  to  the 
operation  unless  exact  data  regarding  its  position  prior  to  the  opera- 
tion was  secured,  nor  is  the  fact  that  because  the  cervix  previously 
in  normal  position  does  not  descend  after  the  round  ligaments  have 
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been  anchored  to  it  give  proof  of  the  utility  of  the  action  of  the 
round  ligaments  in  maintaining  and  insuring  the  normal  position  of 
the  cervix. 

Dr.  Arnold  Sturmdorf. — "In  following  the  technical  details 
so  admirably  depicted  by  his  demonstration,  I  wondered  how  many 
of  those  present  realized  the  harrowing  experiences  of  surgeons 
practising  supravaginal  hysterectomy  thirty  years  ago.  Eighty  to 
ninety  women  out  of  every  hundred  lost  their  lives;  to-day  ninety- 
nine  women  out  of  every  hundred  are  cured. 

"Three  names  should  be  inseparably  linked  with  this  beneficent 
rehearsal  of  the  statistics,  namely,  Billroth,  Stimson  and  Goffe. 

"Billroth  in  1863  promulgated  the  fundamental  dictum  that 
isolated  arterial  ligation  should  precede  every  tumor  extirpation, 
but  it  was  not  until  1889  that  Stimson  of  New  York  first  practised 
and  published  the  modern  method  of  ligating  the  ovarian  and  uterine 
arteries  preliminary  to  supravaginal  hysterectomy. 

"This  replaced  the  pernicious  mass  ligature  and  it  remained  for 
Goffe  to  evolve  the  present  day  method  of  peritonealizing  the 
cervical  stump  and  replacing  it  into  the  pelvic  cavity,  thus  ehminat- 
ing  stump  transfixion  into  the  abdominal  wall  with  its  attendant 
sloughing  and  sepsis. 

"I  have  no  personal  experience  with  Dr.  Bissell's  modification 
in  the  disposition  of  the  round  ligament  stumps  and  can  only  empha- 
size a  few  purely  theoretical  considerations  which  I  think  should 
be  taken  into  account. 

"The  uterus,  as  a  whole,  presents  a  mobile  deflector  of  intra- 
abdominal pressure  in  maintaining  the  topographic  stability  of  the 
pelvic  contents. 

"The  round  ligaments  act  to  prevent  extreme  oscillation  backward, 
furthermore  the  sacrouterine  ligaments,  by  suspending  the  cervix, 
tend  to  keep  the  fundus  forward;  now,  when  the  fundus  is  ablated 
and  the  round  ligaments  severed,  the  sacrouterine  ligaments  must 
tend  to  draw  the  cervix  toward  the  sacral  hollow  thus  exposing  the 
bladder  fundus  to  increased  pressure  from  above  with  the  obvious 
possibihty  of  downward  displacement,  all  of  which  is  naturally 
obviated  by  implanting  the  round  ligament  stumps  into  the  cervical 
stump,  thus  holding  it  forward  and  partially  at  least,  restores  the 
normal  inchne  of  the  intrapelvic  floor  essential  to  normal  pressure 
deflection. 

"Reasoning  along  these  lines  I  cannot  appreciate  any  advantage 
in  omitting  the  small  additional  steps  necessary  to  implant  the  round 
ligament  stumps  into  the  cervical  stump  according  to  the  original 
method  of  Goffe." 

Dr.  J.  Riddle  Goffe  said:  "I  have  been  interested  in  Dr.  Bissell's 
paper  and,  from  its  beginning,  not  a  little  curious  to  know  what 
objections  the  writer  could  have  to  attaching  the  round  ligaments 
to  the  uterine  stump  after  supravaginal  hysterectomy.  The  only 
objection  presented,  as  I  understand  it,  is  that  he  "prefers  to  leave 
the  ligaments  where  he  finds  them."  But  this  is  just  what  he  does 
not  do.     He  finds  them  firmly  attached  to  the  uterine  tissue  but  he 
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simply  ligates  them,  cuts  them  off  and  lets  them  swing  free  in  the 
pelvic  cavity. 

"It  is  a  recognized  rule  and  custom  in  all  surgical  procedures  to 
restore  all  the  parts  after  operation  to  as  nearly  the  normal  posi- 
tions and  relations  as  possible.  Based  upon  this  principle,  following 
supravaginal  hysterectomy,  an  operation  has  been  devised  in  which 
the  round  and  infundibulopelvic  ligaments  are  attached  to  the 
stump  of  the  uterus,  the  bladder  spread  out  in  normal  position 
and  all  raw  surfaces  covered  over  with  peritoneal  flaps.  As  you 
look  down  into  the  pelvis,  upon  the  completion  of  this  operation, 
you  see,  in  the  bottom  of  the  pelvis,  a  small  globular  object  resem- 
bhng  a  diminutive  fundus  uteri  and  coming  out  from  either  side 
of  the  pelvis  are  the  infundibula  and  round  hgaments  inserted  so 
nicely  into  either  horn  of  it  that  Nature's  arrangement  is  restored  and 
the  operation  finished  with  all  the  nicety  of  a  plastic  operation. 

"This  procedure  may  justly  be  called  a  standardized  operation. 
It  has  been  accepted  and  is  being  performed  by  gynecologists  and 
surgeons,  not  only  throughout  the  length  and  breadth  of  this  land, 
but  throughout  all  the  countries  of  the  world.  It  is  recognized  as 
a  satisfactory  procedure,  attended  with  prompt  convalescence  and 
restoration  to  health  and  all  normal  activities.  No  one  has  reported 
such  a  thing  as  prolapse  of  the  cervix  following  it,  and  Dr.  Bissell, 
himself,  says  in  his  paper  that  his  results  from  its  use  were  entirely 
satisfactory.     Why  then  I  may  ask  should  any  one  abandon  it? 

"Dr.  Bissell  indulges  in  a  very  long  dissertation  upon  the  fascia 
of  the  pelvis  and  its  importance  in  maintaining  the  organs  therein. 
One  might  think  from  this  that  he  was  fearful  that  the  fastening  of 
the  round  ligaments  to  the  uterine  stumps  might  destroy  all  the 
support  of  the  fascia.  Otherwise,  why  should  we  discuss  it?  But 
I  would  like  to  assure  the  writer  that  it  does  nothing  of  the  kind, 
but  on  the  contrary,  gives  additional  support.  I  have  operated 
on  hundreds  of  cases  in  which  I  have  attached  the  round  ligaments 
to  the  stump  of  the  cervLx  and  I  have  yet  to  see  the  first  case  in  which 
the  cervix  was  displaced  as  the  result  of  the  procedure. 

"Perchance  it  may  not  be  out  of  place  at  this  time  for  me  to  re- 
call the  part  I  played  in  originating  this  standard  operation.  As  it 
so  happens,  it  is  just  twenty-eight  years  ago  to-night,  in  this  very 
room,  that  I  presented  my  original  paper  before  this  Section  of  the 
Academy  of  Medicine  of  which  I  was  then  secretary,  describing 
the  steps  of  the  procedure  and  reporting  four  cases,  all  of  which 
recovered.  This  was  an  epoch-making  paper.  At  that  time  the 
only  method  in  use  was  that  of  clamping  the  cervLx  in  steel  clamps 
of  various  descriptions,  dragging  the  stump  out  through  the  abdomi- 
nal incision  and  retaining  it  there  by  transfixing  it  with  long  steel 
pins  reaching  out  through  the  abdominal  wall.  The  death  rate  from 
hemorrhage,  necrosis  of  the  stump  and  infection  was  something 
appalling.  During  my  internship  in  the  Woman's  Hospital  1881 
to  1883  under  that  method  of  operating,  nearly  every  patient  died. 
I  came  out  of  the  hospital  in  the  spring  of  1883  with  the  firm  con- 
viction that  some  other  m.ethod  would  have  to  be  devised  for  the 
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relief  of  these  cases.  I  could  not  get  away  from  the  idea  that  if 
in  dealing  with  an  ovarian  tumor  its  pedicle  could  be  dropped  back 
into  the  pelvis  with  impunity,  there  was  no  reason  why  we  could 
not  ligate  the  pedicle,  viz.  the  cervix,  under  proper  precautions  and 
treat  it  in  the  same  way.  I  waited  with  eagerness  for  my  first  case. 
At  the  end  of  five  years  I  was  rewarded  by  the  appearance  of  a  pa- 
tient at  my  office  saying  that  she  had  a  fibroid  tumor  and  wanted  it 
removed.  She  had  been  to  the  Woman's  Hospital  where  the  diag- 
nosis was  made  but  was  told  that  if  an  attempt  wxre  made  to  remove 
it  she  would  certainly  die.  This  was  the  opinion  of  one  of  the 
attending  surgeons.  Especially  was  she  warned  against  any  young 
surgeon  who  was  desirous  of  wanning  his  spurs  and  might  try  the 
experiment.     The  description  of  this  case  is  on  record. 

"Dr.  Bissell  who  has  been  associated  with  me  for  years  at  the 
Woman's  Hospital  and  should  know  something  of  my  work  in 
devising  the  operation  and  who  naturally,  out  of  loyalty  to  the  in- 
stitution and  to  the  output  of  its  servitors,  would  be  expected  to  ad- 
vance the  knowledge  of  that  work,  ignores  my  right  to  the  credit 
for  this  operation.  On  the  contrary  he  denominates  it  the  Baer 
opetation  and  gives  Dr.  Baer  of  Philadelphia  the  entire  credit.  Now 
the  truth  of  the  matter  is  that  Dr.  Baer  adopted  every  step  of  my 
operation  as  I  originally  described  it  with  one  exception  and  that  is 
he  transferred  the  main  ligature  from  the  cervix  to  the  uterine  vessels 
in  the  broad  ligaments.  But  this  variation  from  the  original  operat 
tion  was  not  original  with  Dr.  Baer.  Dr.  Baer  performed  his  firs- 
operation  in  October,  1902.  My  first  operation  was  done  in  May, 
1888,  four  years  previously.  Promptly  following  this  Dr.  Lewis  A. 
Stimson  of  New  York,  in  operating  for  the  removal  of  a  fibroid  tumor, 
transferred  the  ligature  from  the  cervix  to  the  uterine  vessels  in  the 
broad  ligaments  but  followed  the  old  method  of  bringing  the  pedicle 
up  into  the  abdominal  wound  (New  York  Medical  Journal,  March  9, 
1889)  and  in  the  Medical  News,  July,  1889,  he  reports  four  successful 
cases  with  the  same  technic.  In  no  case,  however,  did  he  cover 
the  pedicle  with  peritoneal  flaps  nor  did  he  drop  it  into  the  pelvis. 
Here  we  have  then  on  record  in  two  medical  journals,  one  published 
in  New  York  and  the  other  in  Philadelphia,  the  home  of  Dr.  Baer, 
the  report  of  the  application  of  the  idea  of  transferring  the  ligature 
from  the  cervix  to  the  broad  ligaments.  From  all  of  which  it  would 
seem  to  be  clear  that  Dr.  Baer's  first  operation,  Oct.,  1892  is  the 
utilization  of  Dr.  Stimson's  idea  combined  with  all  the  other  steps 
of  my  original  operation." 

Dr.  Bissell,  in  closing  said:  "I  am  sorry  that  Dr.  Goffe  takes 
offense  at  my  not  having  referred  to  him  in  my  article;  but  as  my 
article  was  written  with  the  idea  of  discussing  the  best  management 
of  the  cervical  stump  and  lateral  ligaments  when  performing  super- 
vaginal  hysterectomy,  and  not  with  the  object  of  discussing  the 
different  methods  of  cervical  management  prior  to  the  introduction 
of  Baer's  method,  I  fail  to  appreciate  the  justness  of  his  complaint. 

"The  principle  of  Baer's  method  of  managing  the  cervical  stump 
is  accepted  to-day  as  the  standard.     It  may  be  incidentally  noted 
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that  Dr.  Goffe  himself  abandoned  long  ago  the  technic  which 
according  to  history  both  he  and  A.  P.  Dudley  claimed,  and  has 
adopted  the  Bear  principle,  namely,  securing  the  uterine  vessels 
individually  instead  of  encircling  the  cervical  stump  with  a  single 
ligature,  which  resulted  in  necrosis  of  the  tissues  above  the  area  of 
ligation,  and  necessitated,  according  to  his  reports,  dilatation  of  the 
cervical  canal  four  or  five  days  after  operation  to  encourage  or 
establish  drainage.  Dr.  Goffe  states  that  he  has  followed  up  many 
cases  after  anchoring  the  round  ligaments  in  the  cervix,  and  has 
always  found  the  cervix  in  normal  position.  I  likewise  have  fol- 
lowed up  many  cases  beside  the  limited  number  mentioned,  that 
were  seen  in  the  follow-up  clinic  between  April  6,  1917,  and  Jan. 
4,  1919,  where  the  round  ligaments  were  not  anchored  in  the  cervix, 
and  have  invariably  found  the  postoperative  results  regarding  the 
position  of  the  cervLx  identical  to  the  preoperative  position.  Dr. 
Goffe's  findings  corroborated  the  conclusions  I  arrived  at  in  my 
article,  namely,  that  whether  the  round  ligaments  are  anchored  or 
not  anchored  in  the  cervical  stump  the  results  regarding  the  position 
of  the  cervLx  are  the  same,  and  that  therefore  the  procedure  of 
anchoring  the  round  ligaments  served  no  purpose  and  is  unnecessary. 
"I  am  not  in  accord  with  Dr.  Sturmdorf's  views  regarding  the  me- 
chanics of  the  pelvis  for  by  actual  experience  in  hundreds  of  cases 
of  partial  and  complete  hysterectomy  where  prolapse  did  not  pre- 
viously exist,  and  where  the  lateral  ligaments  were  severed  and  not 
utilized  but  allowed  to  retract,  prolapse  of  the  vaginal  vault  or  of 
the  anterior  wall  has  never  occurred."' 
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A.  obstetrics. 


Treatment  of  Two  Comincnest  Sequelae  of  Labor  and  Most 
Frequent  Diseases  of  Women. — B.  C.  Hirst  (^V.  Y.  Med.  Jour., 
1919,  cix,  705)  says  that  of  all  the  women  who  consult  physicians 
on  account  of  something  incidental  to  their  sex  50  per  cent,  are 
suffering  from  lacerations  of  the  birth  canal  and  10  per  cent,  from 
retroversion  of  the  uterus;  the  first  always  the  result  of  childbirth, 
the  second  nearly  always  the  result  of  the  process  of  generation  at 
some  stage.  Obviously  there  are  three  things  to  be  accomphshed: 
First,  an  improvement  in  medical  education;  second,  correct  advice 
from  the  specialist  to  the  general  physician  under  whose  care  the 
majority  of  labors  come,  and  third,  a  sensible  regulation  of  the  mid- 
wife question.  It  is  the  duty  of  the  general  physician  to  limit  in 
number  and  extent  the  injuries  of  labor  by  its  proper  management 
and  to  detect  and  completely  repair  those  that  do  occur;  also  to 
prevent  or  to  detect  and  to  correct  without  delay  retrodisplace- 
ments  of  the  uterus,  thus  eliminating  60  per  cent,  of  the  diseases  of 
women.  Do  not  attempt  to  make  an  accurate  diagnosis  of  injuries 
directly  after  labor;  postpone  the  examination  for  three  to  five  days, 
when  the  distortion  of  the  tissues  has  disappeared,  the  bloody  dis- 
charge has  diminished  and  when  with  a  good  light,  a  proper  posture 
of  the  patient,  a  really  accurate  diagnosis  can  be  made.  After 
an  accurate  diagnosis  a  thorough  repair  is  in  order  at  any  time 
after  the  fifth  day.  This  includes  restoration  of  the  cervix,  anterior 
vaginal  wall,  posterior  vaginal  wall  and  pelvic  floor,  to  the 
normal  condition  of  a  nulliparous  woman.  For  the  prevention 
of  chronic  retroversion  of  the  uterus  every  woman  should  be  ex- 
amined three  weeks  after  labor  to  determine  the  position  of  the 
uterus.  If  it  is  displaced  a  bimanual  reposition  should  be  carried 
out.  Whether  it  is  in  place  or  not  every  woman  should  be  instructed 
to  assume  the  knee-chest  posture  twice  a  day  for  five  minutes  for  the 
last  three  weeks  of  the  conventional  six  weeks  of  puerperal  conva- 
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lescence.  If,  at  the  end  of  six  weeks  the  uterus  is  still  retroverted, 
a  poor  working  woman  should  be  advised  to  have  an  operation. 
A  woman  of  the  leisure  class  should  be  treated  differently.  After 
rep  osition  of  the  uterus  a  pessary  may  be  inserted  and  the  patient 
put  under  the  charge  of  an  expert  in  massage  and  Swedish  move- 
ments for  eight  weeks.  The  pessary  is  then  removed.  If  examina- 
tions at  intervals  for  the  next  two  months  show  that  the  uterus 
remains  in  good  position  the  patient  is  discharged,  cured.  If 
the  retroversion  recurs  the  patient  is  advised  to  have  a  permanent 
cure  by  operation  or,  if  she  demands  it,  the  temporary  use  of  a 
pessary  may  be  substituted,  till  she  can  make  up  her  mind  to 
undergo  the  operation. 

Puerperal  Colisepsis.- — ^Loeffler  {C orrespondenz-Blatt  Jiir  Schweizer 
Aerzte,  1919,  xUx,  444)  describes  at  great  length  a  case  of  this  ac- 
cident. The  woman  who  was  thirty-six  years  old  had  had  a  series  of 
premature  births  during  the  latter  of  which  she  developed  alarming 
symptoms  of  threatened  eclampsia  with  evidence  of  pregnancy 
kidney.  She  soon  became  gravid  again  when  it  was  found  that 
chronic  nephritis  was  present  and  this  fact  led  to  a  therapeutic 
abortion.  This  intervention  proved  long  and  arduous.  Signs  of 
infection  soon  followed  and  led  to  admission  to  the  gynecological 
service.  A  complete  examination  led  to  diagnosis  of  chronic  nephri- 
tis and  optic  neuritis  and  a  general  infection  as  shown  by  chills. 
All  attempts  to  obtain  cultures  from  the  secretions  and  blood  were 
negative.  The  chills  continued  but  temperature  rise  did  not  super- 
vene for  some  days.  There  was  a  strong  leukocytosis  and  the 
blood  pressure,  high  at  the  start,  rose  to  186.  Cerebral  and  menin- 
geal symptoms  supervened  and  death  occurred  in  delirium.  There 
was  no  agglutination  to  coliserum.  Autopsy  showed  the  abdominal 
and  pelvic  viscera  in  fair  condition — nothing  to  explain  the  symp- 
toms being  present.  The  lesion  found  which  had  not  been  suspected 
in  life  was  thrombosis  of  the  inferior  vena  cava  just  below  the  mouth 
of  the  left  renal  vein.  The  kidneys  showed  extensive  alterations 
which  pointed  to  ascending  or  surgical  nephritis  in  part.  There  was 
purulent  meningitis.  The  right  pulmonary  artery  was  the  seat  of 
an  embolus  and  there  was  some  lobular  pneumonia.  Cultures  made 
after  death  from  the  blood  showed  the  bacillus  coh.  The  rationale 
of  the  case  seems  clear  to  the  author.  The  initial  manifestation 
was  a  coli  infection  of  the  urinary  apparatus.  The  surgical  inter- 
vention mobilized  these  bacilli  and  they  traveled  to  the  right  broad 
ligament  and  ovarian  plexus  starting  up  a  thrombophlebitis  which 
led  to  thrombosis  of  the  vena  cava.  From  this  thrombosis  the 
meninges  were  infected.  From  the  author's  interpretation  the 
chronic  nephritis  and  high  blood  pressure  had  little  to  do  with  death 
which  was  inevitable  as  a  result  of  the  thrombosis  in  the  large  vein. 
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In  Dr.  Geo.  G.  Ward's  article  entitled  "The  Problem  of  the  Cystocele" 
which  was  published  in  the  May  issue  of  this  Journal,  an  unfortunate  error  oc- 
curred in  labelling  certain  of  the  illustrations.  As  this  mistake  seriously  affects 
the  text  of  the  article,  the  illustrations  in  question  are  herewith  reproduced 
with;  their  appropriate  legends. 


Fig.  3. — The  normal  relation  [between  the  anterior  vaginal  wall,  the  cervix,  and 
the  bladder.     Note  the  invagination  of  the  cervix. 
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;FiG.  4. — The  tearing  away  of  the  vaginal  wall  and  bladder  at  its  point  of 
attachment  to  the  cervix,  showing  the  development  of  the  "weak  spot"  as  a 
result  'of  injury  ,during  parturition. 


Fig.  5. — Widening  of  the  "weak  spot"  with  consequent  loss  of  invagination 
of  the  cervLs  and  descent  of  the  bladder  with  increased  length  of  vaginal  wall 
and  bladder  base  due  to  stretching,  thus  resulting  in  the  formation  of  a  cystocele. 
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